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Era  of  Excellence  in  Cancer  Care 


Breast  Care  At  Its  Best 


“At  the  Methodist  Breast  Center 
women  have  access  to  screening 
programs , education , mammo- 
graphy, breast  ultrasound  and 
advanced  diagnostic  testing  in  a 
centra l location.  This  coordination 
of  efforts  is  helpful  in  the  battle 
against  breast  cancer.  ” 


The  Methodist  Breast  Center  sets  new  standards  for  breast 
health.  In  this  special  setting,  devoted  entirely  to  breast  disease 
detection  and  treatment,  women  have  access  to  comprehensive 
education,  diagnostic,  treatment,  recovery  and  support  services. 

Increasing  Early  Detection 

Here,  nurses  teach  women  to  perform  breast  self-exams.  Person- 
alized risk  assessment  profiles  are  used  to  determine  when  an  in- 
depth  family  pedigree  is  warranted.  Fully -accredited  mammogra- 
phy suites,  breast  ultrasound  and  the  region's  first  stereotactic- 
breast  biopsy  unit  support  phy  sician  efforts  to  increase  the  early 
detection  of  breast  cancer. 

Drawing  Upon  Many  Physicians’  Expertise 

At  the  Methodist  Breast  Center,  up  to  two  dozen  physicians 
confer  on  all  newly  diagnosed  cases  of  breast  cancer  during 
weekly  Breast  Cancer  Treatment  Planning  Conferences. 
Throughout  treatment  and  recovery , an  interdisciplinary  care 
team  works  with  the  patient's  primary  physician  to  provide 
the  best  possible  care. 

Providing  Special  Resources 

Participation  in  national  and  regional  clinical  research  studies, 
such  as  the  National  Cancer  Institute's  Breast  Cancer  Prevention 
Trial  involving  tamoxifen,  hastens  patient  access  to  treatment 
advances.  Support  groups  are  available  for  women  and  their 
families,  as  are  a Wig  and  Turban  Shop  and  a library  of  resource 
materials. 

For  More  Information  or  to  Refer  Patients 

To  leant  more  about  the  sen  ices  available  call  the  Phy  sicians 
Priority  Line.  1-800-627-6363. 


Scott  Rose.  MD. 

( in  Omaha  surgeon 


METHODIST 

CANCER  CENTER 

8303  DODGE  ST.,  OMAHA,  NE  402-390-5800 
Located  adjacent  to  Methodist  Hospital 


Reaching  new  heights  in 
medical  rehabilitation 


Medical  rehabilitation  is  a process  that  provides 
medical  care  and  teaches  people  how  to  make  the 
most  of  life — physically,  mentally  and  socially. 

♦ During  the  past  decade,  the  survival  rate 
of  head  injury  patients  has  increased  from 
50  percent  to  90  percent. 

♦ With  appropriate  rehabilitation,  25  percent  of 
head  injury'  survivors  are  capable  of  resuming 
a relatively  active  lifestyle.  An  additional  50 
percent  can  have  functional  capabilities 
restored. 

♦ The  length  of  stay  in  a rehabilitation  facility 
depends  on  the  severity  of  impairment.  In 
1992,  brain  injury'  patients  stayed  at  Madonna 
Rehabilitation  Hospital  an  average  of  34  days. 


Madonna  Rehabilitation  Hospital 

5^01  South  Street  • Lincoln,  NE  68506  • 402-489-7102 
On-site  family  living  accommodations  available 


\ebraska's  comprehensive  medical  rehabilitation  facility  for  children  and  adults 


Clarkson 
Cancer  Institute 


Living  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients'  physical, 
emotional,  social  arid  spiritual  needs.  Clarkson  Cancer  Institute  provides  a multidisciplinary 
approach  to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 


Cancer  Support  Team 

Clarkson  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  services  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physi- 
cal  therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Clarkson  Cancer  Institute  at  552-6932 
or  call  M D Source  toll-free  at  I -800-552-5552. 


. CLARKSON 

1 HOSPITAL 

44th  & Dewey  Avenue  • Omaha,  Nebraska 
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RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 


"I  m practicing 
medicine  the  wav  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload.” 


Owen  Brodie, 
AID,  joined 
CompHealth  s 
locum  tenens 
medical  staff  in 
1989,  after  21 


years  in  private 
practice.  Since 

then  he  s worked  in  temporary  assignments 
in  state  facilities,  tilled  in  for  attending  phvsicians, 
covered  tor  private  practitioners  across  the  country. 


A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 


It’s  a great  way  to 
practice  medicine 


CompHealth 

Locum  Tenens 


1-800—153-3030 

Salt  Lake  Cir.  ■ \tlanta  ■ Grand  Rapids  Mich. 
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INTERNISTS 


A New  Name  . . . 

A Continuing  Pursuit  of  Excellence 

Humana  Health  Care  Plans  has  continued  to 
expand  and  develop  in  the  metropolitan  Kansas 
City  area.  We  currently  have  a need  for  an  Internist 
at  our  Stadium  Medical  Center  in  the  Raytown/ 
Independence  area.  Our  Urgent  Care  Program  also 
has  part-time  hours  available. 

Today,  the  time  has  never  been  better  to  practice 
personalized  health  care  with  the  advantage  of  far- 
reaching  resources.  At  Humana  Health  Care  Plans 
you  won’t  compromise  the  quality  care  of  your 
patients  for  the  administrative  requirements  of  a 
fee-for-service  practice. 

In  addition  to  a professionally  challenging  career 
and  time  for  a quality  personal  life,  our  staff  enjoys 
competitive  compensation  and  benefits. 

If  you  are  seeking  the  satisfaction  of  a profes- 
sional career  within  an  expanding  and  challenging 
environment,  Humana  Health  Care  Plans  has  a 
unique  opportunity.  Please  submit  your  CV  to: 
Martha  Goodall,  10450  Holmes,  Suite  330, 
Kansas  City,  Missouri  64131,  (816)  941-8900. 
EOE  M/F 


L. 


Humana  Health  Care  Plans 


AMA  NEWS  NOTES 

UNIVERSAL  COVERAGE  SUPPORT  INTACT 
AMA  TELLS  CLINTON  IN  LETTER 

The  AMA  has  not  changed  its  aggressive  sup- 
port for  universal  coverage,  the  Association  said  in 
a letter  to  President  Clinton. 

The  Association  has  expanded  policy,  the  letter 
said,  to  support  integrating  other  approaches,  such 
as  an  individual  mandate  and  health  IRAs  as  well  as 
an  employer  requirement,  to  achieve  universal 
coverage. 

"We  believe  that  this  expanded  policy  base  — 
which  should  not  be  construed  as  'backing  off 
employer-required  insurance  — is  more  flexible 
than  our  earlier  position,"  the  AMA  said. 

The  expanded  policy  reflects  its  commitment  "to 
comprehensive  health  system  reform  that  provides 
coverage  for  all  Americans  all  the  time,"  said  AMA 
Board  Chair  Lonnie  R.  Bristow,  MD. 

At  its  1 993  Interim  Meeting  In  New  Orleans,  the 
AMA’s  House  of  Delegates  concluded  that  univer- 
sal coverage  can  best  be  realized  by  including 
individual-required  and  individually  owned  insur- 
ance along  with  employer-required  coverage. 

Since  1989,  the  Association  has  supported  the 
same  type  of  employer-required  coverage  called 
for  in  Clinton's  health  system  reform  plan. 

"What  we  have  done  is  expand  our  support  for 
more  methods  to  pay  for  universal  coverage,"  said 
Dr.  Bristow. 

"We  are  very  amenable  to  looking  at  different 
proposals  as  long  as  they  get  to  the  goal  of  universal 
coverage." 

He  added,  "The  AMA  agrees  with  Mrs.  Clinton, 
who  said  that  individually  required  coverage,  as  in 
Sen.  Chafee's  proposal,  may  be  an  additional  way 
to  achieve  universal  coverage." 

Sen.  John  Chaffee  (R,  R.l.)  presented  a system 
reform  proposal  to  Congress  that  supports  an 
individual  funding  approach. 

Dr.  Bristow  urged  all  players,  public  and  private, 
to  be  constructive  and  nonpartisan. 

"Our  mutual  objective  must  remain  achieving 
national  consensus  that  will  be  necessary  before 
we  can  guarantee  the  health  care  security  of  all 
Americans. 

"We  are  pledged  to  working  with  the  administra- 
tion, Congress,  the  health  care  industry  and  the 
American  people  to  make  sure  that  occurs." 
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...a  promise  to 
defend... 


HERE  ARE  THE  FACTS:  Over  25%  of  America's  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL--  when  the  allegations 
are  frivolous,  or  highly  emotional-  you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


THE 


Medical  Protective  Company 

FORT  WAYNE,  INDIANA 

‘Profession a[ ‘Protection  ‘E^cfusivefy  since  1899 


A+  (Superior)  A. M. Best 


AA  (Excellent)  Standard  and  Poor's 


A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 


• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  S 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec  # 

Bus.  Phone!  ) 

Incomes 

No  ol  yeare 

Home  Phone!  ) 

Other  Income 

Income  from  alimony  child  support  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

M 

Rent/House  Payment  $ 

Employer/Gnoup 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No.  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
It  you  do  not  choose  to  have  it  considered  as  a basis  tor  repaying  this  obligation  S 

TRANSFER  CURRENT  ACCOUNT 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Acaxiit  N inter 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

l warrant  l am  19  years  of  age  or  older  and  subject  to  no  legal  disability  and  that  everything  stated  m this  application  ts  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information  obtain  my  credit  reports  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signatue  ndicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signatue  Date  Co- Applicant  Signature  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee.  Overlimit  Fee.  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum  2 Overlimit  fee  - $1000  and  3.  Returned  check 
fee  -$15.00 

Annual  Percentage  Plate  for  Purchases 

Today's  rate  would  be  15.9%  APR 

Variable  Rate  information 

The  variable  rate  will  be  determined  by  the  “Pnme  Rate 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June,  September  and  December.  The  credit  card  rate  will 
be  the  "Pnme"  plus  84%  with  a minimum  rate  of  15.9%  APR 

Grace  Period  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  information  about  the  costs  of  the  card  descnbed  in  this  application  is  accurate  as  of  February  1 993.  when  it 
was  pnnted  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

1-800-432-3209  Or,  write  to  us  at  FirsTier  Bank  Credit  Cara  Center.  P.O.  Bo*  7,  Omaha.  NE  68101-0007  FirsTier®  Bank,  NA,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


AMA  NEWS  NOTES 


SIGNIFICANT  DIFFERENCES 
RELATED  ON  CLINTON  PLAN 

Significant  differences  remain  between  the  AMA 
and  the  White  House  on  proposals  to  reform  the 
nation's  health  system,  the  Association  said  in  a 
letter  to  President  Clinton. 

"The  AMA  and  the  administration  share  com- 
mon goals  in  our  proposals  for  health  system 
reform,"  wrote  James  S.  Todd,  MD,  the  Association's 
executive  vice  president.  "We  have,  however,  sig- 
nificant disagreements  with  other  aspects  of  the 
Health  Security  Act." 

In  the  letter,  the  AMA  requested  a meeting  with 
the  president  before  Congress  reconvenes.  It  also 
spelled  out  the  common  reform  goals  between 
Clinton  and  the  Association  — universal  coverage, 
community  rating,  portability,  administrative  sim- 
plicity and  freedom  of  choice. 

Support  for  universal  coverage  remains  intact. 
Dr.  Todd  wrote.  Recent  AMA  action  expanding 
policy  to  include  both  individual  and  employer 
funding  approaches  provides  "new  avenues  to- 
ward achieving  universal  coverage." 

The  AMA  also  outlined  aspects  of  the 
administration's  proposal  the  AMA  seeks  to  change 

— aspects  that  represent  "our  three  greatest  disap- 
pointments with  your  plan,"  Dr.  Todd  wrote. 

Clinton's  reform  plan  relies  too  heavily  on  gov- 
ernmental regulation,  Dr.  Todd  wrote,  pointing  to 
the  plan's  excessive  use  of  state  alliances,  a national 
health  board  and  price  controls. 

The  proposal  also  fails  to  protect  medical  deci- 
sion-making by  physicians  from  giant  insurance 
companies,  hospital  networks  and  aggressive  for- 
profit  health  care  corporations. 

"In  such  an  environment,  the  type  of  antitrust 
and  negotiations  protections  discussed  on  numer- 
ous occasions  with  the  administration  need  to  be 
incorporated  into  any  final  reform  package,"  Dr. 
Todd  said. 

Clinton's  plan  also  lacks  meaningful  liability  re- 
form, Dr.  Todd  said,  adding  that  successful  tort 
reform  must  include  a $250,000  cap  on  noneco- 
nomic, nonmedical  damages. 

"Physicians  will  be  unable  to  act  as  efficiently  as 
they  must  — the  incentives  will  not  have  changed 

— as  long  as  comprehensive  tort  reform  is  not 
addressed." 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbme-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  mdolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ’ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks  3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000  s NDC 
53159-001-10 
References: 

1.  A.  Morales  et  al. . New  England  Journal  of  Medi- 
cine: 1221.  Novembers,  1981 

2.  Goodman,  Gilman  — The  Pharmacological  b 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4. 

1983 

4.  A Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


S 


No  physician  group,  Dr.  Todd  concluded,  will 
support  budget  enforcement  provisions  or  the 
authority  of  the  alliances  proposed  in  the  Clinton 
plan. 

"All  groups  seek  a larger,  guaranteed  physician 
professional  society  role  in  a reformed  system." 


PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201) 569-8502 
1 -800-237-9083 
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It  pays  to  trust  your  financial  growth  to  a specialist. 


Not  all  investment  management  services  stack  up  to 
those  offered  by  Cambridge  Advisors  Inc. 


Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reflective  of  the 
client’s  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 


^Cambrid^eAdvisorsk 

THE  MARK  • Suite  102  • 9290  West  Dodge  Road 
Omaha,  Nebraska  68114  • 402-397-5600 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 

COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:Councilor  GordonD.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  BuUer,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor  Richard  D.  Fitch, 
M.D.,  O'NeiU.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor.  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Furnas,  Gosper,  Harlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 

ELEVENTH  DISTRICT : Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


COUNTY  PRESIDENT 

Adams  Elvin  G.  Brown,  Hastings  

Ante  lope -Pierce Roger  P.  Massie,  Plain  view 

Box  Butte Eddie  Pierce,  Alliance 

Buffalo Kay  A.  Keifer,  Kearney  

Butler Gerald  W.  Luckey,  David  City 

Cass R R Andersen,  Nehawka  

Cheyenne-Kimball -Deuel ...  Calvin  Outright,  Sidney  

Cuming E.  L.  Sucha,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow 

Dawson 

Dodge Mark  C.  Johannsen,  Fremont 

Five Willis  L.  Wiseman,  Wayne 

Four Murray  Markley,  Loup  City 

Gage  Blake  Butler,  Beatrice 

Hall Richard  E.  Goble,  Grand  Island  ... 

Hamilton J.  C.  Wilcox,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth  

Jefferson Kaye  B.  Carstens,  Fairbury  

Keith-Perkins-Case Berl  W.  Spencer,  Ogallala 

Knox D.  M.  Laflan,  Creighton  

Lancaster W.  T.  Griffin,  Lincoln 

Lincoln  Gary  L.  Conell,  North  Platte 

Madison Steffan  R Lacey,  Norfolk 

Metropolitan  Omaha Patrick  E.  Brookhouser,  Omaha  .. 

Northeast Richard  Votta,  Norfolk  

Northwest Margaret  K.  Stockwell,  Gordon  ... 

Otoe Dean  R Thomson,  Nebraska  City 

Platte-Loup-Valley Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete  

Sarpy Jan  Golnick,  Papillion 

Saunders John  Hansen,  Wahoo 

Scotts  Bluff Vincent  G.  Bjorling,  Scottsbluff  .... 

Seward  Paul  E.  Plessman,  Seward  

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Richard  E.  Jackson,  Pawnee  City  . 

Southwest  Nebr Richard  F.  Klug,  McCook 

Washington-Burt Ronald  P.  Morse,  Tekamah 

York Darroll  Loschen,  York  


SECRETARY-TREASURER 
Raymond  W.  Conant,  Hastings 
David  Johnson,  Osmond 
Scott  Elston,  Alliance 
Jeffrey  P.  Lee,  V.  Pres.,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  Dorwart,  Sidney 
Scott  D.  Green,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
James  Omel,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Krynn  K.  Buckley,  Lincoln 
Lei  and  F.  Lamberty,  North  Platte 
Pradip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Pradip  Mistry,  Norfolk 
R H.  Rasmussen,  Chadron 
Paul  R Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Richard  J.  Simmons,  Scottsbluff 
Val  E.  Vahle,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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Who  do  you  talk 
to  when  your 
“ I patients  show 

symptoms  of 

depression? 

Depression 

•Negativism 
•Loss  of  Concentration 
•Hopelessness 
•Isolation 
♦Loss  of  Appetite 
•Suicidal  Thoughts 
•Low  Energy 
•Irritability 
•Sleep  Problems 

A serious  illness,  depression  affects 
not  only  your  patient,  but  his  or  her 
family  as  well.  Untreated,  it  can  have 
devastating  effects. 

If  you  have  a patient  you  think  may  be 
suffering  from  depression,  call  the 
Methodist  Richard  Young  Consultation 
Line.  A free  service  for  professionals,  the 
consultation  line  can  provide  you  with 
information  and  assist  with  assessments 
and  admitting. 

Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 

METHODIST  & 

RICHARD  YOUNG 

Mental  Health  Care 


m 


Imagine  A MedicalCenter 
At  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable 
support  for  your  4-"  Enter 
patient  practice.  J 

Enter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center 


Professional 
Full  Service 

MEDICAL  ACCOUNT 
COLLECTIONS 

by 

Battling  & Hinkle,  P.C., 
Lawyers 

If  you  are  having  difficulties  in  col- 
lecting your  delinquent  accounts, 
Bartling  & Hinkle,  P.C.  is  interested  in 
providing  you  with  professional  assis- 
tance. The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of 
receiving  the  maximum  possible  return 
on  your  delinquent  accounts  in  a pro- 
fessional manner,  with  a minimum  of 
effort  on  your  part.  Our  competitive 
fees  are  based  upon  our  performance 
in  recovering  yourdelinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received 
the  exclusive  endorsement  of  the 
Nebraska  Medical  Association  in  pro- 
viding medical  account  collections. 


For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association 
office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St. 

Lincoln,  NE  68516 

(402)  421-1600 


A medical 
update  for 

pnmajy  care 

physicians. 

You  are  invited  to  attend  a special  medical 
conference  for  primary'  care  physicians  on  Friday', 
March  4,  1994,  at  Bergan  Mercy  Medical  Center, 

7500  Mercy  Road,  in  Omaha. 

You  will  be  updated  on  the  current  concerns 
and  care  of: 

ORTHOPEDICS  and  PULMONARY 

• describing  evaluation  and  diagnosis 

• describing  therapeutic  options 

• discussing  patient  follow-up 

Registration  is  $25  per  physician  and 
includes  course  materials,  lunch  and  break.  This 
conference  is  sure  to  fill  up  quickly,  so  we  are 
taking  registrations  on  a first-come  basis.  For  a 

brochure,  more  information,  or  to 
register,  call  (402)  398-6192. 

Bergan  Mercy  Medical  Center  is  accredited  by  the  Nebraska 
Medical  Association  Commission  on  Medical  Education  to  sponsor  con- 
tinuing medical  education  for  physicians,  Bergan  Merer-  Medical  Center 
certifies  that  this  continuing  medical  education  offering  meets  the  crite- 
ria for  4.5  hours  of  credit  in  Category  1 of  the  Physicians  Recognition 
Award  of  the  .American  Medical  Association,  or  any  other  organization 
that  recognizes  Category  1 credit,  provided  the  program  is  used  and 
completed  as  designed. 

Sponsored/hosted  by: 

R 

Bergan  Mercy 

MEDICAL  CENTER 

Continuing  Medical  Education 
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7500  Mercy  Road 
Omaha,  NF.'  68124 
(402)  398-6192 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave  , Omaha,  NE  68 144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen,  Executive  Director 
3624  Famam  St,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave  , #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  PacificSt., #104 
Omaha,  NE  68106- 1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P 0 Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr.,  #204,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 
6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S,  Nyman,  Ph  D.,  Director 
4600  Valley  Road,  Lincoln,  NE  685 10 
Easter  Seal  Society  of  Nebraska 

3015  N.  90  th  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
16 18  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave. , #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D  , President 
2808 S 80th Ave., #230,  Omaha, NE 68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7 101  Newport  Ave  , #301,  Omaha,  NE  68152-2116 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave. , #308,  Omaha,  NE  68 152 
Nebraska  Academy  of  Ophthalmology 
Peter  E.  Diedrichsen,  M D,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha, NE  68198 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S.  14th  St.,  #200,  Lincoln,  NE  68508 
Nebraska  Association  of  Pathologists 
Samuel  E Boon,  M.D,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph  D.  Lynch,  M.D,  President 
UNMC  - 600  S 42nd  St.,  Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7 101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C Likes,  Administrator 
3001  Douglas,  7th  Floor  N,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D,  Governor 
UNMC  - 600  S 42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D,  President 
233S  13th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  0 St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 

Mark  B.  Horton,  M.D,  M.S.P.H.,  Director 
P-O.  Box  95007, 301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P O.  Box  5232,  Grand  Island,  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box 24253,  Omaha, NE 68124-0253 
Nebraska  Medical  Association 

William  L Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St., Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Donna  R Baker,  Executive  Director 
941 0 Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D,  Secretary 
230  E 22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

222 1 S.  17th  St. , #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Mark  Diercks,  M.D.,  President 
2206  S.  10th  St.,  Omaha,  NE  68108 
Nebraska  Radiological  Society 
Joseph  M.  Stavas,  M.D,  President 
233  S.  13th  St.,  # 15 12,  Lincoln,  NE  68508-209 1 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D,  President 
2205 S.  lOthSt., Omaha, NE 68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121 S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecolo- 
gists 

Raymond  Schulte,  M D,  Chairman 
4239  Farnam  St.,  #734,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D,  President 
233  So.  13th  St, Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D,  President 
233  So.  13th  St.,  Suite  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 
Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  68516 
Nebraska  Society  of  Respiratory  Care 

R Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box 67004,  Lincoln, NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
11  IS.  90th  St.,  Omaha,  NE  681 14 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  21 18,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68 1 14 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 

830 1 Dodge  St.,  Omaha,  NE  68114,  (402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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PRESIDENT'S  PAGE 


Compensating  Physicians  - A Business  or  Moral  Choice? 


ROBERT  F.  SHAPIRO,  M.D. 


Our  beliefs  are  important;  they  govern  our 
choices.  They  define  our  boundaries  for  what  is 
acceptable  and  unacceptable.  For  many  physi- 
cians, the  way  they  are  compensated:  salary, 
capitation,  or  fee-for-service,  taps  into  their 
beliefs.  This  President's  Page  discusses  several 
methods  to  pay  physicians  and  why  and  who 
might  favor  each. 

Why  is  the  method  of  compensating  physi- 
cians receiving  more  attention?  As  we  are  acutely 
aware,  our  world  of  medical  practice  is  chang- 
ing rapidly.  One  emerging  trend  is  physicians 
joining  together  into  larger  groups  to  achieve 
economies  of  scale  which  will  allow  them  to 
compete  more  effectively.  As  we  view  our 
futures,  we  know  there  is  a strong  possibility 
that,  if  we  aren't  in  one  already,  we  could  find 
ourselves  practicing  in  organizations  controlled 
by  physicians,  by  hospitals,  by  insurance  com- 
panies, or  by  combinations  of  the  above;  all  of 
which  will  be  in  competition,  bidding  and  nego- 
tiating the  terms  upon  which  we  will  provide 
services  to  patients.  Appropriately  compensat- 
ing physicians  in  these  groups  is  integral  to 
survival  and  prosperity  for  both  physicians  and 
plans. 

To  participate  in  this  process,  physicians 
have  acquired,  will  acquire,  or  will  employ 
trained  business  people  with  the  skills  to  help 
them  adapt  and  cope  with  this  new  environ- 
ment. It  is  unlikely  we  will  independently  set 
fees  for  our  services  and  expect  patients  to  pay 
in  full,  when  payments  from  their  "insurers"  or 
"plans"  cover  less  than  the  full  amount,  after 
deductibles  and  co-insurance  are  considered. 
It  doesn't  appear  the  indemnity  concept,  com- 
mon to  automobile  insurance,  will  prevail  in 
health  care  even  though  some  feel  that  it  should. 

Paying  physicians  in  this  more  competitive 
and  structured  environment  presents  problems 
and  opportunities.  For  plans  and  participating 
groups  to  be  competitive,  costs  need  to  be 
predictable,  physicians  need  motivation  to  be 
productive,  and  quality  must  be  maintained 
and  even  enhanced. 


Robert  F.  Shapiro,  M.D. 

With  this  framework,  is  compensating  physi- 
cians strictly  a business  decision?  Does  it  in- 
clude a moral  and  ethical  dimension?  Where 
does  it  fit?  How  do  the  methods  measure  up 
from  these  perspectives? 

Salary  begins  the  discussion.  From  a business 
standpoint,  salary,  benefits,  and  possibly  an 
incentive  bonus  is  easy  to  use.  The  AMA  and 
organizations  such  as  the  Medical  Group  Man- 
agement Association  make  available  a wealth 
of  data  on  earnings  for  different  physician  spe- 
cialties, payment  methodologies,  and  geo- 
graphic locations.  Even  though  the  data  is  a 
composite  of  all  methods,  it  is  still  useful  in 
determining  what  salary  levels  must  be  paid. 

Using  salary,  physician  costs  are  fixed  costs. 
Although  fixed  costs  are  paid  even  when  doc- 
tors are  not  busy,  they  are  predictable  when 
determining  costs  of  physician  services  for  a 
defined  patient  population.  By  analyzing  de- 
mographic data  to  ensure  that  a plan  has  an 
adequate  number  and  mix  of  physicians,  the 
physicians  costs  for  the  year  are  known.  This 
knowledge  helps  plan  administrators  bid  more 
competitively  on  contracts.  If  the  plan  does 
well,  whatever  bonus  incentive  has  been  incor- 
porated can  be  implemented;  plan  administra- 
tors would  be  happy  to  be  in  that  position. 

Why  would  physicians  prefer  salary?  Many 
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physicians  under  the  age  of  40  are  electing 
salaries  and  a significant  number  of  physicians 
over  age  55  are  doing  so  also.  Many  physicians 
are  not  interested  in  practice  business  and  do 
not  want  those  concerns,  but  may  not  be 
interested  in  the  military  or  Veterans  Adminis- 
tration. 

Other  physicians  do  not  want  the  expense  of 
a capital  investment  in  their  own  practice  nor  to 
incur  the  expense  of  buying  into  an  existing 
practice.  For  younger  physicians  with  signifi- 
cant educational  debt,  the  wish  to  purchase  a 
home,  and  a high  titer  of  anxiety  about  their 
ability  to  repay  debt,  the  security  of  a salary,  a 
significant  package  of  benefits,  regular  hours 
and  guaranteed  timeoff  become  attractive  fea- 
tures. That  the  patients  may  not  really  be  their 
patients  and  therefore  job  loss  also  means  loss 
of  practice  doesn't  seem  to  be  a constraint.  We 
are  living  in  a mobile  society  and  the  able 
physician  finds  another  job  quickly  and  easily. 

In  terms  of  medical  practice,  some  believe 
salary  plus  incentive  bonus  has  the  right  mix  of 
incentives  and  fewer  perverse  incentives.  There 
is  little  need  to  order  too  many  tests  or  do  extra 
procedures  because  no  extra  income  is  re- 
ceived for  doing  them. 

On  the  other  hand,  one  might  perceive 
perverse  incentives  not  to  work  hard.  Seeing  as 
few  patients  as  possible  and  making  sure  that 
one  is  "out  the  door"  at  the  appointed  time  are 
examples.  This  explains  the  value  of  an  incen- 
tive bonus  to  reward  physicians  for  high  pro- 
ductivity. Financial  risk  for  the  physician  is  also 
not  significant. 

Capitation  reimbursement  for  physicians  can 
take  many  forms.  Capitation  has  more  variabil- 
ity than  salary  for  both  payer  and  physician,  but 
capitation  "fixes  the  cost"  per  patient  and  has 
advantages  similar  to  salary  for  budgeting.  Since 
capitation  puts  the  physician  at  risk  for  agreed 
upon  services  and  is  only  paid  for  the  number 
of  patients  specified,  it  transfers  risk  to  the 
physician  for  both  services  rendered  and  vol- 
ume of  patients  seen.  Key  to  your  participation 
in  capitation  is  control  over  your  costs  to  pro- 
vide service  and  it  helps  to  track  the  value  of 
these  services  compared  to  your  fees  to  moni- 
tor how  you  are  doing. 

In  one  variation,  one  might  be  partially 
capitated  for  a specified  spectrum  of  services 
and  reimbursed  fee-for-service  for  other  ser- 
vices. In  another,  one  might  be  expected  to  pay 
for  specialist  services  and  in  some  cases  even 


hospital  services  are  paid  from  the  capitated 
amount. 

Capitating  service  creates  an  incentive  to 
maximize  the  number  of  patients  covered  be- 
cause revenues  are  a function  of  the  patient 
numbers.  A major  concern  with  this  payment 
method  is  that  dependent  on  which  additional 
costs  must  be  paid  from  the  capitation  amount, 
there  could  be  strong  incentives  not  to  obtain 
consultation  when  needed,  or  to  decide  that  a 
lab  test  or  x-ray  is  not  needed.  Review  is  ex- 
pected to  monitor  under  utilization. 

Although  initially  perceived  as  a method  to 
reimburse  primary  care  physicians,  capitation  is 
now  being  extended  to  specialists.  The  Cedars 
Sinai  Physicians  Association  in  Los  Angeles  is 
one  example.  In  this  model,  the  approach  is 
called  subcapitation,  and  is  handled  like  capita- 
tion. Specialists  must  take  the  same  measures 
as  primary  care  doctors  to  determine  whether 
the  system  works  for  them. 

For  many  years  and  many  of  us,  fee-for- 
service  has  been  the  payment  method  of  choice. 
The  fee-for-service  model  has  vocal  supporters 
and  detractors.  When  fees  are  set  rationally, 
(Development  of  the  RBRVS  system,  with  all  its 
imperfections,  has  introduced  a level  of  service 
comparability  into  the  system  and  makes  set- 
ting fees  less  arbitrary  but  less  like  a free  mar- 
ket), the  system  provides  fair  compensation,  is 
related  to  services  performed,  and  allows  phy- 
sicians more  control  over  their  own  destiny, 
because  it  directly  correlates  work  with  reward. 

There  are  physicians  who  feel  that  fee-for- 
service  is  the  only  moral  way  to  be  compen- 
sated. The  basis  for  their  belief  is  that  if  fee-for- 
service  creates  a tendency  to  "do  too  much" 
that  doing  so  is  better  for  the  patient  than  the 
converse,  where  too  little  is  done.  This  belief 
equates  the  extra  expense  with  essential  care, 
which  might  not  have  been  provided. 

It  is  acknowledged  that  medical  liability  con- 
cerns generate  extra  costs  in  a fee-for-service 
system  (but  do  in  other  systems  as  well),  and  is 
responsible  for  some  "doing  too  much".  It  is 
difficult  to  explain  why  one  didn't  get  that  one 
test  or  study  which  would  have  revealed  the 
unusual  diagnosis  and  the  incentive  is  there  to 
do  it. 

Unfortunately,  there  are  studies  which  show 
fee-for-service  also  has  perverse  incentives.  The 
"Hanlester"  case  in  California  involved  doctors 
who  made  small  interests  in  "sham"  clinical 
laboratories  which  then  paid  them  big  returns 
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on  these  investments.  Florida  cost  commission 
studies  showed  higher  charges  and  larger  vol- 
umes where  physicians  owned  interests  in  labo- 
ratories, CAT  scanners,  MRIs,  ultrasound  ma- 
chines, and  pharmacies.  Medicaid  mills  in  large 
inner  cities  billed  for  services  not  provided  and 
embarrassed  our  profession. 

Last  to  be  discussed  is  discounting  fee  for 
service  for  a plan  like  a PPO.  The  intent  of  plan 
contractors  is  to  provide  the  physician  with  an 
increased  number  of  patients  in  return  for  the 
discount  from  his/her  normal  fee.  If  the  physi- 
cian can  control  practice  costs,  increased  cash 
flow  from  additional  patients  will  offset  dis- 
counts and  even  generate  additional  earnings. 
When  this  approach  works,  a physician  would 
likely  oppose  "willing  provider"  legislation  fa- 
vored by  other  physicians  fearing  loss  of  these 
patients  and  who  would,  therefore,  have  been 
willing  to  provide  the  contractor  with  the  ser- 
vices for  the  same  fees. 

From  a regulator's  standpoint,  a problem 
created  by  discounted  fee-for-service  is  deter- 
mining whether  more  competition  is  promoted 
by  letting  all  willing  physicians  participate  or 
whether  doing  so  increases  costs,  since  allow- 
ing all  physicians  to  participate  reduces  the 
value  of  discounting  because  fewer  new  pa- 
tients are  likely  to  be  generated.  Which  pre- 
vails; choice  of  physician  or  cost  containment? 

Is  there  an  answer?  Unfortunately,  there  are 


no  easy  answers.  As  we  review  each  method,  I 
think  we  would  conclude  no  one  approach 
holds  a claim  to  paramount  virtue.  No  method 
satisfies  all  preferences.  Proponents  and  oppo- 
nents of  each  method  recount  anecdotal  horror 
stories  of  excesses  no  matter  how  reimburse- 
ment is  structured. 

Your  choice  and  level  of  comfort  with  any 
method  of  reimbursement  will  need  to  reflect 
your  values  and  is  a business  decision.  The 
medical  association  represents  physicians  paid 
for  their  services  in  many  ways. 

Your  moral  or  ethical  consideration  relates  to 
we  physicians  as  professionals.  Although  there 
are  several  definitions  of  a professional,  one 
which  I find  conceptually  useful  is  a profes- 
sional is  an  individual  who,  when  providing 
services  he/she  is  trained  to  provide,  puts  the 
interest  of  the  client  or  patient  ahead  of  his/her 
self  interest.  (Although  there  are  honest,  ethical 
business  people  who  follow  moral  and  ethical 
rules;  they  are  not  bound  to  this  rule.) 

What  this  means,  operationally,  is  that  in 
whatever  situation  the  physician  finds  him/ 
herself,  the  expectation  is  that  whatever  is  done 
is  that  which  is  most  appropriate  for  the  patient 
under  the  circumstances.  If  we  keep  that  in 
mind,  then  we  will  be  able  to  practice  medicine, 
serve  as  advocates  for  our  patients  regardless  of 
the  method  of  payment,  and  be  able  to  look 
anyone  in  the  eye  and  say  that  the  payment 
method  "macht  nichts"  (doesn't  matter). 
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ABSTRACT: 

The  inability  to  perform  essential  activities  of  daily  living  such  as  cooking,  shopping,  dressing  and  bathing  is  termed 
functional  disability.  These  deficits  can  prevent  elders  from  enjoying  independent,  active  lifestyles.  The  development 
of  functional  disability  is  a gradual  process.  Early  identification  and  intervention  by  the  primary  care  physician  can  often 
reduce  functional  decline.  Screening  for  functional  decline  has  traditionally  been  performed  by  either  questionnaire  or 
direct  observation  of  tasks.  This  paper  reviews  methods  which  have  been  proposed  to  integrate  functional  disability 
screening  into  office  practice.  A method  which  incorporates  both  questionnaire  and  direct  observation  is  recom- 
mended by  the  authors.  The  method  of  screening  proposed  targets  specific  areas  prone  to  dysfunction.  It  focuses  on 
simple  screens  of  vision,  hearing,  arm  and  leg  function,  urinary  incontinence,  mental  status,  depression,  nutrition, 
activities  of  daily  living,  environmental  hazards,  and  social  support  systems.  Appropriate  methods  of  follow  up  evaluation 
and  treatment  are  provided.  This  fifteen  minute  technique  is  a practical  and  applicable  means  of  screening  elderly 
patients  for  functional  deficits  in  the  primary  care  office. 


INTRODUCTION 

THE  ability  to  perform  the  essen- 
tial activities  of  everyday  life, 
such  as  cooking,  shopping, 
dressing  and  bathing  is  taken  for  granted  by 
healthy  adults.  These  basic  functions,  however, 
are  major  obstacles  for  many  older  people.  The 
inability  to  accomplish  these  activities  is  termed 
functional  disability. 

Functional  disabilities  are  more  important  in 
the  everyday  lives  of  older  persons  than  their 
underlying  diseases.  Medical  practice  and  train- 
ing has  been  slow  to  appreciate  this  situation. 
Modern  medicine  developed  in  an  era  when 
acute  illness  was  the  leading  cause  of  death. 
During  the  last  half  of  this  century,  chronic 
illness  has  become  the  leading  cause  of  both 
death  and  disability.  People  are  living  longer 
and  more  of  the  later  years  are  being  lived  with 
disabling  conditions.  Clearly  the  challenge  to 
medicine  now  and  in  the  future  will  be  to 
identify,  prevent  and  treat  disability. 

Disabilities  develop  gradually  and  a window 
of  opportunity  exists  for  detecting  problems 
and  intervening  to  prevent  or  reduce  functional 
decline.  How  and  what  one  should  detect  has 
been  a subject  of  debate  and  study.  Increas- 
ingly, it  is  clear  that  detection  will  need  to  be 
provided  in  the  primary  care  physician's  office 
where  most  older  persons  receive  health  care. 

This  paper  reviews  methods  which  have 
been  proposed  for  integrating  functional  dis- 


ability screening  into  office  practice.  One  of 
these  methods  is  recommended  by  the  authors 
and  discussed  in  detail.  The  basic  assumptions 
underlying  this  recommendation  are  that  the 
method  should  not  greatly  lengthen  the  office 
visit  and  that  when  problems  are  detected 
there  are  actions  that  can  be  taken  to  help  the 
patient. 

WHY  AND  HOW  TO  SCREEN 

Routine  screening  uncovers  mild  problems 
that  would  otherwise  be  overlooked.  Studies 
show  that  while  physicians  are  good  at  detect- 
ing severe  deficits,  mild  or  moderate  difficulties 
are  often  missed.1 

Several  methods  of  functional  assessment 
have  been  proposed  for  use  by  the  primary  care 
physician.  For  the  most  part,  these  are  based  on 
expert  opinion  and  none  have  been  rigorously 
tested.  None-the-less  the  problems  of  func- 
tional disability  are  so  pressing  that  it  is  gener- 
ally felt  that  applying  current  state  of  the  art 
measures  is  justified.  The  methods  that  have 
been  proposed  for  use  employ  two  main  modes 
of  information  gathering:  the  questionnaire  and 
direct  observation.  Questionnaires  are  relatively 
rapid  to  use  and  many  can  be  self-administered 
prior  to  the 
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physician  visit.  The  disadvantage  to  question- 
naires is  that  elderly  patients  often  under-report 
their  functional  disabilities,  while  family  mem- 
bers tend  to  over-report  the  elder's  disabilities.2 
Direct  observation  of  a task,  as  used  in  a 
performance  based  evaluation,  provides  a more 
objective  measure  of  a patient's  abilities.  This 
method  is  not  without  its  disadvantages.  Perfor- 
mance based  assessment  has  traditionally  been 
more  time  consuming,  often  requires  special- 
ized props  and  specific  training  may  be  needed 
for  proper  administration.  A screening  tool 
which  incorporates  both  methods  would  theo- 
retically have  the  advantages  of  rapid  adminis- 
tration and  verification  of  abilities  and  disabili- 
ties by  direct  observation. 

The  Society  of  General  Internal  Medicine's 
(SGIM)  Task  Force  on  Health  Assessment3  sug- 
gests that  specific  indicators  of  functional  status 
such  as  general  appearance,  speech  pattern, 
mood,  handgrip,  use  of  assistive  devices,  and 
gait  should  be  emphasized  in  the  history  and 
physical  exam.  This  directed  history  and  physi- 
cal can  be  combined  with  functional  status 
questionnaires  to  improve  identification  of  func- 
tional disabilities.  The  task  force  suggests  ad- 
ministration of  Instrumental  Activities  of  Daily 
Living  (IADL)  and  Geriatric  Depression  Scale 
(GDS)  in  all  home-dwelling  individuals  over  the 
age  of  65  at  least  once  very  three  years.  In  these 
questionnaires  the  IADL  measures  limitation  in 
the  ability  to  shop,  cook  and  care  for  finances, 
while  the  GDS  is  a screening  tool  for  depression 
in  the  elderly.  For  those  individuals  considered 
more  frail,  (aged  75  and  older  and  those  older 
than  65  living  in  a nursing  home)  an  evaluation 
with  Katz  Activities  of  Daily  Living  (ADL)  and 
the  Folstein  mini-mental  state  exam3  is  also 
recommended.  The  ADL  questionnaire  assesses 
the  basic  functional  abilities  of  bathing,  eating, 
and  dressing.  The  Folstein  mental  state  exam 
screens  for  deficits  in  orientation,  registration, 
attention,  calculation,  and  language.  In  appre- 
ciation of  practitioner's  time  constraints,  perfor- 
mance based  assessments  were  not  recom- 
mended. A major  drawback  to  the  SGIM  rec- 
ommendations is  the  fact  that  there  is  no  discus- 
sion of  how  one  is  to  interpret  the  results  of 
these  screens.  Likewise,  specific  follow-up  inter- 
ventions for  problems  that  are  detected  are  not 
discussed. 

Miller  et  al.  tested  the  usefulness  of  func- 
tional screening  instruments  in  an  outpatient 
general  medicine  clinic  of  a Californian  Veter- 
ans Administration  Hospital.  Trained  geriatric 
nurses  and  physician's  assistants  administered 


mental  state  exams,  geriatric  depression  scales, 
and  observed  patients  perform  the  Tinetti  gait 
and  balance  evaluation.  The  patients  were 
weighed  and  had  midarm  circumference  mea- 
sured. A chart  review  provided  the  most  recent 
results  of  albumin,  creatinine,  blood  urea  nitro- 
gen and  hematocrit  tests.  The  estimated  time 
for  this  process  was  20-30  minutes.  He  found 
that  although  this  method  was  very  effective  at 
identifying  functional  deficits,  many  physicians 
did  not  have  an  effective  means  for  follow-up 
evaluation  and  treatment  of  these  problems.4 

Unless  there  is  appropriate  follow-up  evalua- 
tion and  treatment  after  functional  screening 
one  cannot  expect  to  improve  outcome.  Ac- 
knowledging this  point,  a task  force  for  the 
American  College  of  Physicians  Subcommittee 
on  Aging  developed  a series  of  recommenda- 
tions to  identify  functional  disability  in  elderly 
patients  and  provided  steps  to  follow  up  abnor- 
mal results.  These  recommendations  are  to  be 
incorporated  into  the  patient's  general  exami- 
nation and  in  some  cases  can  be  substituted  for 
other  commonly  done  parts  of  the  examina- 
tion. Little,  if  any,  time  is  added  to  the  history 
and  physical.  Much  of  the  evaluation  relies  on 
performance,  rather  than  self  report.  This  screen 
focuses  on  target  areas  which  define  frequently 
encountered  problems  that,  when  identified, 
have  well  defined  evaluation  and  treatment 
interventions.  Target  areas  of  assessment  dis- 
cussed here  are  also  mentioned  by  Pannill5, 
Rubenstein3,  Miller4  and  Morris6  in  their  office 
based  functional  assessment  screens.  These 
areas  include:  vision,  hearing,  arm  function,  leg 
function,  urinary  incontinence,  nutrition,  men- 
tal status,  depression,  activities  of  daily  living/ 
instrumental  activities  of  daily  living,  environ- 
mental safety  and  social  support.7 

TARGET  AREAS  FOR  FUNCTIONAL  SCREENING 

The  rationale  behind  testing  each  target  area, 
a description  of  the  testing  procedure  and 
appropriate  follow-up  of  positive  results  are 
discussed  below  and  summarized  in  table  1. 
That  table  is  designed  so  that  it  can  be  clipped 
and  replicated  for  use  by  the  physician. 

VISION 

Up  to  44%  of  elderly  persons  have  a func- 
tionally significant  decrease  in  visual  acuity.8 
These  individuals  are  at  increased  risk  for  falls 
and  injuries.9  Once  identified,  however,  many 
individuals  may  be  helped  with  corrective  lenses 
or  surgery.  Visual  acuity  can  be  reliably  screened 
with  the  use  of  a Jaeger  card.  This  card  is  held 
1 4"  from  the  patient.  If  the  patient  uses  correc- 
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tive  lenses  these  should  be  worn  during  the 
exam.  If  the  patient  is  unable  to  read  better  than 
20/40  a referral  should  be  made  to  an  ophthal- 
mologist/ For  most  older  patients  this  screen  is 
a better  use  of  the  practitioner's  time  than  is  the 
fundoscopic  exam. 

HEARING 

The  prevalence  of  hearing  impairment  for 
people  aged  65-74  is  24%  and  is  39%  for  those 
over  75  years  of  age.  The  most  common  type  of 
hearing  loss  in  the  elderly  is  bilateral  high  fre- 
quency hearing  loss.  Affected  individuals  often 
have  difficulty  distinguishing  many  of  the  con- 
sonants used  in  daily  conversations.  The  diffi- 
culty in  communication  caused  by  hearing  im- 
pairment can  lead  to  social  isolation,  suspi- 
ciousness and  depression.10  Hearing  impair- 
ment is  also  linked  to  memory  disorders.  Screen- 
ing for  hearing  loss  can  be  performed  at  the 
bedside  by  means  of  the  whisper  test.11  In  this 
test  the  examiner  stands  out  of  sight  of  the 
patient,  two  feet  from  the  tested  ear,  exhales 
fully  and  whispers  an  easily  answered  question. 
The  examiner  masks  the  hearing  in  the  non- 
tested  ear  by  gently  occluding  and  rubbing  the 
external  auditory  canal.  If  the  patient  is  unable 
to  answer  the  question  the  auditory  canals  are 
examined  for  cerumen.  If  no  cerumen  is  present 
the  patient  should  have  audiometric  testing  to 
determine  if  amplification  would  be  beneficial.7 
If  the  patient  is  unable  or  unwilling  to  purchase 
hearing  aides,  assistive  listening  devices  are  an 
effective  but  less  expensive  option  for  amplifi- 
cation. These  devices  are  composed  of  a micro- 
phone and  amplifying  headset  and  can  be 
purchased  at  radio  supply  stores. 

ARM  FUNCTION 

A British  study  of  home  dwelling  Londoners 
greater  than  85  years  of  age  found  that  be- 
tween 1 3-25%  of  these  individuals  were  unable 
to  open  jars,  carry  sauce  pans  or  make  a cup  of 
tea.12  Problems  with  arm  function  can  be  di- 
vided into  proximal  and  distal  deficits.  Proximal 
arm  function  testing  evaluates  shoulder  and 
elbow  range  of  motion,  shoulder  muscle  strength 
and  to  some  degree  biceps  strength.  Proximal 
arm  function  testing  is  designed  to  identify 
those  individuals  with  difficulty  carrying  ob- 
jects, styling  their  hair  and  performing  upper 
body  dressing.  Screening  for  proximal  arm  func- 
tion is  done  by  asking  the  patient  to  touch  the 
back  of  his/her  head  with  both  hands.  Distal 
arm  function  assesses  for  disabilities  in  fine 
motor  coordination  and  finger  strength.  Distal 
function  relates  to  the  ability  to  write  and  to 


utilize  eating  utensils.  This  function  can  be 
tested  by  observing  the  patient  pick  up  a pencil. 
If  the  patient  is  unable  to  perform  the  arm 
function  screening  exams,  then  full  evaluation 
of  the  joints,  muscles  and  sensation  of  the  limb 
should  be  done  in  search  of  treatable  disor- 
ders.7 If  permanent  muscle  weakness  or  defor- 
mity contribute  to  the  patient's  arm  dysfunction 
the  patient  may  benefit  from  an  evaluation  by 
an  occupational  therapist.  The  occupational 
therapist  can  choose  appropriate  assistive  de- 
vices and  instruct  the  person  in  their  use.  Use  of 
assistive  devices  such  as  double  handled  pots, 
sock  donners,  and  enlarged  water  tap  handles 
can  greatly  improve  functional  independence.12 

LEG  FUNCTION 

Gait  instability  and  falls  in  the  elderly  are 
associated  with  significant  morbidity,  mortality 
and  can  lead  to  premature  nursing  home  place- 
ment.6 Walking  is  a highly  integrated  process 
requiring  complementary  function  of  cognitive, 
neural,  muscular  and  skeletal  components.  Dis- 
ruption in  any  of  these  areas  can  result  in 
instability  and  falls.  Up  to  30%  of  community 
dwelling  elderly  fall  each  year.13  One  half  of  all 
elderly  fallers  admit  to  being  afraid  of  falling  and 
25%  restrict  basic  activities  because  of  this 
fear.14  Assessment  of  leg  function  can  be  made 
by  performing  the  "Get  up  and  Go"  test.715  The 
patient  is  asked  to  rise  from  a chair,  walk  1 0 feet, 
turn  around,  return  to  his  seat  and  sit  down.  This 
process  assesses  proximal  muscle  strength,  knee 
and  hip  function,  postural  stability,  stability  on 
turning  and  safety  with  sitting.  If  the  patient  is 
unable  to  perform  this  screen  a full  evaluation  of 
neuromuscular  function  of  the  legs  should  be 
performed.  A physical  therapist  can  be  helpful 
in  choosing  appropriate  assistive  devices  such 
as  canes,  walkers,  raised  toilet  seats  or  riser 
chairs.  Many  patients  will  also  benefit  from  gait 
and  balance  training  programs. 

INCONTINENCE 

Urinary  incontinence  is  a problem  for  at  least 
20%  of  community  dwelling  elderly  and  50%  of 
nursing  home  residents.1617  It  is  associated  with 
both  financial  and  psychological  expenses.  Many 
elderly  feel  that  incontinence  is  a normal  part  of 
aging  and  are  reluctant  to  bring  up  the  issue 
during  routine  visits  with  their  physicians.  A 
study  of  a screening  program  for  the  elderly  by 
New  Zealander  general  practitioners  revealed 
that  although  7.4%  of  the  subjects  reported 
incontinence,  only  3.9%  of  these  individuals 
were  known  by  their  physicians  to  have  this 
problem.8  The  simple  question  "Do  you  ever 
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lose  urine  and  get  wet"  is  a nonjudgmental 
means  of  addressing  this  sensitive  problem.7  If 
the  patient  indicates  they  have  been  inconti- 
nent, further  questioning  should  determine  the 
duration  and  frequency  of  incontinence  as  well 
as  the  amount  of  urine  lost  with  each  accident. 
Kane  et  al.  developed  the  mnemonic  DRIP  to 
help  physicians  remember  the  reversible  causes 
for  incontinence.  These  are:  D-delirium;  Re- 
stricted mobility,  urinary  retention;  l-infection, 
inflammation  (i.e.  atrophic  vaginitis),  impaction 
(fecal);  P-polyuria  (hyperglycemia,  CHF),  phar- 
maceutical (diuretics,  anticholinergics, 
psychoactive  agents.)17  Approximately  80%  of 
individuals  with  urinary  incontinence  can  be 
improved  with  intervention.  If  initial  interven- 
tions are  unsuccessful  in  treating  incontinence, 
referral  to  a urologist  or  incontinence  clinic  may 
be  indicated. 

NUTRITION 

Poor  nutritional  status  often  accompanies 
chronic  illness  and  disability.  It  is  often  insidious 
in  onset.  Malnutrition  is  associated  with  in- 
creased morbidity  and  mortality.  In  screening 
for  nutritional  risk  the  patient's  height  and  weight 
should  be  obtained.  If  the  patient  responds 
"yes"  to  the  question  "Have  you  lost  more  than 
10  lbs.  in  the  past  year?"7,  then  an  in-depth 
nutritional  history  should  be  taken.  If  the  cause 
of  weight  loss  appears  to  be  inadequate  intake, 
evaluation  for  ill  fitting  dentures,  dysphagia,  or 
depression  should  be  considered.  High  protein 
supplements  can  be  helpful  interventions  to 
deliver  proper  nutrition  support  in  some  indi- 
viduals. Occasionally,  relatives  must  be  con- 
tacted for  their  assistance  in  providing  meals.  In 
the  absence  of  friends  or  relatives,  a referral  to 
the  local  Area  Agency  on  Aging  will  result  in 
interventions  to  deliver  proper  nutritional  sup- 
port. If  the  nutritional  history  does  not  reveal  an 
obvious  cause  of  weight  loss  the  patient  should 
be  screened  for  occult  malignancy  or  metabolic 
derangements  such  as  diabetes  and  thyroid 
disease. 

MENTAL  STATUS 

While  the  prevalence  of  dementia  is  only  3- 
5%  at  age  65,  it  may  be  as  high  as  47%  by  age 
85. 18  Many  mildly  cognitively  impaired  indi- 
viduals retain  their  social  skills  thus  allowing 
them  to  hide  their  deficits  quite  effectively.19  In 
fact  physicians  miss  this  condition  in  40%  to 
80%  of  cases.1,19  Many  physicians  rely  on  orien- 
tation as  a screen  for  cognitive  deficits.  Al- 
though orientation  is  a specific  means  for  de- 
tecting cognitive  deficits  it  is  fair  from  sensitive. 


Short  term  memory  and  ability  to  perform  cal- 
culations are  more  sensitive  indicators  of  im- 
paired cognition.20  The  ability  to  perform  calcu- 
lations, however,  is  affected  by  educational 
background.  Thus,  short  term  memory  is  rec- 
ommended as  a reliable  and  specific  simple 
screen  for  cognitive  deficits.  The  patient  is 
asked  to  recall  a list  of  three  objects  immedi- 
ately after  presentation  and  again  at  three 
minutes.7  We  use  Apple,  Table,  and  Penny  but 
any  simple  words  could  be  used.  If  the  patient 
is  unable  to  recall  all  three  items,  then  the 
Folstein  Mini-Mental  State  Exam21  should  be 
administered.  The  Mini-Mental  exam  should 
also  be  administered  to  any  individual  who 
complains  of  memory  problems,  as  well  as  to 
individuals  whose  families  have  noted  cogni- 
tive decline.  A score  of  less  than  24  suggests  the 
presence  of  a problem  with  cognition.  In  this 
situation,  further  history  as  to  the  onset,  dura- 
tion and  fluctuation  of  symptoms  should  be 
obtained.  History  and  physical  exam  should 
emphasize  review  of  current  medications,  com- 
plete neurological  evaluation,  and  laboratory 
testing  to  look  for  reversible  causes  of  dementia. 

ACTIVITIES  OF  DAILY  LIVING 

Activities  of  Daily  Living  (ADL)  reflect  an 
individual's  ability  to  perform  basic  functions 
independently.  The  Katz  index  of  ADL22  in- 
cludes bathing,  dressing,  toileting  and  transfer- 
ring from  bed  to  chair,  in  addition  to  continence 
and  feeding.  Instrumental  Activities  of  Daily 
Living  (IADL)23  include  telephone  use,  meal 
preparation,  shopping,  and  money  manage- 
ment. Ability  to  function  for  self-maintenance  is 
not  specifically  related  to  the  number  or  type  of 
physical  illnesses.  Many  individuals  with  signifi- 
cant health  problems  are  not  disabled.  Even 
patients  with  mild  to  moderate  cognitive  defi- 
cits may  be  able  to  function  well  in  familiar 
surroundings  of  their  own  homes.  Measure- 
ment of  ADLs  and  lADLs  can  provide  a more 
clear  understanding  of  a patient's  functioning  in 
his/her  current  environment.  Persons  able  to 
do  all  of  their  lADLs  have  less  than  half  the 
death  rate  of  all  persons  their  age  while  persons 
unable  to  do  any  lADLs  are  five  times  more 
likely  to  die.24  Screening  for  problems  with 
ADLs  and  lADLs  is  done  by  asking  the  patient 
"Can  you  get  out  of  bed  by  yourself?",  "Can  you 
dress  yourself?"  "Can  you  make  your  own  meals?" 
and  "Can  you  do  your  own  shopping?".  Identi- 
fication of  individuals  with  problems  with  self- 
cares can  lead  to  appropriate  referral  to  home 
nursing  agencies,  or  programs  such  as  senior 
meal  sites  or  meals  on  wheels.  Neighbors, 
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church  groups,  and  extended  family  networks 
are  often  willing  to  provide  assistance  with 
these  activities  in  communities  where  formal 
services  are  unavailable.  Occupational  thera- 
pists are  skillful  at  determining  which  assistive 
devices  such  as  shower  chairs,  grab  bars,  modi- 
fied eating  utensils,  etc.  could  be  used  to  im- 
prove independence. 

DEPRESSION 

Elderly  individuals  often  develop  dysphoria 
when  dealing  with  the  everyday  realities  of 
chronic  illness.  This  dysphoria  can  interfere 
with  social  functioning  and  ability  to  perform 
basic  self  cares.  At  worst  the  depressed  elder 
can  be  labeled  as  demented  because  of  pro- 
found apathy.  The  symptoms  of  depression 
often  go  unrecognized  in  the  elderly.  When 
compared  to  younger  people  with  depression, 
elders  describe  more  problems  with  weight  loss 
and  constipation  and  have  fewer  suicidal 
thoughts.25  Many  also  are  overly  focused  on 
bodily  concern  and  make  frequent  visits  to  the 
office  with  multiple  complaints.  Once  recog- 
nized, the  elderly  patient  with  depression  usu- 
ally responds  to  low  doses  of  antidepressant 
medication.  Treatment  of  depression  is  associ- 
ated with  increased  life  expectancy  (especially 
in  men),  improved  social  relationships  and  pre- 
sumably improved  quality  of  life.26  The  question 
"Do  you  often  feel  sad  or  depressed?"  can  help 
identify  patients  at  risk  for  depression.  Empha- 
sizing often  in  the  question  helps  to  exclude 
persons  with  unhappiness  but  not  true  depres- 
sion. Persons  answering  "yes"  should  be  further 
tested  by  having  the  patient  complete  a 30  item 
Geriatric  Depression  Scale.27  A score  of  14  or 
higher  is  good  evidence  for  a clinically  signifi- 
cant depression.  Once  persons  with  depression 
are  identified,  appropriate  treatment  with  low 
dose  of  antidepressant  medications  of  counsel- 
ling should  be  initiated  by  the  primary  care 
physician  or  a consulting  psychiatrist. 

HOME  ENVIRONMENT 

Environmental  hazards  in  the  home  are  asso- 
ciated with  increased  risk  for  falling.  The  likeli- 
hood for  injury  and  death  from  falls  increases 
with  age.  One  percent  of  reported  falls  in  those 
over  age  65  are  associated  with  hip  fractures.14 
Stairs  are  often  cited  as  the  location  of  falls. 
Inadequate  differentiation  of  stair  edges,  poor 
lighting  and  decreased  visual  acuity  all  contrib- 
ute to  difficulty  managing  stairs.  Throw  rugs, 
electrical  cords,  and  peeling  floor  tiles  all  repre- 
sent hazards  which  can  increase  risk  for  falls  in 
elders  with  short  step  height.28  To  identify  po- 


tential hazards  the  patient  should  be  asked 
about  trouble  managing  stairs,  presence  of 
throw  rugs  in  the  home,  adequacy  of  lighting 
inside  and  outside  the  home,  as  well  as  pres- 
ence or  absence  of  safety  equipment  such  as 
grab  bars  in  the  bathroom.  Elderly  are  also  at 
greater  risk  for  suffering  burn  accidents  in  the 
home.  Loose  sleeves  of  gowns  can  easily  ignite 
when  close  to  gas  range  burners.  The  average 
temperature  of  a water  heater  is  140  to  160 
degrees  fahrenheit.  Contact  with  water  at  this 
temperature  can  produce  a full-thickness  burn 
in  10  seconds.29  Delayed  reaction  time  and 
increased  incidence  of  peripheral  neuropathy 
place  elders  at  risk  for  prolonged  exposure  to 
excess  heat,  resulting  in  serious  burns.  If  any  of 
these  areas  are  a problem,  a full  home  safety 
inventory  should  be  completed.  An  occupa- 
tional therapist  can  perform  a home  safety 
evaluation  to  look  for  trouble  spots.  Medicare 
will  usually  pay  for  a physician  authorized  home 
visit  to  evaluate  home  safety. 

SOCIAL  SUPPORT 

The  amount  of  social  support  an  individual 
enjoys  is  difficult  to  measure.  Elders  with  a 
strong  network  of  family  and  friends  who  are 
available  for  caregiving  are  less  reliant  on  more 
formal  support  systems.  Conversely  those  indi- 
viduals with  strained  informal  support  systems 
can  benefit  from  formal  services  such  as  home 
health  aides,  nurses,  and  community  agencies 
for  the  aged.  It  is  important  to  identify  individu- 
als without  informal  support  systems  so  they 
may  be  offered  services  that  can  improve  their 
chances  for  community  living.  These  elders  can 
be  identified  by  asking  "Is  there  someone  who 
would  give  you  help  if  you  were  sick  or  dis- 
abled?" 

When  assessing  social  support  systems,  it  is 
also  important  to  discuss  surrogate  decision 
makers.  Recent  legislation  (The  Federal  Self 
Determination  Act)  mandates  hospitals,  home 
health  agencies,  and  health  maintenance  orga- 
nizations to  address  the  issue  of  advanced 
directives  and  to  provide  information  regarding 
advanced  directives  to  all  individuals  entering 
these  institutions.  The  Self  Determination  Act 
does  not,  however,  require  the  inquiry  of  pa- 
tients' desires  in  non-HMO  outpatient  settings. 
Intuitively  the  non-threatening  office  of  the 
primary  care  physician  provides  the  most  con- 
ducive environment  for  discussion  of  advanced 
directives.  A study  of  patients  attitudes  on 
Advanced  Directives  revealed  that  93  percent 
of  patients  desired  either  a conversation  with 
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their  physician  on  the  subject  of  advanced 
directives,  a living  will,  or  a durable  power  of 
attorney.  Although  57  percent  of  patients 
wanted  to  document  their  desires  for  future 
care,  only  7 percent  had  done  so.  Patients  cited 
lack  of  physician  initiative  in  addressing  the 
subject  as  a major  barrier  in  executing  ad- 
vanced directives.  The  sensitivity  of  the  topic 
was  only  rarely  described  by  patients  as  a 
barrier  to  issuing  an  advanced  directive.30These 
barriers  can  be  overcome  by  addressing  the 
issue  of  advanced  directives  with  the  patient. 
The  question  "Who  would  be  able  to  make 
health  decisions  for  you  if  you  were  unable  to 
make  them  yourself?"  opens  the  door  to  discus- 
sion of  this  sensitive  topic. 

CONCLUSION 

Functional  screening  can  be  incorporated  in 
the  initial  office  visit  and  yearly  physical  exams 


by  using  the  simple  questions  and  performance 
based  exams  discussed.  It  can  be  easily  incorpo- 
rated into  the  general  exam  without  increasing 
the  time  for  the  office  visit.  For  example,  visual 
and  auditory  screening  with  the  methods  de- 
scribed here  can  be  substituted  for  the  ophthal- 
moscopic and  auditory  canal  exams.  In  our 
Well  Elderly  Clinic  the  functional  screen  is  ad- 
ministered by  a nurse  prior  to  the  physician 
evaluation.  Problem  areas  are  noted  and  fur- 
ther follow-up  is  undertaken  during  the  history 
and  physical  exam.  The  functional  screen  re- 
quires approximately  fifteen  minutes  for  comple- 
tion. If  more  than  one  to  two  areas  of  difficulty 
are  discovered,  future  appointments  are  made 
for  further  evaluation.  We  have  found  this 
screen  very  effective  in  detecting  previously 
undiagnosed  functional  disabilities  which  ben- 
efit from  therapeutic  interventions.  The  form 
used  in  the  clinic  is  included  as  Table  1. 


TABLE  1 

Functional  Disability  Screening 


TARGET  AREAS 

FURTHER  EVALUATION 

VISION 

JAEGER  CARD  SCORE  RT . EYE  LT.  EYE 

LESS  THAN  20/40 
OPHTHO.  REFERRAL 

HEARING 

WHISPER  TEST  RT.  EAR  LT . EAR 
CHECK  FOR  WAX  RT.  EAR  LT.  EAR 
USE  OF  AIDE  RT.  EAR  LT . EAR 

If  impaired: 
AUDIOLOGY  REFERRAL 

ARM  FUNCTION 

PROXIMAL-TOUCH  BACK  OF  HEAD  WITH  BOTH  HANDS 
DISTAL-PICK  UP  PENCIL  WITH  EACH  HAND  & PUT  IT  BACK 

If  Unable: 
NEUROMUSCULAR  EXAM 
PAIN/ EDEMA/ WEAKNESS? 
OT  REFERRAL 

LEG  FUNCTION 

RISE  FROM  CHAIR 
WALK  TEN  FEET 
TURN  AND  SIT  DOWN 

If  Unable: 
NEUROMUSCULAR  EXAM 
PAIN/ EDEMA/ WEAKNESS? 
PT  REFERRAL 

MENTAL  STATUS 

I'M  GOING  TO  NAME  THREE  OBJECTS.  I'LL  ASK  YOU  TO 
REPEAT  THEM  NOW  AND  IN  A FEW  MINUTES. 

APPLE  TABLE  PENNY 

IF  UNABLE  TO  RECALL  AT  3 MINUTES , THEN  MINI-MENTAL 
STATE  EXAM  (MMSE) 

MMSE  LESS  THAN  24 
DIRECTED  H&P 
MEDICATION  REVIEW 
LAB:  CBC , B12, 
THYROID  & CHEM 
PROFILES , HEAD  CT 

DEPRESSION 

DO  YOU  OFTEN  FEEL  SAD  OR  DEPRESSED?  IF  YES: 

GERIATRIC  DEPRESSION  SCALE  fGDSI 

GDS  GREATER  THAN  5 
MEDICATION  REVIEW 
LAB:  THYROID  PROFILE 
CALCIUM,  ANTI- 
DEPRESSANT VS. 

PSYCH  REFERRAL 

1 HOME  ENVIRONMENT 

HAVE  YOU  HAD  ANY  FALLS  AT  HOME?  * OF  STAIRS? 

THROW  RUGS?  BATH  RAILS?  GAS  STOVE? 

If  Concerns: 

SAFETY  INVENTORY 
OT  HOME  EVALUATION 

ACTIVITIES  OF  DAILY  LIVING 
WITHOUT  ASSISTANCE  ARE  YOU  ABLE  TO:  GET  OUT  OF 
BED?  DRESS?  PREPARE  MEALS?  SHOP? 

If  Unable: 

OT  EVALUATION 

INCONTINENCE 

DO  YOU  EVER  LOSE  YOUR  URINE  AND  GET  WET?  IF  YES: 

FREQUENCY  AMOUNT  TIME  SITUATION 

VOIDING  RECORD 

URINALYSIS 

CHECK  CAUSES  "DRIP" 

NUTRITION 

HAVE  YOU  LOST  10  LBS  OR  MORE  IN  THE  PAST  YEAR? 
AMT.  CURRENT  WT.  HT. 

NUTRITIONAL  HISTORY: 
ADEQUATE-WEIGHT  LOSS 
EVALUATION; 
INADEQUATE-AREA  AGY 
ON  AGING  REFERRAL 

SOCIAL  SUPPORT 

IS  THERE  SOMEONE  WHO  WOULD  GIVE  YOU  HELP  IF  YOU  WERE 
SICK  OR  DISABLED?  WHO? 

WHO  WOULD  BE  ABLE  TO  MAKE  HEALTH  DECISIONS  FOR  YOU  IF 
YOU  WERE  UNABLE  TO  MAKE  THEM  YOURSELF? 

REFERRAL  TO: 

HOME  HEALTH  AGENCIES 
LEGAL  SERVICES  FOR 
DURABLE  POWER  OF 
ATTORNEY,  ETC. 

For  copies  of  the  Mini-Mental  State  Exam  and  the  Geriatric  Depression  Scale  write:  Dr. 
Brenda  Keller,  University  Geriatric  Center,  600  South  42nd  Street,  Omaha,  Nebraska 
68198-5620. 
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SURVIVAL  rates  in  low  birth 
weight  infants  have  improved 
greatly  in  the  United  States  in 
the  last  30  years.  In  1960  there  were  12354 
survivors  out  of  49936  infants  (24.7%)  born  in 
the  U.S.  with  a birth  weight  less  than  1500 
grams.1  In  1 986  there  were  45469  infants  born 
in  the  U.S.  with  a birth  weight  less  than  1500 
grams  and  28882  survivors  (63. 5%). 1 Since 
1986  the  wide  spread  use  of  replacement  sur- 
factant has  further  improved  mortality  rates  in 
low  birth  weight  infants. 

As  health  care  reform  becomes  a dominant 
theme  of  the  1 990's,  it  is  of  central  importance 
to  closely  examine  the  morbidity  and  mortality 
associated  with  premature  birth.  The  purpose 
of  this  manuscript  is  to  briefly  review  the  medi- 
cal problems  encountered  in  low  birth  weight 
infants,  and  to  provide  primary  care  physicians 
with  the  most  recent  regional  statistics  on  out- 
comes in  low  birth  weight  infants. 

Care  of  very  low  birth  weight  infants  is  a 
tremendous  challenge  for  health  care  provid- 
ers. The  patients  have  complex  and  unique 
medical  problems.  When  there  is  sufficient 
time,  maternal  transport  to  a tertiary  perinatal 
center  is  recommended.2  A physician  experi- 
enced in  neonatal  resuscitation  should  be  in 
attendance  at  these  high  risk  deliveries.  It  is  not 
uncommon  that  difficult  ethical  decisions  must 
be  made  on  how  aggressive  delivery  room 
resuscitation  should  be  for  those  extremely  low 
birth  weight  infants  born  at  the  threshold  of 
viability.3 

To  maximize  outcome  potential  in  very  low 
birth  weight  infants,  meticulous  attention  must 
be  provided  to  multiple  factors.  Following  deliv- 
ery attention  must  first  be  directed  toward  the 
infant's  cardiorespiratory  status.  Nearly  all  very 
low  birth  weight  infants  require  mechanical 
ventilation  and  surfactant  replacement.  High 
frequency  ventilation  may  also  be  of  benefit  to 
select  patients.  Extremely  premature  infants 
often  require  inotropic  support,  intravascular 
volume  augmentation,  and  medical  or  surgical 
ligation  of  a patent  ductus  arteriosus.  Very 


immature  infants  are  vulnerable  to  cold  stresses; 
it  is  of  critical  importance  to  provide  an  appro- 
priate thermal  environment.  Fluid  and  electrolye 
balance  is  particularly  challenging  in  these  pa- 
tients because  of  their  renal  immaturity  and 
profound  insensible  fluid  losses.  Nutritional 
support  is  initiated  intravenously  since  preterm 
infants  are  at  risk  to  develop  necrotizing 
enterocolitis.  Premature  infants  also  have  im- 
mature host  defense  mechanisms,  are  predis- 
posed to  life-threatening  infections,  and  fre- 
quently require  broad-spectrum  antibiotic  cov- 
erage. Finally,  there  is  much  parental  anxiety 
associated  with  the  hospitalization  of  a critically 
ill  newborn.  Family  centered  care  is  an  impor- 
tant goal  in  newborn  intensive  care  units.  There- 
fore, social  workers,  developmental  specialists, 
clergy,  and  ethicists  play  key  roles  in  the  com- 
prehensive approach  to  the  care  of  these  in- 
fants. 

It  should  be  of  no  great  surprise  that  neonatal 
survival  rates  increase  significantly  with  increas- 
ing gestational  age  and  increasing  birth  weight. 
Infants  born  earlier  than  24  weeks  gestation 
and  with  birth  weights  of  less  than  500  grams 
rarely  survive.4  Although  survival  of  neonates  of 
22  and  23  weeks  of  gestation  have  been  re- 
ported, some  have  questioned  the  validity  of 
these  reports  since  there  is  difficulty  in  deter- 
mining the  gestational  age  of  infants  born  at  less 
than  28  weeks  of  gestation.4 

There  are  several  methods  to  assess  the 
gestation  age  of  premature  neonates.  The 
Dubowitz  scoring  method  of  gestational  age 
assessment  relies  upon  features  of  physical  and 
neuromuscular  maturity.5The  Dubowitz  method 
is  most  useful  in  determining  gestational  age  if 
the  infant  is  greater  than  32  to  33  weeks  gesta- 
tion. Ophthalmological  examination  of  the  an- 
terior capsule  of  the  lens  is  an  easy  and  rela- 
tively reliable  method  to  determine  gestational 
age  for  infants  born  at  greater  than  27  weeks  of 
gestation.  Infants  born  between  27  and  34 
weeks  gestation  have  predictable  loss  of  vascu- 
larization of  the  anterior  capsule  of  the  lens.6  In 
contrast,  infants  born  prior  to  27  weeks  of 
gestation  have  complete  vascularization  of  the 
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FIGURE  1 

Survival  rates  by  birth  weight  of  premature  infants  hospi- 
talized in  the  Newborn  Intensive  Care  Units  at  St.  Joseph's 
Hospital  and  University  Hospital  from  1989  to  1992. 


anterior  capsule  of  the  lens  and  thus  cannot  be 
distinguished  from  each  other.  Fusion  of  the 
eyelids  is  another  physical  feature  that  is  used  to 
approximate  the  gestational  age  of  infants  born 
at  the  threshold  of  extrauterine  viability.  A 
newborn  with  fused  eyelids  is  usually  consid- 
ered to  be  less  than  26  weeks  gestational  age. 
However,  even  this  physical  feature  is  subjec- 
tive since  eyelids  are  "tightly  fused"  at  less  than 
24  weeks  gestation  and  "loosely  fused"  at  25 
and  26  weeks  gestation.6 

Birth  weight  is  frequently  used  to  analyze 
survival  rates  of  premature  infants.  Since  birth 
weight  is  dependent  upon  a number  of  fetal 
and  maternal  factors  including  race,  ethnicity, 
sex,  altititude,  and  nutritional  status,  one  must 
exercise  caution  in  interpreting  survival  statis- 
tics exclusively  by  birth  weight.  Newborns  with 
any  given  birth  weight  have  wide  ranges  in 
gestational  age  even  if  they  are  born  prema- 
turely. For  example,  the  gestational  ages  that 
include  the  10th  to  90th  percentile  distribution 
of  a 550  gram  infant  includes  gestational  ages 
between  22  and  26  weeks.2 

It  is  imperative  that  individual  centers  caring 
for  low  birth  weight  infants  frequently  monitor 
their  outcome  statistics.  Since  1 989  the  neona- 
tologists  of  the  Joint  Division  of  Newborn  Medi- 
cine, Creighton  University/University  of  Ne- 
braska Medical  Center  have  utilized  the  Neo- 
natal Information  System  (N.I.S.)  as  a computer- 
ized database  to  monitor  and  assess  outcomes. 


The  Figure  demonstrates  the  survival  statistics 
of  patients  we  have  cared  in  the  last  four  years. 
These  survival  rates  are  comparable  to  those 
reported  in  large  multicenter  studies  as  well  as 
those  recently  reported  at  the  National  Neona- 
tal Database  Meeting  (October,  1993).4 

In  conclusion,  survival  rates  of  premature 
infants  have  improved  significantly  in  recent 
years.  However,  infants  with  birth  weights  less 
than  700  grams  remain  particularly  challenging 
because  of  profound  immaturity  of  multiple 
organ  systems.  Hopefully,  further  advances  in 
neonatal  medicine  will  improve  the  morbidity 
and  mortality  associated  with  extremely  prema- 
ture birth. 
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COMMUNICATION 
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Medical  Treatment  of  Physicians  and  their  Families 
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A majority  of  medical  schools  are  reported  to 
have  one  or  more  courses  in  medical  ethics  and 
a few  continuing  medical  education  courses  or 
meetings  are  reported  to  deal  to  some  extent 
with  medical  ethics  matters.1  However,  there 
appears  to  be  a very  large  number  of  practicing 
physicians  who  do  not  follow  the  old  time  (pre- 
Medicare)  practice  of  professional  courtesy  or 
the  more  recent  opinion  of  the  Council  on 
Ethical  and  Judicial  Affairs  and  the  Council  on 
Constitution  and  Bylaws  of  the  American  Medi- 
cal Association.  It  is  also  noted  that  the  Medi- 
care Regulations  (which  have  the  full  force  of 
Federal  Law)  are  very  specific  about  some 
charging  practices  which  were  formerly  consid- 
ered to  be  purely  courtesy  or  ethical  matters. 

The  ethics,  courtesy  and  legal  aspects  of 
providing  and  charging  for  medical  care  ser- 
vices to  another  physician  and  his  family  need 
to  be  well  understood  by  all  physicians.  Wide- 
spread differences  in  handling  this  matter  among 
physicians  as  a group  and  even  different  meth- 
ods at  different  times  by  the  same  physician 
suggests  that  this  whole  matter  is  not  widely 
understood  and  that  a very  large  number  of 
physicians  are  in  violation  of  courtesy  or  ethical 
standards  and  also  the  law  pertaining  to  the 
matter. 

The  1955  AMA  Code  of  Ethics  is  not  con- 
tained in  the  current  version  of  the  Code, 
published  in  1992  under  the  title  Code  of 
Medical  Ethics:  Current  Opinions  of  the  Coun- 
cil on  Ethical  and  ludicial  Affairs  of  the  Ameri- 
can Medical  Association.  Current  Opinions  does 
not  address  the  issue  of  professional  courtesy, 
defined  as  "the  provision  of  care  to  other  physi- 
cians and  their  families  free  of  charge  or  at  a 
reduced  fee".  However,  the  Council  on  Ethical 
and  Judicial  Affairs  (formerly  the  Judicial  Coun- 
cil) does  have  a policy  on  the  routine  waiver  or 
forgiveness  of  insurance  deductibles  and  co- 
payments. 

The  AMA  Principles  of  Medical  Ethics  adopt- 
ed  by  the  House  of  Delegates  in  1980  is  a 
revision  of  the  older  Code  adopted  in  1 957  and 


does  not  specifically  address  the  matter  of 
courtesy  or  charging  practices  in  the  care  of 
another  physician  and  his  family  who  are  pa- 
tients. 

Reports  C and  D of  the  Council  on  Ethical 
and  Judicial  affairs  presented  to  the  House  of 
Delegates  at  the  annual  meeting  in  1 993  were 
considered  to  be  informational  and  were  filed, 
as  is  the  custom  with  such  reports.2  The  reports 
do  reflect  policy  and  it  is  expected  that  all 
members  will  comply,  or  follow  the  advice 
given  in  the  opinion. 

Informational  material  from  the  AMA  and 
private  insurance  industry  is  silent  on  the  mat- 
ters of  definition  of  immediate  family  and  also 
how  to  handle  the  charges  (if  any)  in  the  care  of 
a colleague  (and  his  immediate  family)  who  is  a 
partner  or  a member  of  the  same  corporate 
practice  group.  This  may  be  a close  call  for 
some  when  insurance  benefits  are  involved,  as 
they  usually  are.  By  definition,  professional 
courtesy  is  a no  charge.  Insurance  deserves  no 
consideration  here.  Certainly  courtesy  would 
be  ethical  and  legal.  If  there  is  no  charge,  then 
there  is  no  expense  and  if  there  is  no  expense, 
there  is  no  benefit  from  private  or  governmen- 
tal sources.  Providing  medical  care  to  an  asso- 
ciate, his  or  her  spouse  and  family  is  a privilege, 
an  honor  and  a compliment. 

With  respect  to  providing  medical  care  to 
other  physicians  (and  their  immediate  families) 
with  whom  one  is  not  associated  in  practice, 
the  recent  opinions  of  the  AMA,  the  Medicare 
law  and  the  private  insurance  industry  are  in 
general  agreement  as  follows: 

1 . Physicians  generally  should  not  treat  them- 
selves or  members  of  their  immediate 
family  (with  a very  few  obvious  excep- 
tions) for  many  obvious  reasons.3  There  is 
therefor  no  reason  for  charging,  billing 
insurance  companies  or  governmental 
agencies  nor  any  question  of  unethical, 
discourteous  behavior,  or  illegality.  If  a 
charge  is  made  to  an  insurance  company 
or  governmental  agency  in  such  cases, 
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that  would  be  considered  to  be  fraud  and 
legal  prosecution  with  severe  penalties 
could  follow. 

2.  Physicians  may  ethically  and  legally  charge 
other  physicians  and  their  families  for 
medical  care  and  services.  It  is  apparently 
very  widespread  practice  for  the  treating 
physician  to  take  an  assignment  of  insur- 
ance or  Medicare  benefits  in  such  cases 
and  to  accept  the  insurance  or  Medicare 
benefits  as  full  payment  for  the  services. 
This  is  not  legal  for  Medicare  or  private 
insurance  and  is  not  in  accordance  with 
AMA  policy.  Routine  forgiveness  of 
deductibles  and  coinsurance  is  specifi- 
cally addressed  as  being  illegal  by  Medi- 
care law.3 4  The  part  B carrier  has  no  discre- 
tion to  alter  the  regulations.  Deductibles 
and  coinsurance  cannot  be  forgiven  as  a 
professional  courtesy.4  Ordinarily  they  may 
be  forgiven  only  in  cases  of  financial  hard- 
ship or  when  repeated  sincere  efforts  to 
collect  are  unsuccessful.  AMA  Opinions 
clearly  state  that  routine  forgiveness  of 
deductibles  and  copayments  may  be  con- 
sidered fraud  under  federal  and  state  law.2 
Private  insurance  companies  believe  that 
their  contracts  which  call  for  deductibles 
and/or  coinsurance  should  be  enforced 
and  considered  in  the  same  way  as  spelled 
out  more  specifically  in  Medicare  law. 
They  believe  that  waiving  such  payments 
does  not  then  reveal  to  them  what  the  real 
charge  has  been,  that  it  is  often  inflated, 
and  it  adds  significantly  to  the  cost  of 
health  care  coverage,  that  it  encourages 
over-utilization  of  services  and  procedures 
and  is  often  used  as  a ploy  to  attract  more 
patients.5 

3.  Medicare  regulations  regarding  charges 

for  services  provided  to  his  or  her  immedi- 

ate relatives  have  been  sent  to  all  physi- 

cians and  should  be  reviewed  carefully 
again.  If  lost  or  misplaced,  any  Part  B 
carrier  will  provide  a copy  on  request.  In 
general,  an  immediate  relative  is  a spouse, 
child,  sibling,  parent,  grandparent  or  grand- 
child. Also  included  are  the  spouse's  par- 
ents and  siblings  (but  not  the  siblings' 
spouses  and  children).  Medicare  payment 
is  also  excluded  for  care  or  services  to 
patients  who  share  a common  abode  with 
the  treating  physician  as  a single  family 
unit.  Examples  are  full-time  employed,  live- 
in  maids,  butlers  and  chauffeurs.6  Immedi- 


ate relatives  are  not  defined  by  AMA  or 
private  insurance  contracts  but  both  in- 
tend that  physicians  should  follow  the 
Medicare  definitions. 

Almost  all  physicians  carry  some  medical 
insurance.  This  would  be  private  insurance 
prior  to  Medicare  eligibility.  It  could  be  per- 
sonal private/family  insurance,  Association 
group  insurance  such  as  through  AMA,  ACP, 
AAFP,  etc.  or  employer/employee  insurance  in 
a general  or  professional  corporation.  In  all 
cases  the  physician  or  family  patient  should  be 
treated  the  same  as  all  other  patients  in  charges, 
assignment  of  insurance  benefits  and  collection 
of  deductibles  and  coinsurance.  Nearly  all  phy- 
sicians who  become  patients  surely  desire  and 
expect  such  treatment  in  financial  matters. 

Many  physicians  carry  medical  expense  in- 
surance with  a relatively  high  deductible  such 
as  $500  to  1 500  or  even  higher.  Such  coverage 
has  considerably  lower  premiums.  Even  if  the 
usual  and  customary  charges  do  not  reach  the 
deductible  level,  the  physician/family  patient 
should  be  charged  and  billed  and  expected  to 
pay  for  services.  He  will  have  saved  more  than 
enough  in  premiums  over  the  years  to  pay  for 
the  deductibles. 

Many  physicians  do  not  elect  to  take  Medi- 
care Part  B coverage  although  that  is  automatic 
unless  the  physician  notified  Medicare  to  the 
contrary.  Again,  this  does  not  relieve  them  from 
the  responsibility  and  courtesy  of  paying  their 
own  way. 

Most  eligible  physicians  do  have  Part  B cov- 
erage. Professional  courtesy  would  suggest  that 
an  assignment  of  benefits  be  taken  and  a bill 
sent  for  the  deductible  and  coinsurance. 

Many  physicians  carry  Medicare  supplemen- 
tal insurance  of  some  kind  which  will  cover 
most  of  the  deductible  and  coinsurance  charges, 
only  rarely  all  of  them.  Acceptance  of  assign- 
ment of  these  benefits  is  more  optional  as  many 
treating  physicians  do  not  send  statements  to 
secondary  carriers.  It  would  be  a courtesy. 

Many  physicians  and  others  do  not  believe  it 
saves  any  money  and  usually  costs  more  to  pay 
premiums  on  the  supplemental  coverage  than 
to  pay  the  deductible  and  insurance  out  of 
pocket.  Many  examples  could  be  cited.  Some 
people  believe  in  carrying  lots  of  insurance  and 
others  prefer  to  carry  the  minimum.  Certainly 
everyone  should  have  medical  expense  insur- 
ance in  the  catastrophic  range,  above  $2  to  5 
thousand,  for  example. 
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ASK  A LAWYER 


1.  What  are  the  basic  principles  of  the  Ne- 
braska Hospital-Medical  Liability  Act? 

The  Nebraska  Hospital/Medical  Liability  Act 
was  passed  by  the  1 976  Legislature  as  an  alterna- 
tive method  for  resolving  malpractice  claims.  The 
Act  applies  to  professional  liability  problems  asso- 
ciated with  physicians,  nurse  anesthetists,  and 
certain  facilities  such  as  hospitals. 

The  ultimate  goal  of  the  Act  is  to  encourage 
physicians  to  practice  medicine  in  Nebraska, 
thereby  ensuring  the  availability  of  competent 
medical  and  hospital  services  to  the  public  in  the 
State  of  Nebraska.  This  alternative  was  designed 
to  provide  prompt  and  efficient  methods  for  elimi- 
nating nonmeritorious  malpractice  claims,  effi- 
cient methods  for  resolving  meritorious  claims, 
improved  availability  and  quality  of  medical  care, 
reduction  of  the  costs  of  medical  care,  and  avail- 
ability of  malpractice  insurance  coverage  at  rea- 
sonable rates. 

2.  How  does  the  Act  effect  limits  of  liability? 

If  either  the  physician  or  patient  has  chosen  to 
be  excluded  from  the  Act,  there  is  no  limit  of 
liability.  If,  on  the  other  hand,  both  the  physician 
and  patient  are  included  under  the  Act,  the  liability 
of  the  physician  is  limited  to  the  amount  of  his  or 
her  basic  insurance  coverage.  The  total  award, 
however,  for  any  occurrence  resulting  in  the  injury 
or  death  of  the  patient  may  be  as  high  as,  a) 
$500,000  for  any  occurrence  on  or  before  De- 
cember 31,  1984,  b)  $1,000,000  for  any  occur- 
rence after  December  31,1 984,  and  on  or  before 
December  31,  1992,  and  c)  $1,250,000  for  any 
occurrence  after  December  31,1 992.  The  differ- 
ence between  the  physician's  insurance  coverage 
and  the  maximum  award  limit  would  be  paid  out 
of  an  "Excessive  Liability  Fund."  (Consult  the  full 
text  of  the  Act  for  more  specific  limitations  and 
alternatives.) 

3.  How  do  physicians  qualify  under  the  Act? 

A physician  is  not  obligated  to  be  included 
under  the  Act.  If  a physician  elects  to  be  included 
under  the  Act,  he/she  must  take  affirmative  action 
to  do  so,  including  the  following: 

a.  Sending  to  the  Nebraska  Department  of 
Insurance  proof  of  basic  professional  liabil- 


ity insurance  coverage  from  an  insurance 
company  qualified  in  Nebraska  in  the 
amount  of  $200,000  for  each  occurrence. 
(In  the  case  of  physicians  or  nurse  anesthe- 
tists and  their  employers,  partners,  etc.,  an 
aggregate  liability  amount  of  $600,000  for 
each  occurrence  and  for  each  insured  shall 
be  provided;  in  the  case  of  hospitals  and 
their  employees,  an  aggregate  liability 
amount  of  $1,000,000  for  all  occurrences 
shall  be  provided); 

b.  Making  an  annual  payment  not  to  exceed 
50%  of  the  premium  of  the  basic  liability 
insurance  coverage  for  the  creation  of  an 
"Excess  Liability  Fund."  (This  payment  is 
adjusted  annually  by  the  Nebraska  Depart- 
ment of  Insurance);  and 

c.  Displaying  in  a suitable  location  an  ap- 
proved notice  that  the  physician  has  elected 
to  be  included  under  the  Act. 

4.  How  do  patients  qualify  under  the  Act? 

Patients  are  also  not  obligated  to  be  included 
under  the  Act.  A patient  is  "conclusively  pre- 
sumed" to  be  included  under  the  Act,  however, 
unless  the  patient  takes  affirmative  action  to  ex- 
clude himself/herself  from  the  Act.  To  exclude 
oneself,  a patient  must  do  the  following: 

a.  File  a written  election  to  be  excluded  to  the 
Insurance  Director  of  the  State  of  Nebraska 
prior  to  treatment; 

b.  Renew  this  election  every  two  years;  and 

c.  Notify  the  physician  as  soon  as  is  "reason- 
able under  the  circumstances"  that  he/she 
has  so  elected. 


★ ★★ 

"Ask  a Lawyer'  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  Jr.  with  the  assistance  of  UNL  College  of  Law 
student  Jane  Kemper  of  the  Cline  Williams  Law  Office.  Questions 
relating  to  specific  detailed  factual  situations  should  continue  to  be 
referred  to  your  own  counsel. 
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ALLIANCE 


The  NMA  Alliance  is  sponsoring  a Legislative  Day  on  February  24.  The  NMA  and  the  NMAA  is  invited  and 
encouraged  to  attend.  If  you  can  spend  only  part  of  the  day  please  let  us  know  that  also.  By  working  and  learning 
together  we  can  better  deal  with  the  challenge  of  change  medicine  is  encountering. 

Dr.  Allen  Dvorak,  Chairman  of  the  NMA  Commission  on  Legislative  and  Governmental  Affairs  will  be  discussing 
how  the  NMA  arrives  at  decisions  on  supporting  or  opposing  various  issues.  Much  work  has  already  been  done 
but  much  is  yet  ahead.  This  is  your  opportunity  for  input. 

Below  is  the  complete  agenda  for  thd  day. 


LEGISLATIVE  DAY 

Thursday,  February  24,  1994,  Lincoln,  Nebraska 

This  is  the  year  for  you  to  get  involved.  By  acting  together  we  can  make  a difference  in  legislation. 

Changes  in  health  care  concern  us  all.  February  24th  is  NMAA  Legislative  Day  and  we  have  speakers  and  activities 
that  deal  with  the  issues. 


9:15  a.m Meet  at  the  Capitol,  1445  K Street,  room  1200  (street  level) 

9:30  a.m KIM  ROBAK,  Liuetenant  Governor  - Health  Care  Policy  for  Nebraska 

10:00  a.m ALLEN  DVORAK  M.D.  NMA  Commission  on  Legislation  and  Governmental  Affairs 

DAVID  BUNTAIN,  Lobbyist,  Legal  Council  NMA.  Current  issues  and  bills  affecting  medicine  in  Nebraska 

10:30  a.m Time  permitting:  Legislative  process.  Tips  on  influencing  legislation,  tour  Senators'  offices 

1 1:30  a.m Lunch  at  the  Nebraska  Club,  13th  & M Street,  top  of  FirsTier  Bldg. 

SANDRA  MITCHELL,  guest  speaker  AMAA  Field  Director;  National  health  policy  of  the  AMA 

12:30  p.m NMAA  Mid-winter  Meeting,  BARB  BOHI,  NMAA  President  presiding 


PARKING:  Car  Pooling  with  other  members  is  suggested.  FirsTier  Building  13th  & M 

East  of  FirsTier:  Agee's  Towne  Parking  & Metropolitan  Federal;  Limited  around  Capitol,  14th  & K 


r 


Please  return  the  form  below  by  February  18,  1994 
Mail  to:  Dottie  Shapiro  — 7410  Old  Post  Road  #8,  Lincoln,  NE,  68506 

402-489-5372 

LEGISLATIVE  DAY  — THURSDAY,  FEBRUARY  24,  1994 

I will  attend:  Legislative  Day  at  the  Capitol Lunch  at  $1 0/person  Mid-Winter  Meeting 

Make  checks  payable  to  Nebraska  Medical  Association  Alliance  (NMAA) 

Name 


~1 


Address 


L 


City. 


Telephone 


J 


Mini-internships  organized  by  county  Societies/Alliances/Auxiliaries  — including  Omaha  and  Lincoln  — have 
already  been  held  and  have  helped  legislators,  community  leaders,  and  business  executives  gain  a first-hand 
understanding  of  health  care  issues  by  spending  a day  with  physicians  on  rounds,  in  surgery  and  with  patients. 
More  of  these  programs  are  planned. 

There  are  many  ways  of  expressing  your  views  to  legislators  that  are  vital.  For  example:  register  and  vote,  letter- 
writing campaigns,  phone  banks,  and  key  contact  systems.  The  key  is  to  act.  If  you  are  interested  in  doing  projects 
in  your  area  and  need  more  information,  please  let  us  help  you. 
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WELCOME  NEW  MEMBERS 


Pascuala  C.  Reyes,  D.O. 
Clarkson  Family  Medicine 
4200  Douglas  Street 
Omaha,  NE  68131 

Barry  J.  Ford,  M.D. 

2514  S.  119th  Street 
Omaha,  NE  68144 


Joseph  P.  Ford,  M.D. 

4239  Farnam  Street,  #234 
Omaha,  NE  68131 


Dan  B.  Mirza,  M.D. 

1 2th  & Baltimore 
Hastings,  NE  68901 

Miren  D.  Asumend,  D.O. 

St.  Joseph  Psychiatric  Clinic 
1309  Harlan  Dr.,  #206 
Bellevue,  NE  68005 


David  T.  Daly,  M.D. 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68198-1225 


Martin  T.  Grune,  M.D. 

UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68198-2360 

Harold  M.  Maurer,  M.D.,  Dean 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  61898-6545 

Joseph  C.  Stothert,  Jr.,  M.D. 

St.  Joseph  Hospital 
601  N.  30th  St. 

Omaha,  NE  68131 

Thomas  W.  White,  M.D. 

Two  West  42nd  Street,  #2100 
Scottsbluff,  NE  69361 

Donald  D.  Bell,  M.D. 

110  N.  16th  St.,  #6 
Norfolk,  NE  68701 

Timothy  C.  Goertzen,  M.D. 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68198-1045 

Susan  L.  Ryan,  M.D. 

2833  S.  87th  Ave. 

Omaha,  NE  68124 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER  MEDICAL  EDUCAATION 

SATURDAY,  FEBRUARY  1 2,  1 994  — 3rd  Annual 
Advances  in  Diagnosis  and  Management  of 
Cardiovascular  Diseases,  Omaha  Marriott  Ho- 
tel, Omaha,  Nebraska.  Target  Audience:  Pri- 
mary Care  Physicians  and  Cardiologists.  Fee: 
$25. 

SUNDAY-FRIDAY,  MARCH  6-11,  1994  — 14th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400. 

MONDAY,  MARCH  14,  1994  — Heartland  Risk 
Reduction  Society  Meeting,  Dinner/Program 
(6:30-9:00  p.m.),  Omaha,  Nebraska.  Target 
Audience:  Health  care  providers  who  treat 
patients  with  atherosclerotic  vascular  diseases. 
Fee:  $10.00. 

11  DAYS,  MARCH  14-25,  1994  — Family  Prac- 
tice Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1 100  - two  week  ses- 
sion, $750  - one  week  session,  $1250  - split 
sessions. 

THURSDAY  - SATURDAY,  APRIL  1 4-1 6,  1 994  — 
2nd  Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Marriott  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

11  DAYS,  APRIL  18-29,  1994  — Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1 100  - two  week  ses- 
sion, $750  - one  week  session,  $1250  - split 
sessions. 

THURSDAY-FRIDAY,  JUNE  12-15,  1994  — 
Nuclear  Antigens  as  Targets  for  Cancer  Therapy, 
Red  Lion  Hotel,  Omaha,  Nebraska.  Target  Au- 
dience: Obstetrics  and  Gynecology,  Oncology/ 
Hematology  & Researchers. 

THURSDAY-SATURDAY,  JULY  14-16,  1994  — 
1 994  National  Conference  on  Family  Violence: 
Research  and  Practice,  Holiday  Inn  Centre, 


Omaha,  Nebraska.  Target  Audience:  Multidis- 
ciplinary (health  professionals,  sociologists, 
criminal  Justice) 

TUESDAY-FRIDAY,  JULY  1 9-22,  1 994  — Pan  Pa- 
cific Lymphoma  Conference,  The  Ritz  Carlton 
- Mauna  Lani,  Kohala  Coast,  Hawaii.  Target  Au- 
dience: Oncology/Hematology  & Researchers. 

FRIDAY-SUNDAY,  AUGUST  19-21,  1994  — Im- 
aging and  Breast  Cancer,  Omaha  Marriott  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Radiolo- 
gists, Primary  Care  Physicians. 

MONDAY-SATURDAY,  SEPTEMBER  1 9-24, 1 994 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Emergency  Medicine 
Physicians  and  others  who  provide  care  in  the 
ER.  Fee:  $700. 

MONDAY-SATURDAY,  OCTOBER  3-8,  1994  — 
Emergency  Medicine  Review,  Center  for  Con- 
tinuing Education,  UNMC,  Omaha,  Nebraska. 
Target  Audience:  Emergency  Medicine  Physi- 
cians and  others  who  provide  care  in  the  ER. 
Fee:  $700. 

ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT—  Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider and  Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS 
— Provider 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street  Omaha,  NE  68 1 98-565 1.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuting  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-5915. 
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CREIGHTON  UNIVERSITY 

FEBRUARY  7,  1994 — Fetal  Malformations  Asso- 
ciated with  increased  MSAFP  - OB  Outreach 
Program  at  Offutt  Air  Base,  Omaha,  NE. 

FEBRUARY  10-14,  1994  — Anesthesiology  Re- 
view Course  - Professional  Seminars  - Las  Ve- 
gas, NV. 

MARCH  5-6, 1 994 — Fourth  Annual:  Anesthesiol- 
ogy Conference  - Health  Care  and  Reform  - 
Marriott  Hotel,  Omaha,  NE. 

MARCH  7,  1994  — Obstetrical  Complications  - 
OB  Outreach  Program  at  Offutt  Air  Base, 
Omaha,  NE. 

MARCH  12,  1994  — Colon  and  Rectal  Diseases 
Conference  - Embassy  Suites,  Omaha,  NE. 

APRIL  3-9, 1 994 — Anesthesiology  Review  Course 
- Professional  Seminars  - Orlando,  FL. 

APRIL  4,  1994  — Medical  Complications  - OB 
Outreach  Program  at  Offutt  Air  Base,  Omaha, 
NE. 

APRIL  1 5,  1 994  — Distinguished  Lecture  Series  - 
Henry  J.  Mankin,  M.D.  - St.  Joseph  Hospital 
Seminar  Room. 

APRIL  22-23, 1 994  — Advanced  Laparoscopy  for 
Gynecologists  - St.  Joseph  Hospital  and 
Creighton  University  Campus,  Omaha,  NE. 

MAY  2,  1994  — Abruptio  Placenta  - OB  Out- 
reach Program  at  Offutt  Air  Base,  Omaha,  NE. 

MAY  19-22,  1994  — A Review  of  Orthopaedics 
and  Orthopaedic  Pathology  - Criss  II  Building, 
Creighton  University,  Omaha,  NE. 

MAY  27-29,  1994  — Family  Medicine  Update, 
Okoboji,  IA. 

JUNE  6,  1994  — Medical  Therapy  of  the  Fetus  - 
OB  Outreach  Program  at  Offutt  Air  Base, 
Omaha,  NE. 

AUGUST  4-8,  1994  — Anesthesiology  Review 
Course  - Professional  Seminars  - Nashville,  TN. 

AUGUST  1 2-1 3, 1 994  — Advanced  Laparoscopy 
for  Gynecologists  - St.  Joseph  Hospital  and 
Creighton  University  Campus,  Omaha,  NE. 

SEPTEMBER,  18-24,  1994  — Anesthesiology  Re- 
view Course  - Professional  Seminars  - Boston, 
MA. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street  Omaha,  NE  68178. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

APRIL  15-17,  1994  - 44th  Annual  Postgraduate 
Symposium  on  Anesthesiology,  Ritz-Carlton 
Hotel,  401  Ward  Parkway,  Kansas  City,  MO. 
Sponsor:  Dept,  of  Anesthesiology,  University  of 
Kansas  Medical  Center.  Target  Audience:  An- 
esthesiologists, nurse  anesthetists,  family  physi- 
cians. Fees:  To  be  announced.  Credit:  AMA 
Category  1 of  the  Physician's  Recognition 
Award:  1 6.5  hours  American  Academy  of  Fam- 
ily Physicians:  to  be  announced,  American  As- 
sociation of  Nurse  Anesthetists:  to  be  an- 
nounced, American  Nurses  Association:  to  be 
announced. 

Contact:  Office  of  Continuing  Education,  KU  Medical  Cen- 
ter, 3901  Rainbow  Blvd.,  Kansas  City,  KS  66160-7108. 


MAYO  FOUNDATION 

FEBRUARY  10-12,  1994  - Mayo  Clinic  State-of- 
the  Art  Symposium:  Arrhythmia  Management, 
Napa  Valley,  CA. 

FEBRUARY  21-25,  1994  - Neurology  in  Clinical 
Practice,  Keystone  Resort,  Keystone,  Colorado. 

Contact:  Postgraduate  Courses,  Section  of  Continuing  Medi- 
cal Education,  Mayo  Foundation,  Rochester,  MN  55905,  Phone: 
Toll  Free  800-323-2688. 


NEBRASKA  MFDICAL  ASSOCIATION 

ANNUAL  SESSION  - House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 

WASHINGTON  UNIV.SCHOOLOFMEDICINE 
St.  Louis  Missouri 

THURSDAY-FRIDAY,  APRIL  21-22,  1 994  - Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRI DAY-SUN  DAY,  JUNE  24-26,  1 994  - Frontiers 
In  Endourology,  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  dayman,  M.D. 

For  further  information  on  any  of  the  above  seminars  contact: 
Continuing  Medical  Education,  Washington  University  School 
of  Medicine,  Campus  Box  8063,  66 0 South  Euclid  Avenue, 
Si  Louis,  Missouri,  6 31 10-1093,  (800)  325-9862  Interstate, 
(3 14)  362-6893  In  Missouri,  FAX  (314)  362-1087. 
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OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 
WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

THURSDAY,  JUNE  17,  1993  • State  of  the  Art 
Clinical  Symposium  on  Allergic  Diseases, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Phillip  E. 
Korenblat,  M.D. 

FRIDAY-SATURDAY,  September  1 0-1 2, 1 993  • 
Frontiers  In  Endosurgery:  Advances  in 
Endourological  Techniques  and  Technology, 
Location:  Washington  University  Medical 
Center,  St.  Louis,  Missouri,  18.5  credit  hours 
AMA  Category  1,  Program  Chairmen:  Ralph 
V.  dayman,  M.D.  and  Elspeth  McDougall, 
M.D. 


FRIDAY-SATURDAY,  SEPTEMBER  17-18,  1993 
• Physician  Executive  Leadership,  Location: 
Washington  University  Medical  Center,  St. 
Louis,  Missouri,  Program  Chairmen:  Walter 
F.  Ballinger,  M.D.  and  James  Hepner,  M.D. 

SATURDAY,  SEPTEMBER  18,  1993  • Suicide, 
Location:  St.  Louis,  Missouri. 

OCTOBER  6-14,  1993  • Allergy  Abroad:  Hol- 
land and  Brussels,  Program  Chairman:  Phillip 
E.  Korenblat,  M.D. 

THURSDAY-SUNDAY,  NOVEMBER  11-14, 
1993  • Anesthesiology  & The  Geriatric  Pa- 
tient, Location:  St.  Louis,  Missouri. 
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NEBRASKA  MEDICAL  JOURNAL 
1994  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1994  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1995. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1994.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310  • Lincoln,  NE  68502 


ADVERTISER  S INDEX: 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Robert  F.  Shapiro,  M.D.,  Lincoln President 

Frederick  F.  Paustian,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln  Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln  Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

NMA  BOARD  OF  DIRECTORS 

Robert  F.  Shapiro,  M D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Chris  C.  Caudill,  M.D Lincoln 

Darroll  J Loschen,  M.D York 

Perry  T Williams,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H Meissner,  M.D Omaha 

David  R Little,  M.D Hastings 

Charles  F Damico,  M.D Hastings 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D Nohner,  M.D.,  Chairholder Omaha 

David  R.  Little,  M D , Board  Liaison  Hastings 

Garnet  J.  Blatchford.  M.D Omaha 

Susanne  E.  Eilts,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

Kirk  B.  Muffly,  M.D Omaha 

Roselyn  M Remington,  M.D Schuyler 

Jeffry  L Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T Johnson,  M.D,  Chairholder Kearney 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison  Omaha 

David  W.  Bouda,  M.D Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

James  A.  Fosnaugh,  M.D Lincoln 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Steven  M Lau,  M.D Lincoln 

Walter  J O'Donohue,  Jr.,  M.D Omaha 

Richard  A Raymond,  M.D Omaha 

H.  Russell  Semm,  M D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

John  C.  Wilcox,  M.D Aurora 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D,  Chairholder Lincoln 

Charles  F.  Damico,  M.D  , Board  Liaison Hastings 

Warren  G Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

C Lee  Retelsdorf,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

David  L Bacon,  M.D,  Chairholder  Kearney 

Richard  H Meissner,  M.D,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M.D Lincoln 

Sheila  S.  Ecklund,  R.N Lincoln 

Charles  D Gregorius,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

David  A.  Katz,  M.D Omaha 

Royce  A.  Mueller,  M.D Lincoln 

James  R.  Newland,  M.D Omaha 

Sally  O'Neill,  Ph  D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C Bausch,  M.D Lincoln 

F William  Karrer,  M.D Omaha 

Richard  A.  Morin,  M.D Lincoln 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

John  F Riedler,  M.D Omaha 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L Auch  Moedy,  M.D Kearney 

Elvin  G Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D O Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C Bausch,  M.D  , Chairholder Lincoln 

Kenton  L Shaffer,  M.D,  Vice-Chairholder Kearney 

Ronald  W Klutman,  M.D.,  Board  Liaison Columbus 

Mark  B Horton,  M.D,  Dept  of  Health  Liaison Lincoln 

Bruce  Rowe,  MCH  Liaison Lincoln 


Section  on  Maternal  Mortality  Review 

G.  William  Orr,  M.D.,  Director  Omaha 

James  H.  Elston,  M.D Omaha 

L Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Terence  K Foote,  M.D Hastings 

Myrna  C.  Newland,  M.D Omaha 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Kenton  L Shaffer,  M.D.,  Director  Kearney 

Howard  W.  Needleman,  M.D Omaha 

Gerald  W Luckey,  M.D David  City 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F Wright,  M.D.,  Director Lincoln 

David  P Schor,  M.D Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A Quaife,  M.D.,  Chairholder Omaha 

Robert  G Osborne,  M.D,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Spencer 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A Morin,  M.D.,  Chairholder Lincoln 

Ronald  W Klutman,  M.D  , Board  Liaison Columbus 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  F.  Riedler,  M.D.,  Chairholder Omaha 

Perry  T Williams,  M.D.  Board  Liaison  Omaha 

Karen  M.  Higgins,  M.D Grand  Island 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E Reese,  M.D,  Chairholder Lincoln 

Allen  D Dvorak,  M.D  , Vice-Chairholder Omaha 

Darroll  J.  Loschen,  M D , Board  Liaison York 

Paul  E.  Collicott,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A Fosnaugh,  M.D Lincoln 

Suzanne  H.  Granger,  M.D Omaha 

John  J Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

John  F.  Riedler,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Patricia  A Siffring,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Michelle  B Petersen,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Duane  Sherwin,  M.D Norfolk 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

Alan  L.  Worth,  M.D Lincoln 
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AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 


Chris  C.  Caudill,  M.D.,  Chairholder Lincoln 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Roger  A.  Jacobs,  M.D Seward 

Luke  P.  Lemke,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Royce  A.  Mueller,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

John  N.  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison  Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

David  H.  Filipi,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

J.A.  Grubbe,  M.D Lincoln 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder  Omaha 

Perry  T.  Williams,  M.D.,  Board  Liaison  Omaha 

David  L.  Bacon,  M.D  Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  ADVISORY  COMMITTEE  ON 
NURSING  HOME  REGULATIONS 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

James  G.  Carlson,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

Robert  G.  Osborne,  M.D Lincoln 

T.  R.  Osborne,  M.D Papillion 

John  C.  Sage,  M.D Omaha 

Susan  G.  Scholer,  M.D Omaha 

NMA  RADIATION  SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Linda  S.  Head,  M.D Bellevue 

Ronald  W.  Klutman,  M.D Columbus 

James  J Phalen,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D  , Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D  , Chairholder  Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Michelle  B.  Petersen,  M.D Lincoln 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Haller,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Robert  F.  Shapiro  M.D  , NMA  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison  Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Robert  F.  Shapiro,  M.D.,  NMA  Chairholder  Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M l)  , Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison  Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN,  cont. 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
PKone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D,  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBS 1 fc  1 HICS  - GYNECOLOGY  Karen  M.  Higgins,  M..D. 

Barton  D.  Urbauer,  M.D.  John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  SURGERY 

Wiliam  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-94 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  0 Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St,  SUITE  405 
UNCOLN,  NE  68502 

1-600-MED-LINC 

1-94 


The 

□ 

HEART  , , , , 

. CONSULTATIVE 

if  j j j 

Center  of  Nebraska 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

PHILLIP  E.  BURKET,  M.D. 

• Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

•Kidney  Dialysis  & Organ  Transplantion 
• Members  of  American  Society  of  Nephrology 

3016  West  Faidley  P.O.  Box  5345  Grand  Island,  NE  68802 

Office  (3081  382-3994  1-800-233-3994  FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-94 

Phone  (402)  466-8259  or  1-800-633-5462  4 

LINCOLN 


BURN 

CARE 

NEBRASKA 


BURN 
CARE 

NEBRASKA  \ 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1-800-995-BURN 
(402)  467-5454 

8-94 


eye. 


=1  surgical 


associates 


5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 

(402)  489-8838  (402)  483-7700 

or 

1-800-633-5462 


Larry  W.  Wood,  M.D. 
Max  W.  Under.  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward.  Nebraska 
Hebron.  Nebraska 
Fairbury.  Nebraska 
Geneva.  Nebraska 
Nebraska  City.  Nebraska 
Syracuse.  Nebraska 
Tecumseb,  Nebraska 
Marysville.  Kansas 

12-94 
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LINCOLN,  cont. 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G 

Joseph  G.  Rogers,  M D , F.A.C.O.G. 

Dennis L. Hodge. M.D  . F.A.C.O.G  GregoryW. Heidrick,  M.D  , F.A.C.O.G. 

YvonneK, Davenport, M D. F.A.C.O.G. 

"Board  Certified  in  Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

i—  24  HOURS  - 7 DAYS  A WEEK  -i 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 
URINARY  PROBLEMS 

' NEW  PATIENTS  WELCOME 1 

• 

MICROSURGERY 

MEDICALPARKPLAZABUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-94 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified  or  Board  Eligible 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


I LINCOLN,  cont.  I 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

1919  South  40th  Street 

(402)489-6554 

Suite  300 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-94  J 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

1 91 9 South  40th  Street  (402)  489-6554 

Suite  300  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-94 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  1 00  • Lincoln,  NE  6851 0 1 1 - 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 

L p; 


•GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASE  & TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  F.asy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-94 


RICHARD  A.  MORIN,  M.D. 

Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 


9-94 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 


Benjamin  R.  Gelber,  M.D. 
LonisJ.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 


Phone:  402-475-4948 

10-94 
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LINCOLN,  cont.  [ 1 LINCOLN,  cont. 


pathology 

medical 

services 

pc- 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D, 
GEORGE  E.GAMMEL,  M.D, 
PATRICK  A.  KEELAN,  M.D, 
DAVID  L.  KUTSCH,  M.D 
STEFFAN  R.  LACEY,  M.D 
CHRISTOPHER  T MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHNF.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.  SILENIEKS,  M.D 
DANIEL J.  TILL.  M.D. 
LARRY  D.  TOALSON.  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-8960 
402/483-5053  or  800/742-741 4 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-94 


Prairie  surgical 

ASSOCIATES  P C 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 


Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-94 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  2221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-94 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  6851 0 
(402)  489-8888  8.g4 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-94 


OMAHA 


T TTology  Adult  & Pediatric 
C^enter,  Urology 


Hal  K.  Mardis,  M.D.,  F.AC.S.  R.  Michael  Kroeger,  M.D.,  F AC.S. 

Harvey  A Konigsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.AC.S. 
H.  Jeoffrey  Deeths,  M.D..  F.AC.S. 


Certified  American  Board  of  Urology 


• 111S.  90th  Street  • Satellite  Clinic 

Omaha,  NE  681 14  Papillion,  NE 

(402)  397-9800 
800-8824770 

3-94 
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PHYSICIAN'S  DIRECTORY,  cont. 


1 OMAHA,  cont. 


OMAHA,  cont. 


Stanley  M. Truhlsen.  M.D.,  F A C S 
C.  Rex  latta.  M.D..  F.A.C.S. 

AFFILIATED 

John  T.  Ramsell.  M.D..  F.A.C.S. 

Raymond  M.  Crosiman.  III.  M.D..  F.A.C.S 

EYE  PHYSICIANS 

Camilla  R.  Parson,  M.D. 
John  D.  Peters.  M.D. 

& SURGEONS,  P.C. 

Medical  & Surgical  Eye  Care 
Cataract  & Lens  Implant  Surgery 

Laser  Surgery-Retinal  & Vitreous  Surgery 

Cornea  & Anterior  Segment  Surgery 

TWO  LOCATIONS 

210  Regency  Parkway.  Suite  10 
Omaha.  NE  68114 
(402)  391-3131 
FAX  (402)  391-3147 

4242  Farnam  Street,  Suite  247 
Omaha,  NE  68131 
(402)  552-2300 
FAX  (402)  552-2301 

5-94 

Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-94 


BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

3-94 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  • 8552  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


402-563-3379 


NORFOLK  - 1 300  NEBRASKA  AV. 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Atthma  1 

CJinkel  Immunology 


402-379-3250 


GRAND  ISLAND  - 1806  N.  CL E BURN 

308-381-1700 

3-94 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

11-94 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 

Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


402-397-6661 


9110  West  Dodge  Road,  Suite  290  East 
Omaha,  Nebraska  68114-3359 


8-94 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D.  FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D.  BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D.  R.  MICHAEL  GROSS,  M.D 

T.  KEVIN  O'MALLEY,  M.D.  TIMOTHY  C. FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery  Disorders: 

Joint  Replacement  • The  Spine  4 Knee 

Sports  Medicine  • Foot  4 Ankle 

Work  Related  Injuries  4 Evaluations  • Shoulder  4 Elbow 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 399-8550 

Appointments 399-8484  Billing 399-9301 

3-94 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  681 24-0639 
(402)  390-5860 
Fax  (402)  390-3790 

After  Hours 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 

390-6786 


Herbert  A.  Hartman,  Jr,,  M.D.,  FACP 

Medical  Oncology 
Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
John  L.  Bluhm 

Administrator  n-94 
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PHYSICIAN'S  DIRECTORY,  cont. 

j OMAHA,  cont.  1 1 SCOTTSBLUFF  1 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
C A WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  T STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  2-94 


7441  -O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 

329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbluff,  Nebraska  69361  Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)  284-401 1 (308)635-3911 

9.  SIDNEY 

(308)635-3911  8-94 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full  -time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  IA  50021,  phone  1-800- 
729-7813  or  515-964-2772. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied Family  Physicians  seek  associate  for  this  "All 
America"  Community  in  west  Central  Nebraska. 
Obstetrics  required.  Send  CV  to:  Gothenburg  Family 
Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902-20th  Street,  Gothenburg,  NE  69138. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies,  electric  exam  table  - t com- 
plete sets  of  exam  tables  and  associate  equipment. 
Call  (308)  384-7100,  721  W.  7th,  Grand  Island,  NE 
68801. 

PHYSICIAN:  Primary  care  physician  for  NE  De- 
partment of  Correctional  Services  in  Lincoln.  Re- 
sponsible for  the  delivery  of  health  care  to  legal 
offenders  in  newer  facility  located  in  metropolitan 
area.  Modern  clinic  and  full  compliment  of  support 
staff  including  physicians,  physician  assistants,  24 
hour  nursing  coverage,  lab,  x-ray,  optometry,  den- 
tistry, mental  health,  etc.  Flexible  hours,  Monday 
through  Friday  with  minimal  call.  Excellent  State 
benefits.  Salary  negotiable.  Submit  a NE  State  appli- 
cation form  to  the  Department  of  Corrections,  801 
West  Van  Dorn,  Lincoln,  NE  68509-4661. 

NEBRASKA  THE  GOOD  LIFE:  VA  Medical  Cen- 
ter, Lincoln,  Nebraska  seeking  an  Internist  or  Family 
Practitioner  for  Ambulatory  Care  Clinic.  This  Center 
is  affiliated  with  two  medical  schools,  offers  a com- 
petitive benefit  plan  and  University  community  re- 
flects quality  living,  Reply  to  Timothy  J.  Judge,  M.D., 
ACOS/Ambulatory  Care,  VA  Medical  Center,  600  S. 
70th  St.,  Lincoln,  NE  68510.  (402)  489-3802,  Ext. 
6253.  English  language  proficiency  required.  EOE. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  IA,  5002 1 , phone  1 -800-729-781 3. 


NEBRASKA/CLINICAL  PSYCHIATRIST:  BC/BE  pre- 
ferred to  join  the  VA  Medical  Center  in  Lincoln, 
Nebraska.  Center  is  affiliated  with  the  University  of 
Nebraska  Medical  Center.  Expanded  compensation 
package  and  relocation  expenses.  Lincoln  offers  a 
university  setting  in  a pleasant  environment.  English 
language  proficiency  required.  EOE.  Please  contact 
F.  E.  Whitla,  M.D.,  Chief,  Psychiatry  Service,  VA 
Medical  Center,  600  S.  70th  St.,  Lincoln,  NE  68510, 
402-489-3802,  Ext.  6620. 

OPPORTUNITIES  AT  BLUE  CROSS  AND  BLUE 
SHIELD  OF  NEBRASKA:  We  have  immediate  con- 
sulting opportunities  for  physicians  with  experience 
preferably  in  Internal  Medicine  or  Family  Practice.  As 
an  Independent  Contractor,  you  would  be  con- 
tacted on  an  as  needed  basis  to  provide  opinions  on 
medical  claims.  We  will  pay  $80.00  per  hour.  If 
interested,  please  call  or  send  your  resume  to: 
Dianna  Wheeler,  Blue  Cross  and  Blue  Shield  of 
Nebraska,  7261  Mercy  Road,  Omaha,  NE  68180,  an 
Equal  Opportunity  Employer. 

OMAHA:  Single  specialty  and  multispecialty  prac- 
tices opportunities  for  BE/BC  family  practice  physi- 
cians. Competitive  compensation  and  full  benefit 
packages  including  relocation  and  fast  track  share- 
holder status.  Enjoy  great  cultural  opportunities  in- 
cluding symphony,  opera,  ballet,  superior  schools, 
and  access  to  two  medical  schools  and  affiliation 
with  Bergan  Mercy  Medical  Center.  Call  Steve  McNeill 
now  at  402-398-6658  or  fax  CV  to  him  in  confidence 
at  402-398-6032. 

PAPILLION:  BC/BE  internist  to  join  two  internists 
in  expanding  multispecialty  group.  Papillion  is  a 
family-oriented  growing  community  with  excellent 
schools,  low  cost  housing,  low  crime  and  only  a short 
commute  to  the  wonderful  cultural  and  recreational 
activities  of  Omaha.  Competitive  compensation,  full 
benefits  including  relocation  and  fast  track  share- 
holder status.  Call  Steve  McNeill  now  at  402-398- 
6658  or  fax  CV  to  him  in  confidence  at  402-398- 
6032. 
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Physicians,  Residents,  and  Medical  Students: 

Do  You  Know  How  to 
Protect  Your  Finances 
Against  HIV? 


FACT> 


HIV  Infection  Puts  You  at 
Financial  as  Well  as  Physical  Risk. 

As  a medical  professional,  you  take  precautions  to  safeguard  yourself  physically  from  the  threat 
of  HIV  infection.  But  have  you  taken  precautions  Financially?  The  inability  to  earn  an  income 
and  the  depletion  of  your  assets  are  two  hurdles  you  would  have  to  overcome  should  you  become 
infected  with  HIV. 

HH  pip.  Traditional  Insurance  Was  Not  Designed  to 
■ llll  I ^ Provide  Financial  Protection  Against  HIV  Infection. 

You  may  have  protected  yourself  with  adequate  amounts  of  life,  health,  and  disability  insurance. 
But  while  each  of  these  coverages  offers  valuable  protection,  none  was  designed  to  protect 
against  the  financial  consequences  of  HIV  infection. 

This  HIV  Indemnity  Plan  is  a 

Solution  to  the  Unmet  Need  for  Financial  Protection. 

This  unique  HIV  Indemnity  Plan  plan  pays  a lump-sum  benefit  upon  first-time  diagnosis  of 
HIV  seropositivity,  giving  you  the  help  needed  to  replace  lost  income,  protect  assets,  and  cover 
the  cost  of  HIV  treatment. 

Request  FREE,  no-obligation  information  about  this  HIV  Indemnity  Plan. 

Complete  and  return  the  coupon  below  or  call  the  AMA  Insurance  Agency  toll-free 
at : 1 -800-458-5736  Monday  — Friday,  9:00  a.m.  — 4:45  p.m.  (Central  Time). 


FACT> 


Co-sponsored  by: 


OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1994. 


V ^ y 

] ^ YES!  1 want  FREE  information  about  how  1 can  protect  my  financial 
' well-being.  1 understand  that  requesting  this  information  places  me 

1 under  no  obligation. 

! ( ) 

i Name 

i 

i 

i 

Business/School  Phone 

i Address 

i 

i 

Specialty  Medical  Education  Number 

/ / 

til# 

[ City  State  ZIP 

i ( ) 

Date  of  Birth  Month  Day  Year 

Please  Check  One:  Q Physician 

This  HIV  Indemnity  Plan 
is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha.  Nebraska 

i Home  Phone 

i 

[ MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
i SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 

_)  Resident 
_|  Medical  Student 

Are  you  a member  of  the 

American  Medical  Association?  _|  Yes  _|  No 

When  you  need  more 
than  just  the  fax... 


The  Ricoh  FAX2500L  laser  facsimile  machine  can  transform  a medium- 
sized office  into  a flexible,  functional,  shared-work  environment.  This  one 
affordable  machine  allows  you  to: 

| | n o a r» 

• Receive  "original  quality"  laser  faxes  on  plain  paper— at  only  6 seconds  per  page 

• Scan  pages  in  seconds,  so  you  don't  have  to  stand  by  the  fax  machine 

• Make  copies 

• With  printer  interface  option,  you  can  even  laserprint  files  from  two  IBM®  PC  or  com- 
patible workstations  N.V.  Ac: 


Save 


s70  now  on  the  purchase  of  the  Ricoh  FAX2500L  with  your  Nebraska 


Medical  Association  membership.  The  Association  will  also 
receive  non-dues  income  from  your  purchase. 


LINTELFAX 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/331-0607 


untv  Medical  Society 

iSSOClM'ON 


t- 


1 

™'StRiul 

Medical  Services 


Specialists  in  Medical 
Liability  Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

For  more  information  contact 
Don  Morgan,  Medical  Marketing  Specialist 
2600  Westown  Parkway 
P.O.  Box  65459 

West  Des  Moines,  Iowa  50265-0459 
800.362.2480 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
contact  your  independent  insurance  agent  or  Don  Morgan. 
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A New  Era  of  Excellence  in  Cancer  Care 


Treating  Cancer  Takes 
Teamwork 


Today,  leading  cancer  experts  are  combining 
sophisticated  treatment  modalities  — surgery, 
chemotherapy  and  radiation  therapy  — with 
increasingly  better  results.  This  type  of  care  requires 
new  levels  of  collaboration  between  surgeons, 
medical  oncologists,  radiation  oncologists, 
radiologists,  pathologists  and  other  health  care 
professionals. 

The  Methodist  Cancer  Center  was  designed  from 
the  ground  up  to  foster  an  interdisciplinary 
approach  to  cancer  care.  In  this  special  setting, 
up  to  two  dozen  doctors  contribute  their 
expertise  and  understanding  of  cancer  care. 
They  confer  weekly  to  develop  comprehensive 
treatment  plans  for  people  who  have  been 
diagnosed  with  cancer. 

Interdisciplinary  care  teams,  composed  of 
specialty  physicians,  oncology  nurses,  pharmacists, 
therapists,  dietitians,  counselors,  social  workers  and 
chaplains  and  guided  by  a medical  oncologist, 
provide  care  at  the  Methodist  Cancer  Center.  They 
coordinate  serv  ices  to  meet  the  patient's  home 
health  care  needs  and  meet  regularly  to  assess 
patient  progress.  The  patient's  primary  physician 
receives  regular  updates  and  participates  in  follow- 
up care. 

For  more  information  on  the  services  available 
through  the  Methodist  Cancer  Center  or  to  refer  a 
patient,  call  the  Physicians’  Priority  Line, 

1 -800-627-6363. 


“The  Methodist  Cancer  Center  will 
enhance  patient  care  by  integrating 
multiple  cancer  treatment  specialists 
and  services  in  a single  location.” 

David  Silverberg,  MD. 
medical  oncologist 

METHODIST 

CANCER  CENTER 

8303  DODGE  ST..  OMAHA,  NE 
Located  adjacent  to  Methodist  Hospital 


Chances  are,  your  next  trauma  patient 
survived  an  accident  like  this. 


^Tianks  to  improved  emergency  medical  care, 
you'll  be  treating  more  patients  who  have  survived 
severe  accidents. 

Surviving  is  one  thing.  Learning  to  walk,  returning 
to  work  or  having  fun  again  is  another. 

With  medical  rehabilitation,  there's  a good  chance 
that  your  patients  can  recover  and  avoid  long  term 
care,  improve  their  quality  of  life  and  save  thousands 
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• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA©  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101  -0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Tie 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Emplover/Group 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Employer/Group 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No.  ol  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUN 

T 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accomt  Number 

Balances 

Payment 

Address 

Accouit  Number 

Balances 

Payment 

Address 

SIGNATURES 

l warrant  I am  19  yearn  of  age  or  older  and  subiect  to  no  legal  disability,  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  expenence  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signatue  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date  Co-Applicant  Signature  Date 


Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR 

Variable  Rate  Informabon 

The  vanable  rate  will  be  determined  by  the  "Prime  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June,  September  and  December  The  credit  card  rate  will 
be  the  "Prime"  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases. 

Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee,  Overlimit  Fee.  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2.  Overtimit  fee  - $1000  and  3.  Returned  check 
fee  — $1500 

The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993.  when  it 
was  pnnted  This  information  may  change  after  the  pnnting  date.  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P.O  Box  7.  Omaha,  NE  68101  -0007  FirsTier4®  Bank,  N A.  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


You’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

Comp  Health  has  thoroughly  credentialed 
Ph.  ysicians  and  allied  health  care 
providers  from  more  than  40  fields  ot 
specialization  available  to  provide  locum 
tenens,  or  temporary,  stalling  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  ol  our 
medical  staff  in  your  practice  or  facility. 
It’s  the  closest  thing  you ’ll  find  to  a risk- 
free way  to  cover  lor  absent  staff 
members,  “try  out ' a potential  new 
recruit,  or  take  care  olyour  patients  while 
you  search  for  a new  full-time  associate. 

Call  us  today  to  arrange  tor  quality  locum 
tenens  coverage,  or  to  discuss  vour 
permanent  recruiting  needs. 

CompHealfh 

Comprehensive  Health  Care  Stafhng 

1-800—153-3030 

Salt  Lake  Cit^-  ■ Atlanta  ■ Grand  Rapids.  Mich. 


AMA  NEWS  NOTES 

AMP  AC  STUDY  DRAWS 
NO  CREDIBLE  CONCLUSIONS 

Findings  of  a recent  report  on  AMPAC  contribu- 
tions do  not  draw  any  credible  conclusions,  said 
AMA  EVP  James  S.  Todd,  MD,  responding  to  an 
article  in  the  current  edition  of  New  England  Journal 
of  Medicine. 

The  report  concluded  AMPAC  contributed  to 
members  of  Congress  who  hold  opposing  views  to 
three  AMA  public  health  issues. 

The  AMA  said  the  study  looked  at  too  narrow  a 
range  of  health  issues  to  be  representative  of  the 
Association's  overall  lobbying  efforts. 

"AMPAC  activities  are  only  one  of  many  lobby- 
ing and  information  programs  conducted  by  the 
AMA,"  Dr.  Todd  said.  PAC  contributions  and  public 
health  funds,  he  pointed  out,  are  actually  two 
different  pools  of  money. 

The  report's  authors,  he  said,  neglected  to  ana- 
lyze "the  broad  range  of  areas  where  the  AMA 
attempts  to  influence  legislation  on  behalf  of  the 
public  and  medical  profession." 

"Interestingly,  the  authors  themselves  raise  seri- 
ous questions  about  the  methodology  and  conclu- 
sions of  their  own  study"  Dr.  Todd  said.  "A  subject 
of  this  complexity  does  not  easily  lend  itself  to  a 
relatively  simplistic  approach." 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C..  5801  South  58th  St.,  Lincoln.  N'E 
68516,  (402)  421-1600. 


...a  promise  to 
defend... 


HERE  ARE  THE  FACTS:  Over  25%  of  America's  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL-  when  the  allegations 
are  frivolous,  or  highly  emotional-  you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


THE 


Medical  Protective  Company 

FORT  WAYNE,  INDIANA 

“Professional ‘Protection  “Exclusively  since  1899 


A+  (Superior)  A.M.Best 


AA  (Excellent)  Standard  and  Poor's 


Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor's  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


Who  do  you 
talk  to  when 
youryoung 
patients  snow 
symptoms  of 
depression? 


Childhood 

Depression 

•Persistent  Sadness 
•irritability 
•Headaches  and/or 
Stomachaches 
•Low  Energy 
•Poor  Concentration 
•Loss  of  Appetite 
•Change  in  Sleep  Habits 
•Indifference  to  Favorite 
Activities 

Not  only  adults  become 
depressed.  Children  and 
adolescents,  too,  can  suffer  from 
this  debilitating  illness.  Early 
diagnosis  and  treatment  are 
essential  to  recovery. 

If  you  have  a patient  you  think 
may  be  suffering  from  childhood 
depression,  call  the  Methodist 
Richard  Young  Consultation  Line. 
A free  service  for  professionals, 
the  consultation  line  can  provide 
you  with  information  and  assist 
with  assessments  and  admitting. 

Call  toll-free  1-800-782-3160. 
In  Omaha  call  536-6300. 

METHODIST  & 

RICHARD  YOUNG 

Mental  Health  Care 


THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT 
MAJ.  LONNY  HOUK 
(913)  491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


PRESIDENT'S  PAGE 


Senator  Kerrey  and  Health  System  Reform 


ROBERT  F.  SHAPIRO,  M.D. 


On  a cold,  sunny  December  Friday  after- 
noon, Senator  Bob  Kerrey,  in  his  words,  "held  a 
conversation  about  health  system  reform"  at 
Lincoln  General  Hospital.  His  audience  included 
a few  medical  staff  physicians,  administrative 
staff,  and  numerous  hospital  employees.  He 
spent  an  hour  making  brief  introductory  re- 
marks and  answering  questions. 

Senator  Kerrey  said  he  did  not  intend  to 
introduce  his  own  version  of  health  system 
reform  even  though,  just  as  with  Clinton's  tax 
legislation,  he  had  serious  concerns  about  as- 
pects of  the  Clinton  proposal.  He  believed  it 
was  the  best  vehicle  to  develop  a definitive 
program  for  health  system  reform,  because 
other  approaches  had  even  more  serious  defi- 
ciencies. 

Questions  from  the  group  were  polite;  his 
answers  general  and  not  intended  to  antago- 
nize the  audience  (similar  to  Hillary  Rodham 
Clinton's  style  of  addressing  the  AMA  House  of 
Delegates  last  June). 

A recurring  theme  in  past  editorials  has  been 
that  underlying  philosophies  and  beliefs  are 
powerful  forces,  which  are  expressed  in  a 
person's  approach  to  problems  and  the  choices 
they  make,  and  I listened  for  ideas  which  might 
reflect  such  values  to  discuss  in  a President's 
Page. 

Senator  Kerrey  did  not  disappoint  me.  I was 
hooked  by  two  of  his  ideas.  Answering  a ques- 
tion about  cost  containment  and  technology, 
he  observed  that  some  years  ago,  an  ophthal- 
mologist required  one  and  a half  hours  to 
perform  cataract  surgery  which  cost  $1500. 
Today  it  takes  fifteen  minutes,  he  was  told,  and 
still  costs  $1500;  he  thought  that  was  wrong. 
Later,  while  discussing  how  to  finance  the  health 
care  system,  he  said  we  should  pay  for  health 
care  based  on  our  ability  to  pay.  Most  proposals 
are  avoiding  progressive  taxes  like  the  plague. 

•Since  Senator  Kerrey's  comments  about 
cataract  surgery  did  not  specify  time  frame  nor 


Robert  F.  Shapiro,  M.D. 

procedural  differences,  I thought  there  was 
more  to  this  issue  than  meets  the  eye. 

• Medically,  were  we  talking  about  the  same 
cataract  procedure?  As  we  know,  cataract  sur- 
gery was  an  inpatient  procedure,  the  patient 
hospitalized  up  to  ten  days,  and  the  head 
immobilized  by  sandbags.  There  were  added 
inpatient  hospital  costs,  which  may  or  may  not 
have  been  greater  than  current  outpatient  facil- 
ity costs.  But  if  you  factor  into  the  equation  that 
with  today's  intraocular  lens  implant,  a person 
may  have  better  vision  than  before  the  cataract 
developed  and  use  glasses  that,  cosmetically 
and  optically  are  far  superior  to  the  "coke  bottle 
bottoms"  which  patients  tolerated;  we  can  ap- 
preciate it  is  a better  procedure  technically  and 
a better  value. 

• Another  consideration  was  maybe  Senator 
Kerrey  knew  that  with  personal  computers, 
VCRs,  or  compact  discs,  when  technology  be- 
comes widespread  and  easierto  produce,  prices 
go  down.  This  does  not  seem  to  occur  with 
medical  procedures,  ignoring  the  fact  that  ser- 
vices and  manufactured  goods  are  not  the 
same. 

• Neither  idea,  technical  issues  or  produc- 
tion costs,  seemed  to  accurately  identify  the 
philosophy  underlying  Senator  Kerrey's  com- 
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ments.  I decided  his  fundamental  idea,  because 
he  emphasized  only  time  to  perform  the  proce- 
dure, must  be  the  "Labor  Value  Theory".  Making 
this  concept  viable  frustrated  central  planners 
in  the  former  Soviet  Union  for  fifty  years.  Ed- 
ward R.  Annis,  M.D.  in  his  new  book  on  our 
health  care  system,  CODE  BLUE,  notes  this 
philosophy  dominates  the  RBRVS. 

Underpinning  the  philosophy  is  the  notion 
that  value  is  totally  tied  to  the  labor  going  into 
production.  While  no  one  argues  that  labor  is 
not  integral  to  the  value  of  a service,  it  is  only 
one  factor.  Carried  to  logical  extreme,  the  as- 
sumption becomes  any  product  or  unit  of  ser- 
vice, by  whomever  produced,  is  the  same  as 
any  other  product  or  unit  of  service;  and  there- 
fore any  difference  in  price  should  only  be  a 
function  of  the  time  required  to  produce  it; 
which  seemed  to  me  to  be  the  essence  of  what 
Senator  Kerrey  was  saying. 

My  purpose  is  notto  impugn  Senator  Kerrey's 
idea,  because,  as  Dr.  Annis  demonstrated,  phy- 
sicians accept  the  "Labor  Value  Theory".  If  we 
didn't  and  truly  believed  in  a free  market,  we 
wouldn't  be  so  concerned  when  prices  of  pro- 
cedures varied  by  ratios  of 4-5  to  1 , nationwide; 
we  would  expect  it. 

We  spend  time,  effort  and  energy  hoping  to 
adjust  RBRVS  values  to  make  them  "fair".  We 
are  coming  to  accept  this  concept  as  a way  of 
flattening  the  physician  income  curve  by  relat- 
ing economic  reward  to  hours  worked.  Toler- 
ance for  differences  related  to  a physician's 
particular  skills,  marketing  abilities,  location, 
luck,  or  liability  has  narrowed  sharply. 

Economic  competition  with  other  physicians 
can  make  us  uncomfortable.  We  are  unhappy 
when  others  charge  less  and  equally  unhappy 
when  others  are  able  to  command  higher  fees. 
In  reality,  we  might  prefer  competing  like  air- 
lines before  deregulation.  Then,  competition 
was  about  providing  value  added  amenities; 
with  basic  services  provided  at  rates,  which  as 
long  as  you  could  generate  passengers,  virtually 
guaranteed  a desired  rate  of  return. 

If  Senator  Kerrey's  thought  is  indicative  of  his 
colleagues'  thinking  and  not  unique  to  him,  we 
might  forecast  that  "time"  will  become  an  even 
more  significant  factor  in  determining  reim- 
bursement for  professional  services.  It  could 
become  critical  to  prove  time  is  only  one  factor 
in  the  cost  structure  of  providing  a service;  and 
to  justify  realistic  valuation  of  other  factors. 


• Funding  health  care  costs  based  on  people's 
ability  to  pay  is  not  a topic  I would  ordinarily 
tackle.  As  physicians,  our  primary  concerns 
relate  to  the  results  of  funding:  access  to  care  for 
our  patients,  free  choice  of  physician,  adequate 
funding  to  insure  that  services  can  be  provided, 
continued  development  of  new  technologies 
and  medicines  to  enable  us  to  improve  care  for 
our  patients,  and  reducing  the  hassle  in  the 
medical  environment.  Funding,  itself,  is  a politi- 
cal issue. 

On  the  other  hand,  as  citizens  as  well  as 
physicians,  much  time  and  energy  were  spent 
at  the  AMA  meeting  in  New  Orleans,  at  times 
heatedly,  discussing  possible  adverse  effects  of 
an  employer  mandate  on  jobs  in  their  commu- 
nities. Ultimately,  action  was  taken  to  broaden 
the  AMA's  flexibility  in  considering  other  financ- 
ing options  while  not  rejecting  employer  man- 
dates, a feature  of  Health  Access  America, 
common  to  it  and  Clinton's  Health  Security  Act. 
In  this  context,  I felt  funding  was  fair  game  for 
discussion. 

Years  ago,  medical  care  was  informally  funded 
based  on  ability  to  pay.  Dr.  Annis  examined  this 
idea  in  CODE  BLUE.  The  poor  were  cared  for 
without  direct  cost  to  them;  but  the  well-to-do 
were  charged  a high  price.  Later,  with  the 
advent  of  health  insurance,  it  was  decided  that 
medical  services  had  definite  values;  and  there- 
fore this  informal  mechanism  was  not  inappro- 
priate. We  moved  to  setting  fees  by  a schedule 
or  by  "usual  and  customary". 

Where  possible,  hospitals  and  doctors 
"shifted"  costs  of  caring  for  the  uncovered  poor 
onto  the  prices  of  services  for  other  patients. 
Medicaid  and  Medicare,  both  expensive  pro- 
grams, provided  funding  for  specific  categories 
of  poor  and/or  the  elderly. 

Today  a major  problem  is  financing  universal 
health  care.  Although  not  delineated  as  a right 
in  the  constitution,  health  care  has  come  to  be 
perceived  as  such.  With  a right  comes  a respon- 
sibility to  fulfill  that  right.  Since  the  government 
can  only  generate  resources  to  fulfill  rights  by 
taxing  citizens  or  mandating  the  allocation  of 
resources,  the  question  can  only  be  who  pays 
and  how  much. 

The  Clinton  Commission  asserted  that,  on 
average,  costs  of  health  insurance  for  the  stan- 
dard package  of  benefits  for  an  individual  would 
be  around  $ 1 800  and  for  a family  in  the  $4300 
range.  Recognizing  that  some  people  use  fewer 
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services  and  others  more,  the  actual  average 
value  of  the  coverage  is  probably  close  to  these 
numbers. 

What  this  means  is  that  because  many  indi- 
viduals or  employers  may  not  be  able  to  cover 
those  costs,  other  Americans  will  need  to  pay 
more.  How  much  more? 

Surveys  done  by  Robert  Blendon  from 
Princeton,  showed  that  people  are  willing  to 
pay  more  than  required  to  fund  their  own 
protection  in  order  to  help  others  who  can't 
finance  their  coverage;  however,  that  extra 
amount  they  are  willing  to  pay  is  finite.  Blendon's 
studies  suggest  that  around  50%  of  Americans 
would  be  willing  to  pay  up  to  $50  a month 
more,  but  no  more. 

Senator  Kerrey  implied  that  current  and  sug- 
gested approaches  were  regressive  and  said  he 
favors  a progressive  approach  like  the  income 
tax,  based  on  ability  to  pay,  and  did  not  specify 


a "cap"  such  as  formerly  existed  on  income 
subject  to  the  Medicare  tax. 

I agree  that  most  of  us  are  willing  to  pay  more 
to  help  those  who  can't  provide  for  themselves, 
but  I believe  that  to  structure  financing  to  shift 
the  costs  to  a small  group  of  higher  income 
taxpayers  will  be  no  more  acceptable  than  were 
the  proposed  taxes  to  fund  the  Medicare  cata- 
strophic coverage,  which  was  a fiasco  several 
years  ago.  I think  this  is  why  most  proposals  look 
to  "premiums"  and  want  to  avoid  the  word 
"taxes"  if  possible. 

Bringing  38.5  million  people  into  the  system 
as  covered  individuals  rather  than  being  ab- 
sorbed as  "shifted  costs"  is  a societal  problem 
and  should  require  everyone  to  assume  a "pro- 
portionate share"  with  a reasonable  cap  and  not 
be  an  open  ended  "progressive  income  tax 
burden".  "Sin"  taxes,  which  recoup  extra  costs 
created  by  poor  lifestyle  choices,  could  also  be 
appropriate. 
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EDITORIAL 


The  Physician  Citizen  and  Politics 


CHARLES  S.  WILSON,  M.D. 


It  has  been  said  that  in  a democratic  society  we 
get  the  government  we  deserve.  There  are  several 
profound  implications  to  this  statement,  one  of 
which  is  if  we  don't  participate  in  the  political 
process  we  should  not  complain  about  the  govern- 
ment the  process  produces.  And  yet  physicians, 
who  individually  and  collectively  have  concerns 
and  frustrations  with  many  aspects  of  government 
as  it  impacts  their  professional  and  personal  lives, 
generally  consider  "politics"  something  foreign  and 
repugnant. 

According  to  Webster's  dictionary,  the  word 
politic  comes  from  the  Greek  politikos.  which 
means  "relating  to  a citizen".  The  physician  is  cer- 
tainly a citizen,  no  less  than  a lawyer,  farmer, 
teacher,  or  businessman.  However,  a quick  view  of 
the  political  process  reveals  a low  level  of  physician 
participation.  Governing  bodies,  from  city  councils 
and  school  boards  to  state  legislatures  and  the 
Congress  of  the  United  States,  have  a paucity  of 
physicians  in  their  membership.  There  is  similar 
under-representation  of  physicians  amongst  the 
political  party  organizations  at  the  county,  state, 
and  national  levels,  and  in  the  campaign  organiza- 
tions of  political  candidates. 

I have  read  that  one-fifth  of  the  delegates  to  the 
last  Democratic  Party  national  convention  were 
teachers  and/or  representatives  of  state  or  national 
teachers'  organizations.  How  many  physicians  were 
delegates  to  either  party's  national  convention?  A 
handful.  The  Nebraska  State  Legislature  has  no 
physician  senators.  The  United  States  Senate  in- 
cludes no  physicians.  The  435  member  U.S.  House 
of  Representatives  includes  only  two  physicians  in 
its  ranks.  And  how  many  lawyers?  How  many 
businessmen  and  farmers?  A bunch. 

The  current  debate  on  health  care  "reform"  is 
being  carried  out  in  state  and  national  legislatures 
which  are  essentially  or  in  fact  devoid  of  physicians. 
The  physicians'  perspective  is  represented  through 
lobbying  efforts  rather  than  active  and  direct  par- 
ticipation in  the  legislative  process.  Think  how 
differently  the  approach  to  health  care  issues  (or 
legal  tort  reform)  might  be  if  the  president  and  a 
substantial  percentage  of  the  congress  were  physi- 
cians rather  than  lawyers.  Or  for  that  matter,  if  one- 
fifth  of  the  delegates  to  either  party's  national 
convention  were  physicians  rather  than  teachers. 

Physician  participation  in  the  political  process  is 


necessary  to  represent  the  physicians'  self-interest, 
a motive  which  clearly  drives  others  such  as  farm- 
ers, teachers,  lawyers,  and  businessmen  to  partici- 
pate. However,  more  importantly,  physicians  bring 
special  knowledge  and  unique  experience  in  health 
related  matters  to  a legislative  process  the  outcome 
of  which  profoundly  impacts  all  citizens. 

Physician  participation  in  politics  and  govern- 
ment can  and  should  be  an  extension  of  our 
professional  responsibility  to  work  for  better  health 
for  the  individual  and  the  public  at  large.  Physicians 
can  bring  a special  perspective  to  the  discussion  of 
issues  such  as  violent  crime,  workplace  safety 
standards,  pollution,  nuclear  waste,  tobacco  subsi- 
dies, child  nutrition,  and  government  paperwork  . 
. . not  to  mention  health  care  "reform". 

Physician  should  get  involved  in  politics  for  the 
public  good  as  well  as  their  own.  But  how?  Money 
of  course  is  an  essential  fuel  for  the  political  pro- 
cess. For  better  or  worse,  that  is  a fact,  and  physi- 
cians should  support  worthy  candidates  financially. 
But  I think  physicians  should  do  more  than  that; 
they  need  to  get  personally  and  actively  involved  in 
the  process. 

We  need  more  physicians  to  seek  and  attain 
political  office  where  they  can  shape  public  policy 
and  laws.  This  usually  involves  considerable  time 
and  effort  as  well  as  financial  sacrifice,  but  the 
satisfaction  can  be  considerable.  Physicians  can 
also  help  identify  and  recruit  good  candidates  for 
public  office  and  give  active  support  and  advice  to 
worthy  candidates.  Physicians  should  serve  on 
campaign  committees  or  campaign  health  care 
advisory  committees.  Physicians  should  serve  in 
political  party  organizations  at  the  county,  state, 
and  national  level.  Physicians  should  make  per- 
sonal acquaintance  with  their  state  senator,  as  well 
as  their  congressperson  and  their  United  States 
senators.  The  physician  should  communicate  his  or 
her  views  to  these  people  by  writing,  or  even 
better,  calling  them  on  important  issues  and  legis- 
lation. A personal  phone  call  or  a direct  personal 
meeting  with  an  elected  representative  is  espe- 
cially effective.  But  how  many  of  us  do  this  on  a 
regular  basis,  or  ever? 

Like  it  or  not,  politics  affect  our  personal  and 
professional  lives  profoundly.  If  you  want  to  influ- 
ence the  outcome  of  the  political  process,  you 
have  to  play  the  game. 
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ORIGINAL  ARTICLE 


Ocular  Amyloidosis 


IRA  A.  PRILUCK,  M.D. 

Division  of  Ophthelmology 
Creighton  University  School  of  Medicine 


OCULAR  amyloidosis  is  an  ex- 
tremely uncommon  oph- 
thalmic disorder.  There  have  been 
less  than  seventy-five  reported  cases  in  the 
world's  literature.  This  ocular  condition  is  char- 
acterized by  vitreous  opacification  due  to  amy- 
loid deposition.  This  paper  reports  a biopsy 
proven  case  of  ocular  amyloidosis  in  an  indi- 
vidual with  hereditary  systemic  amyloidosis. 

The  vitreous  normally  fills  the  posterior  two- 
thirds  of  the  eye.  It  is  an  optically  clear  jel 
consisting  of  99%  water  and  containing  hyalu- 
ronic acid  and  collagen.  With  age,  the  vitreous 
undergoes  a normal  physiological  alteration  re- 
sulting in  shrinkage,  collapse,  and  separation 
from  the  internal  limiting  membrane  of  the  retina. 
Certain  areas  of  the  collapsed  vitreous  body  are 
relatively  opaque,  such  as  the  attachment  to  the 
optic  disc  and  can  cast  shadows  on  the  retinal 
surface  resulting  in  subjectively  observed  "float- 
ers". Vitreal  opacities  can  also  occur  in  certain 
pathological  conditions  including  vitreous  bleed- 
ing, inflammatory  cellular  reaction,  and  from 
neoplastic  cellular  infiltration.  Also  included 
among  vitreous  opacifications  are  non-cellular 
deposition  such  as  asteroid  hyalosis  (calcium 
soaps),  cholesterolosis,  and  amyloidosis. 

Case  History 

The  patient  is  76-year-old  gentleman  of  Polish 
descent  with  a complaint  of  blurred  vision  and 
"floating  specks".  His  family  history  was  signifi- 
cant in  that  his  younger  brother  died  two  years 
earlier  from  primary  systemic  amyloidosis.  No 
other  family  members  were  reported  to  have 
this  malady.  Significant  ocular  findings  included 
best  corrected  visual  acuity  which  was  20/300, 
right  eye  and  20/80,  left  eye.  Bilateral  nuclear 
cataracts  were  present  and  intraocular  pres- 
sures were  normal.  Slit  lamp  biomicroscopy  of 
the  vitreous  cavity  revealed  4+  opacification 
with  amorphous  material  in  the  right  eye  and  2+ 
opacification  in  the  left  eye.  Ophthalmoscopy 
was  severely  compromised  by  a whitish-yellow 
opacified  vitreous.  Ultrasonography  of  the  right 
eye  demonstrated  highly  reflective  material  con- 
sistent with  amyloidosis  and  an  attached  retina 


(Figure  1).  He  had  associated  systemic  findings 
of  peripheral  neuropathy,  enter-opathy,  and  or- 
ganic heart  disease. 

Trans  pars  plana  vitrectomy,  the  surgical  re- 
moval of  the  vitreous,  was  performed  on  the 
right  eye  and  histological  examination  of  the 
vitreous  confirmed  the  diagnosis  of  ocular 
amyloidosis  (Figure  2). 


FIGURE  1 

B-scan  ocular  ultrasonographyat  70  decibels  demon 
strates  opacification  of  the  vitreous  cavity  (arrow) 


Post-operatively,  the  patient's  vision  improved 
to  20/50,  right  eye.  The  patients'  final  visual 
result  was  compromised  by  the  pre-existing 
nuclear  cataract. 

Discussion 

Amyloidosis  is  a systemic  disorder  character- 
ized by  insoluble  extracellular  fibrous  protein 
(amyloid  material)  accumulating  in  body  tissues. 

Friedreich  and  KeKule  described  "amyloid" 
degeneration  in  1859. 2 In  1931,  Magnus-Levy 
reported  the  relationship  between  Bence  Jones 
protein,  multiple  myeloma,  and  amyloidosis.3 
Divry  and  workers  reported  the  histological 
appearance  of  apple-green  birefrigence  when 
amyloid  specimens  were  stained  with  Congo 
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FIGURE  2 

Microscopic  characteristics  of  amyloid  include  an  eosinophilic  homogenous  sub- 
stance stained  with  hematoxylin  and  eosin  (A).  Green  birefringence  occurs  with  Congo 
red  stain  as  viewed  with  a polarizing  microscope  (B).  And  elecronmicroscopy  shows 
fine,  nonbranching  fibrils  measuring  70A  to  90A  in  diameter  (C). 


red  and  viewed  with  polarized  light.4  It  is  this 
histological  observation  which  is  considered 
pathognomonic  for  amyloidosis.  Glenner  and 
workers  reported  the  first  amino  acid  analysis 
confirming  that  amyloid  consists  mainly  of  an 
immunoglobulin  light  chain.5  Kaufman  reported 
the  presence  of  amyloid  in  the  vitreous  in  1 958. 6 

Classification  of  amyloidosis  includes  idio- 
pathic or  primary  amyloidosis.  This  type  has  no 
preexisting  or  associated  systemic  disease  and  is 
made  up  of  light  chains.  This  is  the  most  common 


form  and  may  be  associated  with  multiple 
myeloma. 

Biochemical  analysis  of  the  sub-unit  protein 
composition  is  another  way  to  categorize 
amyloidosis.  In  general,  amyloid  is  basically  not 
a single  disease  entity  but  rather  reflects  protein 
deposition  which  can  occur  in  many  varied 
organ  systems  with  certain  biochemical  compo- 
sitions. Amyloid  deposits  are  often  found  in 
parenchymal  organs  including  spleen,  liver,  ad- 
renal glands,  and  kidneys. 
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Secondary  amyloidosis  is  due  to  amyloid  A 
which  is  most  likely  derived  from  an  acute  phase 
reactant.  This  type  occurs  with  chronic  infec- 
tions or  inflammatory  diseases  such  as  rheuma- 
toid arthritis,  tuberculosis,  or  osteomyelitis.  An- 
other type  is  heredeofamilial  amyloidosis  which 
is  clinically  defined  by  history.  This  type  involves 
ocular  structures  and  is  transmitted  as  an  auto- 
somal dominant  trait.  Ocular  symptomatology 
may  include  blurred  vision,  diplopia,  and 
blepharospasm.  Patients  with  ocular  manifesta- 
tions of  amyloidosis  may  have  anisocoria,  exter- 
nal ophthalmoplegia,  retinal  hemorrhages  and 
exudates,  retinal  amyloid  deposition,  and  vitre- 
ous opacification.  The  onset  of  vitreous 
opacification  may  occur  prior  to  clinically  rec- 
ognizable amyloid  deposition  in  other  organ 
systems.  Vitreous  involvement  is  almost  always 
bilateral  and  results  in  progressive  and  profound 
visual  loss.  The  vitreous  opacification  occurs  in 
a posterior  to  an  anterior  direction.  The  clinical 
findings  of  vitreous  jel  involvement  is  a "glass- 
wool  appearance.67 

Definitive  diagnosis  of  this  systemic  disease 
may  include  rectal  biopsy  to  obtain  tissue  for 
histological  examination  of  needle  aspiration  of 
subcataneous  fat.8  Confirmation  of  ocular 
amyloidosis  is  based  on  histological  examina- 
tion of  a vitreous  biopsy  obtained  from  pars 
plana  vitrectomy  surgery. 

Vitreous  surgery  to  remove  the  diseased  vit- 
reous is  highly  successful  in  restoring  vision  as 
well  as  providing  a means  to  obtain  a pathologi- 
cal specimen  for  a confirmatory  diagnosis.  Con- 
trolled cutting  of  the  vitreous  body  and 
cocommittent  suction  and  replacement  with  a 


balance  salt  infusion  solution  using  automated 
technology  has  made  vitreous  surgery  extremely 
safe  and  highly  efficacious.  Endoillumination  is 
used  at  the  time  of  microsurgery  allowing  high 
manueverability  of  surgical  instrumentation 
within  the  globe.  Ocular  morbidity  is  minimal  in 
vitreous  surgery. 

In  summary.  This  patient  has  heredeofam-ilial 
amyloidosis  with  ocular  complications  of  marked 
visual  loss  from  vitreous  amyloid  opacification. 
Vitreous  surgery  successfully  restored  vision. 

I wish  to  acknowledge  Drs.  David  Katz  and 
Chanda  Bewtra  for  their  assistance  with  the 
pathological  specimens. 
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INTRODUCTION 

SUDDEN  cardiac  death  afflicts 
over  400,000  people  in  the 
United  States  each  year,  most 
commonly  secondary  to  sustained  ventricular 
tachycardia  or  ventricular  fibrillation.1'2  The 
population  at  a greatest  risk  are  those  who  have 
suffered  a recent  myocardial  infarction.  Studies 
indicate  that  mortality  in  this  population  from 
life-threatening  arrhythmias  is  10-15%  over  2 
years.  Therefore,  a challenge  for  the  90's  is  to 
develop  tools  that  can  identify  patients  at  high 
risk  prior  to  sudden  cardiac  death. 

The  signal-averaged  electrocardiogram  ap- 
pears to  be  one  of  the  most  promising  of  those 
tools.  In  brief,  it  is  an  amplified  high  resolution 
composite  of  200  to  400  normal  QRS  signals. 
Signal-averaging  reduces  random  noise  that 
contaminates  the  surface  electrocardiogram. 
The  steps  involved  in  obtaining  signal-averaged 
electrocardiograms  include:  recording,  digiti- 
zation, averaging,  amplification  and  filtering. 
Surface  leads  to  represent  X,  Y,  and  Z axes  are 
recorded.  After  signal  averaging,  the  leads  are 
combined  into  a vector  magnitude  / x2+y2+z2, 
a measure  that  sums  high  frequency  informa- 
tion contained  in  all  leads.  The  process  is  auto- 
mated and  takes  about  1 5 minutes  to  perform. 
(Figure  1) 

Low  amplitude,  high  frequency  signals  (late 
potentials,  arrow,  figure  1)  are  found  in  the 
border  zone  separating  the  scar  of  a previous 
myocardial  infarction  from  normal  tissue.  This 
area  is  composed  of  strands  of  normal  myocar- 
dial tissues  interspersed  with  interstitial  fibrosis 
which  forms  an  insulating  boundary  and  it 
slows  the  fragments  the  wave  of  electrical  de- 
polarization as  it  sweeps  through  ventricular 
myocardium.  Thus,  the  border  zone  appears  to 
be  the  actual  substrate  for  reentry  tachycardia 
and  the  source  of  late  potentials. 

The  definition  and  measurement  of  late  po- 
tentials have  not  been  completely  standardized 
and  are  dependent  on  the  type  of  machines  and 


filters  used.  Representative  criteria  for  an  abnor- 
mal signal-averaged  electrocardiogram  include: 
1)  a filtered  QRS  complex  greater  than  114 
msec,  2)  low  amplitude  terminal  forces  less  than 
20  uV  during  the  last  40  msec  of  the  QRS  and 
3)  the  presence  of  a low  amplitude  (less  than  40 
uv)  high  frequency  signal  (late  potential  greater 
than  38  msec3.  However,  investigators  in  Okla- 
homa4 have  correctly  identified  that  signal-aver- 
aged electrocardiograms  form  a spectrum  and 
should  not  be  simply  classified  as  normal  or 
abnormal  but  should  also  be  placed  in  the 
context  of  diminished  left  ventricular  function 
and  high  grade  ectopy. 

Clinical  Application  of  Signal  Averaging 
After  Myocardial  Infarction 

It  has  been  shown  that  an  abnormal  signal- 
averaged  electrocardiogram  is  present  in  73- 
92%  of  patients  who  have  life-threatening 
arrhythmias  and  prior  myocardial  infarctions.5'6 
In  contrast,  less  than  6%  of  normal  volunteers 
and  7-1 5%  of  patients  with  prior  infarctions  but 
without  sustained  ventricular  tachycardia  have 

A flowchart  showing  a possible  management  strategy  for  a 
patient  with  nonsustained  ventricular  tachycardia  occurring  a 
few  days  after  acute  anterior  myocardial  infarction. 
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FIGURE1 

Signal-averaged  electrocardiogram 


PANEL  A 

Was  taken  from  a normal  patient  with  terminal  QRS  of  high  ampiltude  representing 
normal  ventricular  activation. 


PANEL  B 

Was  taken  from  a patient  with  spontaneous,  sustained  ventricular  tachycardia.  Note 
that  this  vector  does  not  terminate  abruptly  but  rather  has  a ong  period  of  low 
amplitude,  high  frequency  signals  (denoted  by  narrow) 


an  abnormal  signal-averaged  electrocardio- 
gram.7'8 Abnormal  signal-averaged  electrocar- 
diograms are  common  early  post  myocardial 
infarction  (20-50%)  but  the  prevalence  de- 
creases as  the  infarct  heals.  As  you  would 
expect,  late  potentials  are  seen  more  frequently 
in  large  transmural  myocardial  infarctions.  As 
an  isolated  marker  of  sudden  cardiac  deaths, 
the  signal-averaged  electrocardiogram  has  ad- 
equate sensitivity  (66-92%)  and  specificity  (50- 
SI  %).  However,  the  positive  predictive  value  is 
low  (4-29%)9'n  in  short  term  follow  up.  In  other 
words,  a patient  with  an  abnormal  signal-aver- 
aged electrocardiogram  is  at  high  risk,  however, 
the  majority  of  patients  will  be  event-free  during 
1 to  2 years  follow  up.  The  possible  reason  is 
that  these  patients  possess  the  potential  for 
ventricular  tachycardia,  but  without  triggering 
factors,  such  as  premature  ventricular  beats, 
altered  autonomic  tone,  metabolic  and  ischemic 


factors,  life-threatening  ventricular  arrhythmias 
do  not  occur.  This  suggests  that  tests  such  as 
electrophysiologic  testing  may  be  necessary  to 
further  stratify  high  risk  patients.  The  negative 
predictive  value,  however,  is  excellent  (96-99%). 
Further,  both  positive  and  negative  predictive 
values  improve  when  combined  with  left  ven- 
tricular systolic  function  and  presence  of  com- 
plex ventricular  ectopy.  Kuchar  et  al12  found 
that  an  ejection  fraction  less  than  40%, 
nonsustained  ventricular  tachycardia  and  an 
abnormal  signal-averaged  electrocardiogram 
identified  a group  of  patients  with  34  times 
more  likely  to  suffer  an  arrhythmic  event  than  a 
group  who  suffered  a myocardial  infarction  but 
whose  studies  were  more  normal  over  a follow- 
up period  of  14  months.  Only  4%  of  patients 
with  significant  left  ventricular  dysfunction  but 
a normal  signal-averaged  electrocardiogram 
suffered  life-threatening  arrythmias  during  the 
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same  time  frame.  Results  of  multivariate  analy- 
sis'3 show  that  risk  stratification  based  on  high 
resolution  electrocardiogram  is  a powerful  in- 
dependent predictor  of  risk  compared  to  tradi- 
tion risk  factors  such  as  a low  ejection  fraction, 
complex  ventricular  ectopy,  ventricular  aneuysm 
and  multiple  stenosed  coronary  arteries. 

Optimum  Time  to  Acquire  Signal  Averaged 
Electrocardiograms  after  Myocardial  Infarction 

The  optimum  time  after  myocardial  infarction 
for  recording  high  resolution  electrocardiograms 
has  not  been  established.  In  a study  by  El-Sherif 
et  al14,  abnormal  signal-averaged  electrocardio- 
graphy obtained  during  the  acute  phase  of 
myocardial  infarction  (24-48  hours)  did  not 
predict  late  ventricular  tachyarrhythmias.  It  is 
thus  reasonable  to  suggest  that  the  optimum 
time  window  for  obtaining  a signal-averaged 
electrocardiogram  is  between  6 and  14  days 
after  myocardial  infarction. 

Effects  Of  Acute  Revascularization 
On  Late  Potentials 

Various  studies  showed  that  thrombolytic 
therapy  decreased  the  incidence  of  late  poten- 
tials.15-16 Vatterott  et  al1'  evaluated  the  relation- 
ship of  late  potentials  and  infarct  related  artery 
patency  after  acute  myocardial  infarction  and 
found  that  signal-averaged  electrocardiograms 
were  positive  in  only  28%  of  patients  with  an 
open  artery  following  their  first  infarction,  in 
contrast  to  61%  if  a closed  artery  was  found. 
Therefore,  an  open  artery  seems  to  be  an 
important  predictor  of  negative  signal-averaged 
electrocardiograms.  Malik  et  al18  showed  that 
the  presence  of  a closed  artery,  a depressed  left 
ventricular  function  and  a history  of  prior 
infarction  predicted  along  term  risks  of  cardiac 
deaths  and  ventricular  tachycardia,  but  the 
presence  of  late  potentials  was  not  useful.  It 
seems  that  late  potentials  are  associated  to 
artery  occlusion  and  they  do  predict  early  deaths 
with  infarction  related  closed  artery. 

The  effect  of  angioplasty  on  late  potentials  is 
shown  in  a recent  study19  which  indicates  that 
the  incidence  of  late  potentials  markedly  de- 
creases in  patients  with  successful  angioplasty 
after  myocardial  infarction  with  an  occluded 
infarct  artery.  The  mechanism  by  which  the 
signal-averaged  electrocardiography  improves 
is  unclear,  but  may  be  related  to  improvement 
of  ventricular  remodelling  and  prevention  of 
thinning  of  myocardium.  Survival  benefit  is 
unclear  and  a large,  prospective  trial  can  ad- 
dress that  eventually. 


Signal  Averaging  After  Myocardial  Infarction 

A paractial  question  arises  subsequently: 
Should  signal-averaged  electrocardiograms  be 
obtained  on  all  patients  following  myocardial 
infarction?  Currently,  there  are  two  approaches: 
(see  flowchart) 

A.  In  patients  who  have  a large  myocardial 
infarction  (ejection  fraction  less  than  40%) 
especially  if  they  have  nonsustained  ven- 
tricular tachycardia  occurring  a few  days 
after  myocardial  infarction,  a signal-aver- 
aged electrocardiogram  should  be  consid- 
ered. If  the  signal-averaged  electrocardio- 
gram is  positive,  one  may  further  consider 
further  evaluation  such  as  electrophysi- 
ological  studies. 

B.  Another  school  deems  it  necessary  to 
perform  signal-averaging  on  every  patient 
following  myocardial  infarction,  as  the  sig- 
nal-averaged electrocardiography  is  an 
independent  risk  factor  for  future  cardiac 
events  and  a substantial  number  of  pa- 
tients who  die  suddenly  may  not  have 
markedly  diminished  ejection  fraction  or 
abnormal  findings  on  24  hour  ambulatory 
monitor. 

There  are  not  enough  data  in  the  current 
literature  to  support  one  view  over  another. 
Current  ongoing  trials,  like  the  Multicenter 
Unsustained  Tachycardia  Trial  (MUSTT),  may 
be  able  to  give  us  insight  into  this  question  in 
future. 

SUMMARY 

In  conclusion,  signal-averaged  electrocardio- 
graphy is  a useful,  noninvasive  technique  to 
identify  patients  after  myocardial  infarction  at 
risk  for  future  arrhythmic  events,  especially  in 
conjunction  to  existing  tools,  such  as  24  hour 
ambulatory  monitoring,  echocardiography, 
nucleotide  angiography  and  coronary 
angiography.  It  has  a limited  positive  predictive 
value,  but  has  an  excellent  negative  predictive 
value.  The  optimum  time  to  do  signal-averaged 
electrocardiograms  after  myocardial  infarction 
is  unclear,  6 to  1 4 days  after  myocardial  infarction 
has  the  highest  sensitivity.  Time  domain  analysis 
remains  the  most  common  method  used  to 
record  late  potentials.  The  definition  of  late 
potential  and  the  scoring  of  a high  resolution 
electrocardiogram  as  normal  and  abnormal  have 
not  yet  been  resolved.  The  criteria  proposed  by 
the  Task  Force  Committee  of  the  European 
Society  of  Cardiology,  the  American  Heart  As- 
sociation and  the  American  College  of  Cardiol- 
ogy3 (see  introduction)  should  be  observed  at 
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present.  Many  studies  on  signal-averaging  were 
done  in  the  prethrombolytic  era.  In  patients 
who  have  received  thrombolytic  therapy,  the 
positive  predicitve  value  of  signal-averaged  elec- 
trocardiograms has  decreased.  There  are  other 
limitations  in  applying  signal  averaging  tech- 
nique. The  faster  the  ventricular  tachycardia  is 
induced  in  electrophysiological  studies,  the 
shorter  is  the  late  potential.20  Thus,  a faster 
tachycardia  which  causes  sudden  cardiac  death 
may  not  be  detected  by  late  potentials.  The 
management  strategies  for  patients  who  have 
abnormal  signal-averaged  electrocardiograms 
after  myocardial  infarction  have  not  be  defined. 
One  should  note  that  any  management  strat- 
egy has  to  prove  that  it  improves  prognosis. 
More  prospective,  randomized  clinical  trials 
are  required  to  address  these  issues. 
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Is  There  Safety  In  A Home  Delivery? 

BRUCE  E.  TAYLOR,  M.D. 


WITH  the  recent  hearing  at  the 
State  Health  Department 
where  home  deliveries  were  dis- 
cussed, the  legalization  of  home  deliveries  done 
by  lay  midwives  was  addressed.  It  was  vetoed  by 
a vote  of  10  to  1.  There  are  many  variables  that 
were  taken  into  account  including  the  committees 
own  personal  experience  in  making  that  decision. 
It  is  now  up  to  Dr.  Horton  and/or  the  legislature  to 
decide  if  it  will  be  addressed  in  the  upcoming 
legislative  session.  But  what  are  the  facts  that  were 
used  to  make  this  decision?  To  hear  the  propo- 
nents for  lay  midwives,  it  is  a wonder  that  more  of 
us  are  not  doing  home  deliveries  because  it  is 
reported  as  being  safer. 

My  grandfather  used  to  do  home  deliveries 
when  he  practiced  in  West  Point,  Nebraska.  In 
that  time  it  was  easier  to  transport  the  physician  to 
the  home,  than  the  family  or  patient  to  the  hospi- 
tal. He  would  often  take  his  horse  and  buggy  out 
of  town  to  oversee  the  birth.  In  those  days  there 
were  no  monitors  or  IV's  and  little  pain  medicine 
except  alcohol.  As  medicine  and  transportation 
became  more  advanced,  the  women  came  to 
hospitals  to  have  babies  because  they  thought  it 
was  "safer"  in  case  complications  arose. 

Today  we  are  highly  technical  with  multiple 
monitors,  bells  and  whistles  making  sure  that  both 
patients  do  well.  These  improvements  brought 
some  depersonalization  of  medicine  and  many 
women  in  labor  seemed  to  be  ignored.  The  physi- 
cian and  nurse  often  talked  to  each  other  trying  to 
interpret  the  monitor  and  decide  what  was  best  for 
the  patient  and  infant,  usually  not  taking  into 
consideration  what  the  mother  herself  may  have 
desired.  Mothers  in  labor  demanded  less  interven- 
tion and  more  of  a "home"  like  setting  so  that  she 
could  share  the  birthing  experience  with  her  part- 
ner, children  and  friends.  Birthing  rooms  and 
birthing  centers  have  been  the  hospitals  answer  to 
where  patients  could  be  pampered  in  a home-like 
setting  while  making  the  sterile  atmosphere  of  the 
hospital  less  intimidating. 

Now  the  lay  push  back  to  home  is  stronger 
because  of  their  perceived  safety  of  home  deliver- 
ies compared  to  the  high  rate  of  cesarean  delivery 
in  many  of  our  hospitals.  At  home  the  mother  can 


do  what  she  wants  and  there  is  little  medical 
intervention.  It  can  all  be  accomplished  "natu- 
rally". Is  a home  delivery  really  safer  for  the 
mother  and  is  the  infant  at  any  higher  risk?  These 
were  the  premises  that  intrigued  me.  Since  most 
home  deliveries  involve  low-risk  term  pregnan- 
cies, one  needs  to  compare  these  to  hospital  low- 
risk  term  infants. 

Somewhat  ignored  or  bypassed  thoughts  are 
the  following: 

1.  Is  there  a state  mortality/stillborn  rate  for 
term  pregnancies  who  are  low-risk? 

2.  What  is  the  hospitals  infant  mortality  rate 
for  term  pregnancies  excluding  physical 
and/or  genetic  defects  that  are  live  threat- 
ening? 

3.  Are  the  chances  of  having  a live  baby  upon 
admission  to  the  hospital  a guarantee  that 
one  should  have  a live  infant  delivered? 

4.  Do  C-sections  save  lives,  maternal  or  in- 
fant, or  are  the  maternal  complications 
worse? 

5.  What  are  the  number  of  deliveries  done  in 
the  home  by  lay  midwives  and  their  neona- 
tal death  rate? 

6.  Are  we  comparing  apples  to  apples  or  to 
oranges? 

7.  Does  it  really  make  a difference  what  we 
think  or  believe  to  be  the  best  for  the 
mother  or  infant? 

8.  If  banned,  will  home  deliveries  just  go  under- 
ground and  the  problem  still  be  present? 

9.  Would  allowing  Medicaid  patients  the  ad- 
vantage of  a lay  midwife  service  alleviate 
the  problem  of  getting  them  into  medical 
offices,  as  this  is  currently  difficult  at  best? 

1 0.  What  are  the  rights  of  the  infant  in  a home 
delivery? 

These  are  some  of  the  questions  that  should  be 
brought  to  the  legislature  in  the  forthcoming  ses- 
sions. I have  my  bias  and  beliefs  but  the  lay  people 
are  the  ones  that  take  the  time  to  lobby,  because 
we  are  too  busy  in  our  practice  to  push  for  what 
is  safer,  and  take  mother  and  baby  both  into 
perspective.  For  this  reason,  I decided  to  review 
some  of  the  literature  supplied  by  the  proponents 
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of  lay  midwives  that  was  supplied  to  the  health 
department  on  the  midwifery  issue. 

First,  attempting  to  research  home  birth  safety 
is  not  a simple  undertaking.  There  are  many 
variables  that  make  recording  or  data  collection 
almost  impossible.  Most  state  birth  certificates  do 
not  have  an  area  that  indicates  if  this  was  a 
planned  home  delivery,  unexpected  home  deliv- 
ery, or  a home  delivery  transferred  to  the  hospital. 
Other  questions  that  arise  concern  prenatal  care. 
Was  the  infant  delivered  allowed  good  prenatal 
care?  And  what  are  the  qualifications  of  the  person 
attending  the  delivery?  These  statistics  would  be 
an  asset  to  compare  apples  to  apples. 

Second,  when  one  tries  to  compare  neonatal 
mortality  rates  of  home  deliveries  to  hospital  deliv- 
eries, there  is  little  acknowledgment  that  home 
deliveries  were  the  LOW-RISK  women  to  start 
with.  They  are  usually  multiples  (who  usually 
deliver  easier  the  2nd,  3rd  or . . . time).  Thus,  they 
usually  have  a tested  pelvis.  Hospital  deliveries 
also  involve  the  preterm  pregnancies,  multiple 
gestations  and  maternal  complications  that  could 
lead  to  higher  mortality  rates. 

In  regard  to  neonatal  mortality,  in  a combined 
study  of  7,1 1 4 planned/attended  North  American 
Home  Births  the  crude  neonatal  mortality  rate  was 
2.8/1 000,  (which  is  great!).  However  the  rate  for 
the  United  States  in  1 986  was  6.7/1 000  (not  bad). 
However,  the  rate  for  1 , 1 99  planned  home  births 
attended  by  "non  Missouri  Midwives  Association 
midwives  and  others"  was  10/1000  (not  good!).1 
In  Michigan  the  neonatal  mortality  rate  for  infants 
greater  than  2500  grams  born  at  home  during  the 
period  from  1975-1979,  the  average  rate  was 
3.94/1 000  as  compared  to  2.41/1 000  in  the  hos- 
pital population.2  (Hey  this  is  better). 

The  Peel  Report,  presented  in  1970  in  Great 
Britain,  argued  for  100%  hospital  confinement 
and  had  a profound  effect  on  the  number  of  home 
births.  After  this  report,  the  home  birth  rate  dropped 
from  13%  to  1.2%  in  10  years.1  (Maybe  the  English 
do  know  something  about  medical  care.)  It  must 
also  be  argued  that  in  the  British  literature,  home 
birth  statistics  do  NOT  include  those  births  which 
began  as  a home  birth  but  were  transferred  to  the 
hospital  in  labor.  These  transfers  may  falsely  lower 
the  rate  of  home  birth  mortality,  as  such  transfers 
were  associated  with  a much  greater  mortality 
rate.3 

In  Australia,  recent  studies  of  Woodcock  ( 1 990), 
and  Crotty  (1990)  the  perinatal  mortality  rates  of 
planned  home  births  was  1 6.2  and  1 0.1  per  thou- 
sand respectively.  For  low  risk  women  this  is 
markedly  higher  than  one  should  anticipate.1  The 
Netherlands,  is  a country  with  a high  home  birth 


rate  by  midwives.  This  may  not  be  because 
midwifes  are  better.  An  often  ignored  fact  is  that 
Dutch  private  insurance  does  NOT  cover  special- 
ized physicians  unless  there  are  medical  indica- 
tions or  there  is  not  midwife  in  the  district.  If 
patients  want  physician  care,  they  must  pay  for  it 
themselves,  "In  other  words,  the  Dutch  maternity 
care  system  is  midwife-centered."1 

I checked  the  stillborn  rate  on  term  pregnancies 
at  a local  hospital.  There  they  reported  only  one 
term  stillborn  in  the  last  1350  deliveries  (.74/ 
1 000).  This  is  lower  than  what  was  reported  by  lay 
midwife  advocates.  Therefore  it  must  be  safer  to 
deliver  at  a hospital  setting. 

One  last  flaw  perpetrated  on  the  community  is 
that  "midwives  are  sued  less  frequently  than  phy- 
sicians, and  their  malpractice  insurance  costs  less. 
While  the  first  premise  is  true,  it  may  be  related  to 
the  deep  pocket  theory  and  availability  of  insur- 
ance. In  1987  the  average  premium  for  a physi- 
cian delivering  babies  was  $37,000;  for  a midwife, 
malpractice  insurance  cost  $3,500.  This  differ- 
ence greatly  contributes  to  the  lower  cost  of 
midwifery  care."4  In  reality,  it  is  almost  impossible 
to  obtain  independent  malpractice  insurance  for 
lay  midwives,  as  it  is  not  available  for  home 
deliveries.  "Robert  Keszler,  a senior  special  inves- 
tigator for  California's  state  medical  board,  has 
investigated  300  midwife-assisted  births  resulting 
in  dead  or  brain-damaged  babies,  and  he  believes 
that  almost  all  of  them  could  have  been  avoided."6 

I don't  mean  that  there  are  not  good  lay  mid- 
wives out  there,  but  there  must  be  strict  guidelines 
for  medical  care  and  accountability  for  not  follow- 
ing the  rules,  or  the  laws.  I applaud  the  recent 
decision  by  the  Health  Department  recommend- 
ing limitations  on  home  births.  If  a few  people  will 
not  look  out  for  their  own  or  their  unborn  child's 
best  interest,  then  the  State  must  step  in  and  make 
it  safe  to  be  born  in  Nebraska. 
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COMMUNICATION 


Professional  Courtesy  - Ethics  and  the  Law  In  The 
Medical  Treatment  of  Physicians  and  their  Families 

ROBERTS.  LONG,  M.D. 

Associate  Clinical  Professor  of  Internal  Medicine 
University  of  Nebraska  College  of  Medicine 


A majority  of  medical  schools  are  reported  to 
have  one  or  more  courses  in  medical  ethics  and 
a few  continuing  medical  education  courses  or 
meetings  are  reported  to  deal  to  some  extent 
with  medical  ethics  matters.1  However,  there 
appears  to  be  a very  large  number  of  practicing 
physicians  who  do  not  follow  the  old  time  (pre- 
Medicare)  practice  of  professional  courtesy  or 
the  more  recent  opinion  of  the  Council  on 
Ethical  and  Judicial  Affairs  and  the  Council  on 
Constitution  and  Bylaws  of  the  American  Medi- 
cal Association.  It  is  also  noted  that  the  Medi- 
care Regulations  (which  have  the  full  force  of 
Federal  Law)  are  very  specific  about  some 
charging  practices  which  were  formerly  consid- 
ered to  be  purely  courtesy  or  ethical  matters. 

The  ethics,  courtesy  and  legal  aspects  of 
providing  and  charging  for  medical  care  ser- 
vices to  another  physician  and  his  family  need 
to  be  well  understood  by  all  physicians.  Wide- 
spread differences  in  handling  this  matter  among 
physicians  as  a group  and  even  different  meth- 
ods at  different  times  by  the  same  physician 
suggests  that  this  whole  matter  is  not  widely 
understood  and  that  a very  large  number  of 
physicians  are  in  violation  of  courtesy  or  ethical 
standards  and  also  the  law  pertaining  to  the 
matter. 

The  1955  AMA  Code  of  Ethics  is  not  con- 
tained in  the  current  version  of  the  Code, 
published  in  1992  under  the  title  Code  of 
Medical  Ethics:  Current  Opinions  of  the  Coun- 
cil on  Ethical  and  ludicial  Affairs  of  the  Ameri- 
can Medical  Association.  Current  Opinions  does 
not  address  the  issue  of  professional  courtesy, 
defined  as  "the  provision  of  care  to  other  physi- 
cians and  their  families  free  of  charge  or  at  a 
reduced  fee".  However,  the  Council  on  Ethical 
and  Judicial  Affairs  (formerly  the  Judicial  Coun- 
cil) does  have  a policy  on  the  routine  waiver  or 
forgiveness  of  insurance  deductibles  and  co- 
payments. 

The  AMA  h iciples  of  Medical  Ethics  adopt- 
ed  by  the  House  of  Delegates  in  1980  is  a 
revision  of  the  older  Code  adopted  in  1 957  and 


does  not  specifically  address  the  matter  of 
courtesy  or  charging  practices  in  the  care  of 
another  physician  and  his  family  who  are  pa- 
tients. 

Reports  C and  D of  the  Council  on  Ethical 
and  Judicial  affairs  presented  to  the  House  of 
Delegates  at  the  annual  meeting  in  1 993  were 
considered  to  be  informational  and  were  filed, 
as  is  the  custom  with  such  reports.2  The  reports 
do  reflect  policy  and  it  is  expected  that  all 
members  will  comply,  or  follow  the  advice 
given  in  the  opinion. 

Informational  material  from  the  AMA  and 
private  insurance  industry  is  silent  on  the  mat- 
ters of  definition  of  immediate  family  and  also 
how  to  handle  the  charges  (if  any)  in  the  care  of 
a colleague  (and  his  immediate  family)  who  is  a 
partner  or  a member  of  the  same  corporate 
practice  group.  This  may  be  a close  call  for 
some  when  insurance  benefits  are  involved,  as 
they  usually  are.  By  definition,  professional 
courtesy  is  a no  charge.  Insurance  deserves  no 
consideration  here.  Certainly  courtesy  would 
be  ethical  and  legal.  If  there  is  no  charge,  then 
there  is  no  expense  and  if  there  is  no  expense, 
there  is  no  benefit  from  private  or  governmen- 
tal sources.  Providing  medical  care  to  an  asso- 
ciate, his  or  her  spouse  and  family  is  a privilege, 
an  honor  and  a compliment. 

With  respect  to  providing  medical  care  to 
other  physicians  (and  their  immediate  families) 
with  whom  one  is  not  associated  in  practice, 
the  recent  opinions  of  the  AMA,  the  Medicare 
law  and  the  private  insurance  industry  are  in 
general  agreement  as  follows: 

1 . Physicians  generally  should  not  treat  them- 
selves or  members  of  their  immediate 
family  (with  a very  few  obvious  excep- 
tions) for  many  obvious  reasons.3  There  is 
therefor  no  reason  for  charging,  billing 
insurance  companies  or  governmental 
agencies  nor  any  question  of  unethical, 
discourteous  behavior,  or  illegality.  If  a 
charge  is  made  to  an  insurance  company 
or  governmental  agency  in  such  cases, 
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that  would  be  considered  to  be  fraud  and 
legal  prosecution  with  severe  penalties 
could  follow. 

2.  Physicians  may  ethically  and  legally  charge 
other  physicians  and  their  families  for 
medical  care  and  services.  It  is  apparently 
very  widespread  practice  for  the  treating 
physician  to  take  an  assignment  of  insur- 
ance or  Medicare  benefits  in  such  cases 
and  to  accept  the  insurance  or  Medicare 
benefits  as  full  payment  for  the  services. 
This  is  not  legal  for  Medicare  or  private 
insurance  and  is  not  in  accordance  with 
AMA  policy.  Routine  forgiveness  of 
deductibles  and  coinsurance  is  specifi- 
cally addressed  as  being  illegal  by  Medi- 
care law.3 4  The  part  B carrier  has  no  discre- 
tion to  alter  the  regulations.  Deductibles 
and  coinsurance  cannot  be  forgiven  as  a 
professional  courtesy.4  Ordinarily  they  may 
be  forgiven  only  in  cases  of  financial  hard- 
ship or  when  repeated  sincere  efforts  to 
collect  are  unsuccessful.  AMA  Opinions 
clearly  state  that  routine  forgiveness  of 
deductibles  and  copayments  may  be  con- 
sidered fraud  under  federal  and  state  law.2 
Private  insurance  companies  believe  that 
their  contracts  which  call  for  deductibles 
and/or  coinsurance  should  be  enforced 
and  considered  in  the  same  way  as  spelled 
out  more  specifically  in  Medicare  law. 
They  believe  that  waiving  such  payments 
does  not  then  reveal  to  them  what  the  real 
charge  has  been,  that  it  is  often  inflated, 
and  it  adds  significantly  to  the  cost  of 
health  care  coverage,  that  it  encourages 
over-utilization  of  services  and  procedures 
and  is  often  used  as  a ploy  to  attract  more 
patients.5 

3.  Medicare  regulations  regarding  charges 

for  services  provided  to  his  or  her  immedi- 

ate relatives  have  been  sent  to  all  physi- 

cians and  should  be  reviewed  carefully 
again.  If  lost  or  misplaced,  any  Part  B 
carrier  will  provide  a copy  on  request.  In 
general,  an  immediate  relative  is  a spouse, 
child,  sibling,  parent,  grandparent  or  grand- 
child. Also  included  are  the  spouse's  par- 
ents and  siblings  (but  not  the  siblings' 
spouses  and  children).  Medicare  payment 
is  also  excluded  for  care  or  services  to 
patients  who  share  a common  abode  with 
the  treating  physician  as  a single  family 
unit.  Examples  are  full-time  employed,  live- 
in  maids,  butlers  and  chauffeurs.6  Immedi- 


ate relatives  are  not  defined  by  AMA  or 
private  insurance  contracts  but  both  in- 
tend that  physicians  should  follow  the 
Medicare  definitions. 

Almost  all  physicians  carry  some  medical 
insurance.  This  would  be  private  insurance 
prior  to  Medicare  eligibility.  It  could  be  per- 
sonal private/family  insurance,  Association 
group  insurance  such  as  through  AMA,  ACP, 
AAFP,  etc.  or  employer/employee  insurance  in 
a general  or  professional  corporation.  In  all 
cases  the  physician  or  family  patient  should  be 
treated  the  same  as  all  other  patients  in  charges, 
assignment  of  insurance  benefits  and  collection 
of  deductibles  and  coinsurance.  Nearly  all  phy- 
sicians who  become  patients  surely  desire  and 
expect  such  treatment  in  financial  matters. 

Many  physicians  carry  medical  expense  in- 
surance with  a relatively  high  deductible  such 
as  $500  to  1 500  or  even  higher.  Such  coverage 
has  considerably  lower  premiums.  Even  if  the 
usual  and  customary  charges  do  not  reach  the 
deductible  level,  the  physician/family  patient 
should  be  charged  and  billed  and  expected  to 
pay  for  services.  He  will  have  saved  more  than 
enough  in  premiums  over  the  years  to  pay  for 
the  deductibles. 

Many  physicians  do  not  elect  to  take  Medi- 
care Part  B coverage  although  that  is  automatic 
unless  the  physician  notified  Medicare  to  the 
contrary.  Again,  this  does  not  relieve  them  from 
the  responsibility  and  courtesy  of  paying  their 
own  way. 

Most  eligible  physicians  do  have  Part  B cov- 
erage. Professional  courtesy  would  suggest  that 
an  assignment  of  benefits  be  taken  and  a bill 
sent  for  the  deductible  and  coinsurance. 

Many  physicians  carry  Medicare  supplemen- 
tal insurance  of  some  kind  which  will  cover 
most  of  the  deductible  and  coinsurance  charges, 
only  rarely  all  of  them.  Acceptance  of  assign- 
ment of  these  benefits  is  more  optional  as  many 
treating  physicians  do  not  send  statements  to 
secondary  carriers.  It  would  be  a courtesy. 

Many  physicians  and  others  do  not  believe  it 
saves  any  money  and  usually  costs  more  to  pay 
premiums  on  the  supplemental  coverage  than 
to  pay  the  deductible  and  insurance  out  of 
pocket.  Many  examples  could  be  cited.  Some 
people  believe  in  carrying  lots  of  insurance  and 
others  prefer  to  carry  the  minimum.  Certainly 
everyone  should  have  medical  expense  insur- 
ance in  the  catastrophic  range,  above  $2  to  5 
thousand,  for  example. 
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In  general,  it  is  better  not  to  make  any  charge 
or  send  any  bill  for  the  care  of  another  physician 
or  his  family,  QR  make  your  usual  and  custom- 
ary charge.  Accept  assignment  of  benefits  and 
bill  the  patient  for  deductibles  and  coinsurance 
the  same  as  you  do  for  all  other  patients. 

In  general,  do  not  bill  Medicare  or  an  insur- 
ance company  for  taking  care  of  your  family  or 
your  partner’s  spouse  and  family.  That  is  profes- 
sional courtesy  and  will  be  rewarded. 
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EDITOR  S NOTE 

Dr.  Long  was  President  of  AS! M 1968-1969  and  Del- 
egate to  the  AMA  House  of  Delegates  1980-1984.  He  is 
Associate  Clinical  Professor  of  Internal  Medicine  at  the 
University  of  Nebraska  College  of  Medicine  and  a Fellow 
of  the  American  College  of  Physicians.  He  was  Associate 
Medical  Director  and  Consultant  on  Medicare  for  Mutual 
of  Omaha  Insurance  Company  from  1 966  to  1 989.  He  has 
been  in  the  private  practice  of  Internal  Medicine  in  Omaha 
since  1947. 
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ASK  A LAWYER 


1.  When  may  a minor  consent  to  medical 
treatment? 

The  rule  in  Nebraska  is  that  a minor  (per- 
sons under  19  years  of  age)  cannot  give  con- 
sent. A health  care  provider  must  secure  the 
consent  of  the  minor's  parent  or  guardian  be- 
fore providing  treatment.  However,  there  are 
several  exceptions  to  this  rule.  Neb.  Rev.  Stat.  § 
71-504  allows  a minor  to  consent  to  examina- 
tion and  treatment  of  venereal  disease,  includ- 
ing prevention  of  such  a disease,  by  prescribing 
birth  control.  If  the  patient  is  an  emancipated 
minor  (one  who,  although  below  the  age  of 
majority,  has  assumed  the  lifestyle  and  respon- 
sibilities of  an  adult),  they  are  considered  legal 
adults  and  may  consent  to  treatment.  Whether 
or  not  a particular  minor  is  emancipated  is  a 
factual  question  depending  on  the  person's 
age,  maturity,  economic  independence,  gen- 
eral adult  conduct,  and  freedom  from  parental 
control.  Consent  is  also  not  required  when 
emergency  treatment  is  necessary. 

2.  Is  there  an  age  below  which  a patient's 
right  to  confidentiality  may  be  violated 
without  concern  for  legal  consequence? 

Nebraska  statutes  do  not  specifically  distin- 
guish between  minors  and  adults  with  respect 
to  confidentiality.  When  there  is  no  statute  or 
case  that  specifies  who  may  consent  to  release 


of  confidential  medical  information  on  behalf  of 
a minor  patient,  the  treating  physician  should 
follow  the  general  rule  and  secure  consent  from 
the  minor's  parent  or  guardian.  In  cases  when  a 
minor  is  authorized  to  consent  to  treatment, 
such  as  treatment  for  venereal  disease,  it  is  not 
clear  whether  that  minor  can  also  consent  to  a 
release  of  confidential  information.  However,  if 
the  minor  has  been  emancipated  and  is  consid- 
ered a legal  adult,  presumably  he  or  she  could 
consent  to  a release  of  information.  A parent  or 
guardian  stands  in  the  place  of  the  minor  with 
respect  to  confidentiality,  and  thus  the  physi- 
cian should  normally  feel  free  to  discuss  the 
minor's  medical  conditions  with  the  parent  or 
guardian  except  for  the  venereal  disease  excep- 
tion discussed  above. 


★ ★★ 

"Ask  a Lawyer'  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  Jr.  with  the  assistance  of  UNL  College  of  Law 
student  Jane  Evers  of  the  Cline  Williams  office.  Questions  relating 
to  specific  detailed  factual  situations  should  continue  to  be  re- 
ferred to  your  own  counsel. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER  MEDICAL  EDUCAATION 

SUNDAY-FRIDAY,  MARCH  6-11,  1994  — 14th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400. 

MONDAY,  MARCH  14,  1994  — Heartland  Risk 
Reduction  Society  Meeting,  Dinner/Program 
(6:30-9:00  p.m.),  Omaha,  Nebraska.  Target 
Audience:  Health  care  providers  who  treat 
patients  with  atherosclerotic  vascular  diseases. 
Fee:  $10.00. 

1 1 DAYS,  MARCH  14-25,  1994  — Family  Prac- 
tice Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1 100  - two  week  ses- 
sion, $750  - one  week  session,  $1250  - split 
sessions. 

THURSDAY  - SATURDAY,  APRIL  1 4-1 6,  1 994  — 
2nd  Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Marriott  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

11  DAYS,  APRIL  18-29,  1994  — Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1 100  - two  week  ses- 
sion, $750  - one  week  session,  $1250  - split 
sessions. 

THURSDAY-FRIDAY,  JUNE  12-15,  1994  — 
Nuclear  Antigens  as  Targets  for  Cancer  Therapy, 
Red  Lion  Hotel,  Omaha,  Nebraska.  Target  Au- 
dience: Obstetrics  and  Gynecology,  Oncology/ 
Hematology  & Researchers. 

THURSDAY-SATURDAY,  JULY  14-16,  1994  — 
1 994  National  Conference  on  Family  Violence: 
Research  and  Practice,  Holiday  Inn  Centre, 
Omaha,  Nebraska.  Target  Audience:  Multidis- 
ciplinary (health  professionals,  sociologists, 
criminal  justice) 

TUESDAY-FRIDAY,  JULY  1 9-22,  1 994  — Pan  Pa- 
cific Lymphoma  Conference,  The  Ritz  Carlton 


- Mauna  Lani,  Kohala  Coast,  Hawaii.  Target  Au- 
dience: Oncology/Hematology  & Researchers. 

FRI  DAY-SUN  DAY,  AUGUST  19-21,  1994  — Im- 
aging and  Breast  Cancer,  Omaha  Marriott  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Radiolo- 
gists, Primary  Care  Physicians. 

MONDAY-SATURDAY,  SEPTEMBER  1 9-24, 1 994 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska, Target  Audience:  Emergency  Medicine 
Physicians  and  others  who  provide  care  in  the 
ER.  Fee:  $700. 

MONDAY-SATURDAY,  OCTOBER  3-8,  1994  — 
Emergency  Medicine  Review,  Center  for  Con- 
tinuing Education,  UNMC,  Omaha,  Nebraska. 
Target  Audience:  Emergency  Medicine  Physi- 
cians and  others  who  provide  care  in  the  ER. 
Fee:  $700. 

ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT—  Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider and  Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS 
— Provider 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuting  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-5915. 

NEBRASKA  MFDICAL  ASSOCIATION 

ANNUAL  SESSION  - House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 
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CREIGHTON  UNIVERSITY 

MARCH  5-6, 1 994 — Fourth  Annual:  Anesthesiol- 
ogy Conference  - Health  Care  and  Reform  - 
Marriott  Hotel,  Omaha,  NE. 

MARCH  7,  1994  — Obstetrical  Complications  - 
OB  Outreach  Program  at  Offutt  Air  Base, 
Omaha,  NE. 

MARCH  1 2,  1 994  — Colon  and  Rectal  Diseases 
Conference  - Embassy  Suites,  Omaha,  NE. 

APRIL  3-9, 1 994 — Anesthesiology  Review  Course 
- Professional  Seminars  - Orlando,  FL. 

APRIL  4,  1994  — Medical  Complications  - OB 
Outreach  Program  at  Offutt  Air  Base,  Omaha, 
NE. 

APRIL  1 5,  1 994  — Distinguished  Lecture  Series  - 
Henry  J.  Mankin,  M.D.  - St.  Joseph  Hospital 
Seminar  Room. 

APRIL  22-23, 1 994  — Advanced  Laparoscopy  for 
Gynecologists  - St.  Joseph  Hospital  and 
Creighton  University  Campus,  Omaha,  NE. 

MAY  2,  1994  — Abruptio  Placenta  - OB  Out- 
reach Program  at  Offutt  Air  Base,  Omaha,  NE. 

MAY  19-22,  1994  — A Review  of  Orthopaedics 
and  Orthopaedic  Pathology  - Criss  II  Building, 
Creighton  University,  Omaha,  NE. 

MAY  27-29,  1994  — Family  Medicine  Update, 
Okoboji,  IA. 

JUNE  6,  1 994  — Medical  Therapy  of  the  Fetus  - 
OB  Outreach  Program  at  Offutt  Air  Base, 
Omaha,  NE. 

AUGUST  4-8,  1994  — Anesthesiology  Review 
Course  - Professional  Seminars  - Nashville,  TN. 

AUGUST  1 2-1 3, 1 994  — Advanced  Laparoscopy 
for  Gynecologists  - St.  Joseph  Hospital  and 
Creighton  University  Campus,  Omaha,  NE. 

SEPTEMBER,  18-24,  1994  — Anesthesiology  Re- 
view Course  - Professional  Seminars  - Boston, 
MA. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68 1 78. 

MAYO  FOUNDATION 

FEBRUARY  21-25,  1994  - Neurology  in  Clinical 
Practice,  Keystone  Resort,  Keystone,  Colorado. 

Contact:  Postgraduate  Courses,  Section  of  Continuing  Medi- 
cal Education,  Mayo  Foundation,  Rochester,  MN  55905,  Phone: 

Toll  Free  800-323-2688. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

APRIL  15-17,  1994  - 44th  Annual  Postgraduate 
Symposium  on  Anesthesiology,  Ritz-Carlton 
Hotel,  401  Ward  Parkway,  Kansas  City,  MO. 
Sponsor:  Dept,  of  Anesthesiology,  University  of 
Kansas  Medical  Center.  Target  Audience:  An- 
esthesiologists, nurse  anesthetists,  family  physi- 
cians. Fees:  To  be  announced.  Credit:  AMA 
Category  1 of  the  Physician's  Recognition 
Award:  1 6.5  hours  American  Academy  of  Fam- 
ily Physicians:  to  be  announced,  American  As- 
sociation of  Nurse  Anesthetists:  to  be  an- 
nounced, American  Nurses  Association:  to  be 
announced. 

Contact:  Office  of  Continuing  Education,  KU  Medical  Cen- 
ter, 3901  Rainbow  Blvd.,  Kansas  City,  KS  66160-7108. 

OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 

WASHINGTON  UNIV.  SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

THURSDAY-FRIDAY,  APRIL  21-22,  1 994  - Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRI  DAY-SUN  DAY,  JUNE  24-26,  1 994  - Frontiers 
In  Endourology,  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  dayman,  M.D. 

For  further  information  on  any  of  the  above  seminars  contact: 
Continuing  Medical  Education,  Washington  University  School 
of  Medicine,  Campus  Box  8063,  66 0 South  Euclid  Avenue, 
SL  Louis,  Missouri,  63110-1093,  (800)  325-9862  Interstate, 
(314)  362-6893  In  Missouri,  FAX  (314)  362-1087. 

OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 
WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

THURSDAY,  JUNE  17,  1993  • State  of  the  Art 
Clinical  Symposium  on  Allergic  Diseases, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Phillip  E. 
Korenblat,  M.D. 

FRIDAY-SATURDAY,  September  1 0-1 2, 1 993  * 
Frontiers  In  Endosurgery:  Advances  in 
Endourological  Techniques  and  Technology, 
Location:  Washington  University  Medical 
Center,  St.  Louis,  Missouri,  18.5  credit  hours 
AMA  Category  1,  Program  Chairmen:  Ralph 
V.  dayman,  M.D.  and  Elspeth  McDougall, 
M.D. 
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FRIDAY-SATURDAY,  SEPTEMBER  17-18,  1993 
• Physician  Executive  Leadership,  Location: 
Washington  University  Medical  Center,  St. 
Louis,  Missouri,  Program  Chairmen:  Walter 
F.  Ballinger,  M.D.  and  James  Hepner,  M.D. 

SATURDAY,  SEPTEMBER  18,  1993  • Suicide, 
Location:  St.  Louis,  Missouri. 


OCTOBER  6-14,  1993  • Allergy  Abroad:  Hol- 
land and  Brussels,  Program  Chairman:  Phillip 
E.  Korenblat,  M.D. 

THURSDAY-SUNDAY,  NOVEMBER  11-14, 
1993  • Anesthesiology  & The  Geriatric  Pa- 
tient, Location:  St.  Louis,  Missouri. 


WELCOME  NEW  MEMBERS 


James  R.  S.  Froggatt,  M.D. 

Skyview  Medical  Center 
1 10  North  1 6th  Street 
Norfolk,  NE  68701 

Phillip  J.  Haberman,  M.D. 

21 1 West  39th  Street 
Scottsbluff,  NE  69361 

Raymond  W.  Smith,  M.D. 

71  5 N.  St.  Joseph 
Hastings,  NE  68901 

Jill  McTaggart,  M.D. 

Female  Specialists,  Inc. 

2808  S.  80th  Ave. 

Omaha,  NE  68124 

Deborah  Lynn  Manzi,  M.D. 

Creighton  University  School  of  Medicine 
601  N.  30th  St.,  #4700 
Omaha,  NE  68131 

Steven  P.  Wengel,  M.D. 

UNMC  - Psychiatry  Dept. 

600  S.  42nd  St. 

Omaha,  NE  68198-5575 

William  J.  Burke,  M.D. 

UNMC  - 600  S.  42nd  St. 

Omaha,  NE  68198-5575 

Madeleine  R.  MacDonald,  M.D. 

1 09  Q Street 
Omaha,  NE  68137 


Gregory  A.  Brandenberg,  M.D. 

UNMC  - 600  S.  42nd  St. 

Omaha,  NE  68198-2035 

Edward  J.  Mlinek,  M.D.  (reinstated) 
UNMC  - 600  S.  42nd  St. 

Omaha,  NE  68198-1150 

Patricia  A.  Siffring,  M.D. 

Bergan  Mercy  Radiology  Clinic 
7500  Mercy  Rd. 

Omaha,  NE  68124 

Thaddeus  D.  Woods,  M.D. 

Midlands  Community  Hospital  ER 
11111  S.  84th  St. 

Papillion,  NE  68046 

Eric  A.  Bedell,  M.D. 

UNMC  - 600  S.  42nd  St. 

Omaha,  NE  68198-4455 

James  D.  Mayer,  M.D. 

Creighton  Medical  Center  - Florence 
7909  No.  30th  St. 

Omaha,  NE  681 1 2 

David  L.  Olson,  M.D.  (reinstated) 
11819  Miracle  Hills  Dr. 

Omaha,  NE  681  54 

Kenneth  H.  Elson,  Jr.,  M.D.  (reinstated) 
Methodist  Hospital 
8303  Dodge  St. 

Omaha,  NE  68114 
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NEBRASKA  MEDICAL  JOURNAL 
1994  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  dut  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  dr  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1994  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1995. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1994.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310  • Lincoln,  NE  68502 


ADVERTISER  S INDEXi 


Drug/ Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Robert  F.  Shapiro,  M.D.,  Lincoln President 

Frederick  F.  Paustian,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln  Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln  Executive  Director 


names  rv.  rvuigu,  liucuiu nssisiaui  £,iecuuve  uueeiui 

NMA  BOARD  OF  DIRECTORS 

Robert  F.  Shapiro,  M.D Lincoln 

Frederick  F Paustian,  M.D  Omaha 

Chris  C.  Caudill,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Perry  T.  Williams,  M.D Omaha 

Herbert  A Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R Little,  M.D Hastings 

Charles  F.  Damico,  M.D Hastings 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D Nohner,  M.D  , Chairholder Omaha 

David  R Little,  M.D.,  Board  Liaison Hastings 

Garnet  J.  Blatchford,  M.D Omaha 

Susanne  E.  Eilts,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

Kirk  B.  Muffly,  M.D Omaha 

Michelle  B.  Petersen,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison  Omaha 

David  W.  Bouda,  M.D Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P Embury,  M.D Holdrege 

James  A.  Fosnaugh,  M.D Lincoln 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Steven  M.  Lau,  M.D Lincoln 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Richard  A Raymond,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Jeffry  L Strohmyer,  M.D Papillion 

John  C.  Wilcox,  M.D Aurora 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C T Frenchs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

David  L.  Bacon,  M.D.,  Chairholder  Kearney 

Richard  H Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M.D Lincoln 

Sheila  S.  Ecklund,  R.N Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Lawrence  D.  Heimick,  M.D Kearney 

David  A.  Katz,  M.D Omaha 

Royce  A.  Mueller,  M.D Lincoln 

James  R.  Newland,  M.D Omaha 

Sally  O’Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C Bausch,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Richard  A.  Morin,  M.D Lincoln 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

John  F Riedler,  M.D Omaha 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D O Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C Bausch,  M.D  , Chairholder Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairholder Kearney 

Ronald  W Klutman,  M.D  , Board  Liaison Columbus 

Mark  B.  Horton,  M D , Dept  of  Health  Liaison Lincoln 

Bruce  Rowe,  MCH  Liaison Lincoln 


Section  on  Maternal  Mortality  Review 


G.  William  Orr,  M.D.,  Director  Omaha 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Myrna  C.  Newland,  M.D Omaha 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review’ 

Kenton  L.  Shaffer,  M.D.,  Director  Kearney 

Howard  W.  Needleman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D  , Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Norfolk 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  F Riedler,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.  Board  Liaison  Omaha 

Karen  M.  Higgins,  M.D Grand  Island 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairholder Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Paul  E.  Collicott,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Suzanne  H.  Granger,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

John  F.  Riedler,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Patricia  A.  Siffring,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Richard  A Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y Roffman.  M.D Omaha 

Duane  Sherwin,  M.D Norfolk 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

Alan  L.  Worth,  M.D Lincoln 
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AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 


Chris  C.  Caudill,  M.D,  Chairholder Lincoln 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Roger  A.  Jacobs,  M.D Seward 

Luke  P.  Lemke,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Royce  A.  Mueller,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

John  N.  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison  Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

David  H Filipi,  M I) Omaha 

Kiran  Gangahar,  M.D Lincoln 

J.A.  Grubbe,  M.D Lincoln 

Loren  H Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Dale  E.  Michels,  M D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.,  Board  Liaison Omaha 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

A H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  ADVISORY  COMMITTEE  ON 
NURSING  HOME  REGULATIONS 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

James  G.  Carlson,  M.D Lincoln 

James  A.  Fosnaugh,  M D Lincoln 

C T.  Frerichs,  M.D Beatrice 

Robert  G.  Osborne,  M.D Lincoln 

T.  R.  Osborne,  M.D Papillion 

John  C.  Sage,  M.D Omaha 

Susan  G.  Scholer,  M.D Omaha 

NMA  RADIATION  SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Charles  A.  Dobry,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Ronald  W.  Klutman,  M.D Columbus 

Frederick  F.  Paustian,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Joseph  M.  Stavas,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

William  R Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G Bosley,  M.D,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Michelle  B.  Petersen,  M.D Lincoln 

Mylan  R.  vanNewkirk.  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D  , Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Haller,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Robert  F.  Shapiro  M D,  NMA  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D Nohner,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Robert  F.  Shapiro,  M.D.,  NMA  Chairholder  Lincoln 

David  R.  Little,  M I),  Board  Liaison Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D,  Board  Liaison  Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D  , Chairholder Lincoln 

David  R Little,  M.D.,  Board  Liaison Hastings 

Elvin  G.  Brown,  M.D Hastings 

David  R.  Dyke,  M D Lincoln 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 
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The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
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13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 

LINCOLN, 

cont. 

GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTETRICS  ■ GYNECOLOGY  Karen  M.  Higgins,  M..D. 
Barton  0.  Urbauer,  M.D.  John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-94 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


1-402-435-1466 


PROFESSIONAL  OFFICE  BUILDING 
2221  S.  17th  SL,  SUITE  405 
LINCOLN.  NE  68502 


1-800-MED-LINC 


1-95 


The 

o 

/SV  HEART  , , , ; 

CONSULTATIVE 

Center  of  Nebraska 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

PHILLIP  E.  BURKET,  M.D. 

• Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Faidley  P O.  Box  5345  Grand  Island,  NE  68802 

Office  (308)  382-3994  1-800-233-3994  FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-94 

Phone  (402)  466-8259  or  1-800-633-5462  4 ^ 

LINCOLN 


BURN 

CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1-800-995-BURN 
(402)  467-5454 

B-94 


eye. 


f surgical 
: associates 


5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 

(402)  489-8838  (402)  483-7700 

or 


1-800-633-5462 


Larry  W.  Wood,  M.D. 
MaxW.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City.  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville.  Kansas 

12-94 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers.  M.D.,  F.A.C.O.G. 

Dennis L. Hodge, M.D. .F.A.C.O.G.  GregoryW. Heidrick, M.D..  F.A.C.O.G. 

Yvonne  K.  Davenport.  M.D.,  F.A.C.O.G. 

"Board  Certified  in  Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

r—  24  HOURS  - 7 DAYS  A WEEK  — | 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 
URINARY  PROBLEMS 

1 NEW  PATIENTS  WELCOME ' 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-94 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified  or  Board  Eligible 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


I LINCOLN,  cont.  I 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

1919  South  40th  Street 

(402)489-6554 

Suite  300 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-94 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

1 91 9 South  40th  Street  (402)  489-6554 

Suite  300  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-94 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  T rauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL;  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street*  Suite  100*  Lincoln,  NE  68510  11  &* 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 

I P 


•GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-94 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

9-94 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 

Benjamin  R.  Gelber,  M.D. 
LouisJ.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-94 

February  1994  Nebraska  Medical  Journal  19-A 


PHYSICIAN'S  DIRECTORY,  cont. 

| LINCOLN,  cont.  [ 1 LINCOLN,  cont.  1 


pathology 

medical 

services 

pc 


Q 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D O, 
MICHAEIJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.  GAMMEL,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFAN  R.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHNF.  PORTERFIELD.  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1919  South 40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 
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Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-94 


P 


RAIRIfi  SURGICAL 


ASSOCIATES 


John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 


Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-94 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  2221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-94 


UROLOGY,  P.C 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  6851 0 
(402)  489-8888  8.94 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-94 


OMAHA 


|T  jdogy) 

Adult  & Pediatric 

LL^ter.  1 

Urology 

Hal  K.  Mardis,  M.D.,  FAC.S. 

R.  Michael  Kroeger,  M.D.,  FAC.S. 

Harvey  A.  Konigsberg,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  FAC.S. 

H.  Jeoffrey  Deeths,  M.D.,  F.AC.S. 

Certified  American  Board  of  Urology 

• 111S.  90th  Street 

• Satellite  Clinic 

Omaha,  NE  681 14 

Papillion,  NE 

(402)  397-9800 
800-8824770 

3-94 
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OMAHA,  cont. 


Stanley  M.Truhlsen,  M.D..  F.A.C.S. 
C.  Rex  latta.  M.D..  F.A.C.S. 

AFFILIATED 

JohnT.  Ramsell,  M.D..  F.A.C.S. 

Raymond  M.  Crouman,  III,  M.D..  F.A.C.S. 

EYE  PHYSICIANS 

Camilla  R.  Parson.  M.D. 
John  0.  Peters.  M.D. 

& SURGEONS,  P.C. 

Medical  & Surgical  Eye  Care 
Cataract  & Lens  Implant  Surgery 

Laser  Surgery-Retinal  & Vitreous  Surgery 

Cornea  & Anterior  Segment  Surgery 

TWO  LOCATIONS 

210  Regency  Parkway,  Suite  10 
Omaha,  NE  68114 
(402)  391-3131 
FAX  (402)  391-3147 

4242  Farnam  Street,  Suite  247 
Omaha,  NE  68131 
(402)  552-2300 
FAX  (402)  552-2301 

5-94 

Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

3-94 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8552  CASS  ST. 

402-397-7400 

FREMONT  • 415  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 

Asthma  l 

Clinics!  Immunology 


402-563-3379 


NORFOLK- 1300  NEBRASKA  AV. 

402-379-3250 


GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-94 


Eye  Physicians 
Omaha 

4353.  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 

Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 

Michael  A.  Halsted,  M.D. 

Kathryn  E.  Hodges,  M.D. 

11-94 
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Patrick  W.  Bowman,  M.D. 
NEBRASKA  David  N.  Kettleson,  M.D. 

SPINE  Michael  C.  Longley,  M.D. 

SURGEONS,  PC  h ^,;"Dm.d. 

402-397-6661 

9110  West  Dodge  Road,  Suite  290  East 
Omaha,  Nebraska  68114-3359 

8-94 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulder  & Elbow 

CALLS  ANSWERED  24  HOURS 

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-94 

ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  681 24-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  66122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
John  L.  Bluhm 

Administrator  11-94 
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SCOTTSBLUFF 

PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  IOURNAL,  233  So.  13th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full  -time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  IA  50021,  phone  1-800- 
729-7813  or  515-964-2772. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied Family  Physicians  seek  associate  for  this  ''All 
America11  Community  in  west  Central  Nebraska. 
Obstetrics  required.  Send  CV  to:  Gothenburg  Family 
Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902-20th  Street,  Gothenburg,  NE  69138. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies,  electric  exam  table  - 5 com- 
plete sets  of  exam  tables  and  associate  equipment. 
Call  (308)  384-7100,  721  W.  7th,  Grand  Island,  NE 
68801. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  I A,  5002 1 , phone  1 -800-729-781 3. 

IOWA  RIVER  COUNTRY:  Income  above  the  90th 
percentile.  Partnership  after  one  year.  Neurological 
care,  procedures  & opportunity  to  pursue  subspe- 
cialty interests.  Largest  marina  on  the  Missouri  River. 
Semi-pro  sports.  Two  colleges  in  town.  Visual  arts 
center,  symphony,  theater.  Contact  Diane  Safner, 
800-765-3055,  222  S.  Central,  Suite  700,  St.  Louis, 
MO  63105,  FAX  314-726-3009. 


FAMILY  PRACTICE:  Excellent  opportunity  for  BC/ 
BE  family  practitioner  to  join  busy,  well  established 
multi-specialty  clinic.  Share  call  with  eight  FP  part- 
ners, no  ER.  Excellent  benefit  package  includes 
malpractice  insurance,  health  and  life  insurance, 
relocation  expense  and  CME  benefits.  Kearney  is  an 
excellent  University  town  of  30,000,  family  oriented 
with  excellent  schools  and  a strong,  progressive 
economy,  and  a diverse  array  of  recreational  and 
cultural  activities.  For  more  information  contact  Ryan 
Page  at  (308)  237-2141  or  write  to  Kearney  Clinic, 
P.C.,  211  West  33rd  Street,  Kearney,  NE  68848. 

EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  North  Memorial  Medical  Center  primary  care 
network.  Openings  are  available  for:  Family  Practice, 
Internal  Medicine  and  OB/GYN  physicians,  and 
Physician  Assistants.  These  opportunities  offer  stabil- 
ity without  sacrificing  autonomy.  Single  and  multi- 
specialty groups  in  urban,  suburban,  and  semi-rural 
settings.  Teaching  opportunities  with  North/Univer- 
sity of  Minnesota  residency  program.  Competitive 
compensation  structures  and  flexible  schedules  with 
independent  or  hospital  owned  group  practices. 
Immediate  access  to  Minneapolis/St.  Paul  attrac- 
tions. Central  to  Minnesota's  abundant  lakes  coun- 
try. If  you  are  BC/BE  send  your  CV  or  call  in 
confidence:  North  Medical  Programs,  North  Memo- 
rial Medical  Center,  3300  Oakdale  Ave.  North, 
Robbinsdale,  MN  55422-2900.  Nationwide  and 
Canada  1-800-275-4790. 
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Physicians,  Residents,  and  Medical  Students: 

Do  You  Know  How  to 
Protect  Your  Finances 
Against  HIV? 


HIV  Infection  Puts  You  at 
^ Financial  as  Well  as  Physical  Risk. 

As  a medical  professional,  you  take  precautions  to  safeguard  yourself  physically  from  the  threat 
of  HIV  infection.  But  have  you  taken  precautions  financially?  The  inability  to  earn  an  income 
and  the  depletion  of  your  assets  are  two  hurdles  you  would  have  to  overcome  should  you  become 
infected  with  HIV. 


PH  Traditional  Insurance  Was  Not  Designed  to 

■ HU  I ^ Provide  Financial  Protection  Against  HIV  Infection. 

You  may  have  protected  yourself  with  adequate  amounts  of  life,  health,  and  disability  insurance. 
But  while  each  of  these  coverages  offers  valuable  protection,  none  was  designed  to  protect 
against  the  financial  consequences  of  HIV  infection. 


This  HIV  Indemnity  Plan  is  a 

^ Solution  to  the  Unmet  Need  for  Financial  Protection. 

This  unique  HIV  Indemnity  Plan  plan  pays  a lump-sum  benefit  upon  first-time  diagnosis  of 
HIV  seropositivity,  giving  you  the  help  needed  to  replace  lost  income,  protect  assets,  and  cover 
the  cost  of  HIV  treatment. 


Request  FREE,  no-obligation  information  about  this  HIV  Indemnity  Plan. 

Complete  and  return  the  coupon  below  or  call  the  AMA  Insurance  Agency  toll-free 
at : 1 -800-458-5736  Monday  — Friday,  9:00  a.m.  — 4:45  p.m.  (Central  Time). 


Co-sponsored  by: 


. OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1994. 


i 1 


m (3'  ■ ~ \ 

] [_]  YES!  1 want  FREE  information  about  how  1 can  protect  my  financial 
i well-being.  1 understand  that  requesting  this  information  places  me 

1 under  no  obligation. 

i ( ) 

i Name 

i 

i 

i 

Business/School  Phone 

i Address 

i 

i 

Specialty  Medical  Education  Number 

/ / 

J City  State  ZIP 

| ( ) 

Date  of  Birth  Month  Day  Year 

Please  Check  One:  □ Physician 

This  HIV  Indemnity  Plan 
Is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska. 

i Home  Phone 

i 

[ MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
i SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 

□ Resident 

□ Medical  Student 

Are  you  a member  of  the 

American  Medical  Association?  _)  Yes  _J  No 

i i 


When  you  need  more 
than  just  the  fax... 


The  Ricoh  FAX2500L  laser  facsimile  machine  can  transform  a medium- 
sized  office  into  a flexible,  functional,  shared-work  environment.  This  one 
affordable  machine  allows  you  to: 


LIBRARY 


• Receive  "original  quality"  laser  faxes  on  plain  paper— at  only  6 seconds  per  page  1 

• Scan  pages  in  seconds,  so  you  don't  have  to  stand  by  the  fax  machine 

• Make  copies  *y.  j 

• With  printer  interface  option,  you  can  even  laserprint  files  from  two  IBM®  PC  or  com- 
patible workstations 


O $7f  \ now  on  *he  Purchase  of  the  Ricoh  FAX2500L  with  your  Nebraska 

ftJCtVw  /\J  Medical  Association  membership.  The  Association  will  also 
receive  non-dues  income  from  your  purchase. 


LINTELFAX 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/331-0607 


ntv  Medical  Society 
...  JSSL  ASSOCIATION 


^STRjuI 


Medical  Services 


Specialists  in  Medical 
Liability  Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

For  more  information  contact 
Don  Morgan,  Medical  Marketing  Specialist 
2600  Westown  Parkway 
P.O.  Box  65459 

West  Des  Moines,  Iowa  50265-0459 
800.362.2480 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
contact  your  independent  insurance  agent  or  Don  Morgan. 
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A New  Era  Z of  Excellence  in  Cancer  Care 


Treating  Cancer  Takes 
Teamwork 


Today,  leading  cancer  experts  are  combining 
sophisticated  treatment  modalities  — surgery, 
chemotherapy  and  radiation  therapy  — with 
increasingly  better  results.  This  type  of  care  requires 
new  levels  of  collaboration  between  surgeons, 
medical  oncologists,  radiation  oncologists, 
radiologists,  pathologists  and  other  health  care 
professionals. 

The  Methodist  Cancer  Center  was  designed  from 
the  ground  up  to  foster  an  interdisciplinary 
approach  to  cancer  care  In  this  special  setting, 
up  to  two  dozen  doctors  contribute  their 
expertise  and  understanding  of  cancer  care. 
They  confer  weekly  to  develop  comprehensive 
treatment  plans  for  people  who  hare  been 
diagnosed  with  cancer. 

Interdisciplinary  care  teams,  composed  of 
specialty  physicians,  oncology  nurses,  pharmacists, 
therapists,  dietitians,  counselors,  social  workers  and 
chaplains  and  guided  by  a medical  oncologist, 
provide  care  at  the  Methodist  Cancer  Center.  They 
coordinate  services  to  meet  the  patient  s home 
health  care  needs  and  meet  regularly  to  assess 
patient  progress.  The  patient's  primary  physician 
receives  regular  updates  and  participates  in  follow- 
up care. 

For  more  information  on  the  services  available 
through  the  Methodist  Cancer  Center  or  to  refer  a 
patient,  call  the  Physicians’  Priority  Line, 
1-800-627-6363. 


“The  Methodist  Cancer  Center  will 
enhance  patient  care  by  integrating 
multiple  cancer  treatment  specialists 
and  services  in  a single  location.” 

David  Silverberg.  MD. 
medical  oncologist 


& 

METHODIST 

CANCER  CENTER 

8303  DODGE  ST.,  OMAHA,  NE 

Located  adjacent  to  Methodist  Hospital 


Chances  are,  your  next  trauma  patient 
survived  an  accident  like  this. 


^Tianks  to  improved  emergency  medical  care, 
you'll  be  treating  more  patients  who  have  survived 
severe  accidents. 

Surviving  is  one  thing.  Learning  to  walk,  returning 
to  work  or  having  fun  again  is  another. 

With  medical  rehabilitation,  there's  a good  chance 
that  your  patients  can  recover  and  avoid  long  term 
care,  improve  their  quality  of  life  and  save  thousands 
of  dollars. 

For  information  on  referrals  or  admission,  contact 
Darlene  Barker,  RN  at  402-483-9525  or  800-676-5448. 


Madonna  Rehabilitation  Hospital 

5401  South  Street  • Lincoln,  NE  68506 
On-site  family  lodging  available 


Nebraska's  comprehensive  medical  rehabilitation  facility  for  children  and  adults 


Storz 

Cancer  Institute 


Living  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients'  physical, 
emotional,  social  arid  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 


New  Treatment 

Storz  Cancer  Institute  has  installed  the  region’s  first  linear  accelerator  with  a multileaf 
collimator.  This  technology,  along  with  advanced  treatment  planning  capabilities,  will  allow 
Clarkson  radiation  oncologists  to  offer  the  only  conformal  radiation  therapy  services  available 
in  the  region. 

The  idea  of  three  dimensional  conformal  therapy  is  to  deliver  higher  radiation  doses  to 
tumors  while  limiting  the  dose  to  adjacent  normal  tissues.  The  goal  of  this  technology  is  to 
increase  the  likelihood  of  curing  localized  tumors  while  limiting  side  effects  from  radiation 
treatments. 

Storz  Cancer  Institute  has  developed  research  affiliations  with  Christie  Hospital  in 
Manchester,  England,  and  ADAC  Treatment  Planning  Systems  to  further  the  conformal  therapy 
program.  Christie  Hospital  is  considered  one  of  the  leaders  in  multileaf  collimator  conformal 
therapy  technology. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552-3844 
or  call  MD  Source  toll-free  at  I -800-552-5552 . 


CLARKSON 

HOSPITAL 


44th  & Dewey  Avenue  • Omaha,  Nebraska 
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page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8Vfe  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5x7  in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 

Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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Breast  of 
chicken 


Today’s  Pork: 

Compare  it  to  chicken 
for  a healthy  surprise 

You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today’s  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat.  saturated  fat.  cholesterol, 
and  calories.1-2’ 


Calories 

Total 

Fat 

Saturated 

Fatty  Acids  Cholesterol 

Chicken  Breast, 
skinless 

140 

3.0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4.1  g 

1 .4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6. 1 g 

2-2  g 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5  g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

‘Table  refers  to  3-oz,  cooked  servings. 


Nebraska  Pork  Producers  Association 
Attn:  Jane  Kreutz-Reeson 
1222  L Street 
Aurora,  NE  68818 


Best  of 
pork 


New  study: 

Pork  is  now  31%  leaner 


Pork  is  leaner  today  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques. According  to  new  1991  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983.' 


Today’s  pork  fits  well  within  the  dietary  guide- 
lines recommended  by  both  the  American 
Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here’s  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi- 
tional fat  in  preparation. 

1 . US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products.  1991 . 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products.  1979. 
Agricultural  handbook  8-5. 

TODAY’S  PORK 

The  Other  White  Meat 

© 1992  National  Live  Stock  and  Meat  Board  in  cooperation  with  the  National  Pork  Boarc 


YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine  s peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patients  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.* 1’2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 ’3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks  3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10 
References: 

1.  A.  Morales  et  al  , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  , p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A Morales  etal..  The  Journal  of  Urology  128: 

45-47, 1982 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201) 569-8502 

1 -800-237-9083 


AMA  NEWS  NOTES 

SINGLE-PAYER  APPROACH  EMPHASIZES 

COST,  NOT  QUALITY  CARE  IN  REFORM' 

A single-payer  approach  to  system  reform 
would  be  "less  responsive  to  patient  needs,"  the 
AMA  said  at  a Feb.  1 congressional  hearing. 

AMA  Board  Chair  Lonnie  R.  Bristow,  MD, 
shared  this  and  other  AMA  concerns  during  a 
hearing  of  the  subcommittee  on  health  and  the 
environment  of  the  House  Energy  and  Com- 
merce Committee. 

The  panel  looked  at  proposed  single  payer 
legislation,  HR  1200,  known  to  many  as  the 
"McDermott  Bill"  for  its  sponsor  Rep.  Jim 
McDermott  (D,  Wash.). 

His  proposal  to  achieve  universal  coverage 
calls  for  a government-administered  and  fi- 
nanced health  care  system.  It  is  backed  by  the 
largest  voting  bloc  of  House  Democrats,  and  is 
sponsored  in  the  Senate  by  Paul  Wellstone  (D, 
Minn.). 

At  the  hearing,  Dr.  Bristow  said  existing 
government-sponsored  single-payer  systems  too 
often  base  treatment  decisions  on  cost  rather 
than  quality  of  care. 

"While  the  single-payer  approach  would 
achieve  our  goal  of  universal  coverage,  we 
cannot  support  the  strict  global  budgets  and 
price  controls  to  programs  that  hold  patients' 
lives  and  welfare  in  the  balance." 

A private,  market-based  system  would  build 
on  and  improve  the  existing  employer-based 
system.  This,  Dr.  Bristow  said,  is  "a  more  cost- 
effective,  realistic  way  of  achieving  universal 
coverage  and  safeguarding  quality." 

"Our  approach  would  slow  the  rate  of  growth 
in  health  care  spending  by  increasing  competi- 
tion in  the  marketplace,  requiring  employers 
and  insurers  to  offer  people  a choice  of  health 
plans  and  ways  of  financing  care.  It  also  encour- 
ages cost-conscious  patient  decision-making." 

Physicians  will  not  support  reform  proposals 
that  do  not  permit  doctors  to  negotiate  with 
federal  and  state  governments  on  fee  sched- 
ules, patient  care  and  benefits  decisions,  Dr. 
Bristow  said. 

"Our  vision  supports  a negotiated  goals  ap- 
proach in  which  physicians  would  sit  down  at 
the  table  with  state  or  federal  representatives  to 
establish  reasonable  spending  targets  that  ac- 
count for  demographics,  disease,  technology 
and  demand  factors." 

(continued  on  page  10A) 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 
Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  th.;>  L'liii  and  return.  □ INDIVIDUAL  □ JOINT  507 


APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

M 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Employer/Group 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No.  of  yeats 

Home  Phone!  ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
if  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Account  Number 

Balances 

Payment 

Address 

Accouit  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  ol  age  or  older  and  subiect  to  no  legal  disability,  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  mtormation,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  expenence  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date  Co-Applicant  Signature  Date 


Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR. 

Vanable  Rate  Information 

The  vanable  rate  will  be  determined  by  the  “Pnme  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June,  September  and  December  The  credit  card  rate  will 
be  the  "Pnme"  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee.  Overlimit  Fee,  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5  00 
maximum  2 Overlimit  fee  - $1000  and  3.  Returned  check 
fee -$1500 

The  information  about  the  costs  of  the  card  descnbed  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  pnnted.  This  information  may  change  after  the  pnnting  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or,  write  to  us  at  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7.  Omaha,  NE  68101  -0007  FirsTier*®  Bank,  NA,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Clarkson  Medical 
Lecture  Series 

MAY  6, 1994 
8:00  am  - 5:00  pm 

Focus  on  the  Neurosenses: 

A Nuts  and  Bolts  Approach 

Clarkson  Hospital 
Storz  Pavilion 

For  more  information  call 

(402)  552-3039 


AMA  NEWS  NOTES 

(continued  from  page  8A) 

Patients,  he  stressed,  want  physicians  to  work 
as  their  advocates,  "not  under  the  shadow  of  a 
health  plan  that  has  financial  conflict  of  interest 
with  providing  care." 

"Meaningful  choice  will  not  be  realized  if 
cost  pressures  ultimately  force  patients  into 
low-end  managed  care  plans  that  diminish  pa- 
tient choice,  access  to  specialist  care  and  qual- 
ity." 

McDermott  said  he  would  support  the  idea 
of  physician  negotiations  under  a single-payer 
system. 

★ ★ ★ 

CONGRESS  WARNED  THAT  REFORM 

MUST  NOT  HARM  QUALITY  NOR  PA- 
TIENTS 

Physicians  must  have  a larger  role  in  the  new 
health  care  arena  and  direct  involvement  on 
quality-of-care  decisions. 

The  AMA  delivered  that  message  to  a con- 
gressional panel  Feb.  10,  strongly  urging  Con- 
gress to  clarify  antitrust  laws. 

(continued  on  page  1 5A) 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516.  (402)  421-1600. 
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THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT 
MAJ.  LONNY  HOUK 
(913)  491-3701 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


THE  MARK  • Suite  102  • 9290  West  Dodge  Road 
Omaha,  Nebraska  68114  • 402-397-5600 


It  pays  to  trust  your  financial  growth  to  a specialist. 


Not  all  investment  management  services  stack  up  to 
those  offered  by  Cambridge  Advisors  Inc. 

« e « 

Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reflective  of  the 
client’s  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  rf  Casey, 
M D Lincoln,  Counties:  Cass,  Lancaster,  Otoe. 

THIRD  DISTRICT:  Councilor:  Paul  M.  Scott,  MD., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor:  GordonD  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C Bagby, 
M.D,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D Fitch, 
M.D,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISftlCT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Furnas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Kearney,  Phelps,  Red  Wil- 
low, Webster. 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L 
Asher,  M.D.,  North  Platte.  Counties:  Arthur, 
Deuel,  Garden,  Keith,  Lincoln,  Logan, 
McPherson,  Perkins. 

TWELFTH  DISTRICT : Councilor:  Milton  R John- 
son, M.D  , Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


COUNTY 

Adams  

Antelope-Pierce  

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Krmball-Deuel  . 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage  

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Chase 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Platte-Loup-Valley 

Saline  

Saunders 

Scotts  Bluff 

Seward  

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT 

Elizabeth  P.  Rapier,  Hastings  .... 
David  F.  Johnson,  Jr.,  Osmond 

Ed  J.  Pierce,  Alliance 

Jeffrey  P Lee,  Kearney 

Gerald  W.  Luckey,  David  City  ... 

R.  R.  Andersen,  Nehawka 

Calvin  W.  Cutright,  Sidney 

Thomas  Tibbels,  West  Point 

Loren  H Jacobsen,  Broken  Bow 


Carl  Falcone,  Fremont 

Benjamin  Martin,  Wayne 

Murray  Markley,  Loup  City 

Robert  McLellan,  Beatrice 

Lori  A.  Harkins,  Grand  Island  

Lynne  Holz,  Aurora 

Melvin  Campbell,  Ainsworth 

Kaye  B Carstens,  Fairbury 

Berl  Spencer,  Ogallala 

D.  M.  Laflan,  Creighton 

James  A.  Fosnaugh,  Lincoln 

Mark  Nielsen,  North  Platte 

Pradip  Mistry,  Norfolk  

John  C.  Sage,  Omaha 

Tod  Voss,  Pierce 

Margaret  K.  Stockwell,  Gordon  .... 
Dean  R Thomson,  Nebraska  City 

Richard  Cimpl,  Columbus 

Robert  E.  Tuma,  Crete 

Leo  Meduna,  Wahoo 

Kent  Lacey,  Scottsbluff 

Roger  A.  Jacobs,  Seward 

Jeff  Hollis,  Geneva 

Gary  Ensz,  Auburn  

John  Grove,  McCook 

Carole  J.  Weckmuller,  Blair 

Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Phyllis  S Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  Elston,  Alliance 
Clinton  Jones,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  B Dorwart,  Sidney 


N.  Leon  Books,  Broken  Bow 


W.  B Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W Miller,  Ord 
Donald  Weldon,  Beatrice 
Michael  J Horn,  Grand  Island 
Mark  D Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  K Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Wm.  C.  Minier,  Lincoln 
Jeff  MacDonald,  North  Platte 
Richard  P Bell,  Norfolk 
Walter  J.  O'Donohue,  Jr.,  Omaha 
Richard  Bell,  Norfolk 
R.  H Rasmussen,  Chadron 
Paul  R Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E Hansen,  Jr.,  Wahoo 
Paul  Considine,  Scottsbluff 
Richard  M.  Pitsch,  Seward 
Chas.  F Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
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...a  promise  to 
defend ... 


HERE  ARE  THE  FACTS:  Over  25%  of  America's  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL-  when  the  allegations 
are  frivolous,  or  highly  emotional-  you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


THE 


Medical  Protective  Company 

FORT  WAYNE,  INDIANA 

‘Projessivnaf  (Protection  ‘Exclusively  since  1899 


A+  (Superior)  A. M. Best 


AA  (Excellent)  Standard  and  Poor's 


With 

pulmonary 
care, there 
can  be  no 
exceptions. 

Lincoln  Pulmonary  Conference 
April  28-29,  1994 

Nebraska  Center  for  Continuing  Education, 
33rd  and  Holdrege  Streets,  Lincoln 

rwt*  ecause  pulmonary  care  is  so 

I 

£ % intricate,  remarkably  high  per- 
ils 0 formance  is  required  of  you  and 
your  staff.  No  exceptions.  To  continue 
performing  at  that  level,  you  need  a 
conference  where  all  of  you  can  learn 
together. 

The  Lincoln  Pulmonary  Conference  is  an 
exceptional  opportunity  for  you  to: 

■ Continue  your  professional  education. 

■ Share  in  a collaborative  practice  pro- 
gram planned  by  physicians,  nurses, 
and  respiratory  care  professionals. 

■ Receive  new  information  to  help  you 
diagnose  and  treat  pulmonary  patients. 

■ Meet  with  colleagues  in  a relaxed-but- 
focused  atmosphere. 

For  more  information,  call: 

(402)  472-2844 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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AMA  NEWS  NOTES 

(continued  from  page  10A) 

Charles  P.  Duvall,  MD,  a member  of  the 
AMA's  Council  on  Legislation,  testified  before 
the  House  and  Labor  Subcommittee  on  Labor- 
Management  Relations,  charged  with  listening 
to  providers'  perspectives  on  health  system 
reform. 

Dr.  Duvall  warned  that  current  antitrust  laws 
and  enforcement  activities  will  have  a "chilling 
effect"  under  a reformed  health  system  domi- 
nated by  large  corporate  entities  and  govern- 
ment bureaucrats. 

"Physicians  must  be  able  to  compete  with 
major  corporate  players,  who  face  far  fewer 
legal  obstacles  in  forming  health  plans. 

"We  have  the  knowledge  and  training  that 
best  qualifies  us  to  be  accountable  for  decisions 
concerning  the  management  and  delivery  of 
optimal  patient  care." 

Turning  to  medical  education,  Dr.  Duvall 
stressed  concern  over  physician  workforce  is- 
sues. He  targeted  several  reform  proposals  now 
before  Congress  that  seek  to  increase  the  num- 
ber of  primary  care  physicians  and  decrease  the 
number  of  specialists. 

(continued  on  page  94) 


"Ron’s  Rule — I give 
myself  one  week  to 
meet  new  people  and 
start  having  tun  on  a 
locum  tenens 
assignment.  It  hasn’t 
failed  me  yet.  " 

Ron  Richmond,  ML), 
)omed  the 

CompHealth  locum 
tenens  medical  staff 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
of  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  Soft- 
spoken  fora  New  Yorker.  Ron  Richmond  knows... 

It’s  a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1 -800--i53-3030 

Salt  Lake  Cl  tv  ■ Atlanta  ■ Grand  Rapids.  Mich. 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


oui  tmnucii  i^/zion 

April  29  - fflciy  I.  1994 

All  /es/ion/  at  Omaha'/  fflarriott  Hotel 


Imagine  A MedkaKenter 
At  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 

Let  us  show  you  how  Synapse  can 
provide  valuable 
support  for  your  j 4-i  Enter 
patient  practice.  J 

Enter  into  a partnership  - a partnership 
in  patient  management. 

S3TNAPSE 

Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


• Chest  Pain 

• Shortness  of  Breath 

• Choking  Sensation 

• Hot  and/or  Cold  Flashes 

• Hyperventilation 


Panic  attacks  can  be  terrifying; 
symptoms  may  first  mimic  a heart  attack. 
Recurring  panic  attacks  can  disrupt  daily 
life,  often  incapacitating  the  victim.  Most 
people  who  suffer  from  panic  disorders 
respond  well  to  treatment. 

If  you  have  a patient  you  think  may  be 
suffering  from  a panic  disorder,  call  the 
Methodist  Richard  Young  Consultation 
Line.  A free  service  for  professionals,  the 
consultation  line  can  provide  you  with 
information  and  assist  with  assessments 
and  admitting. 

Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 


METHODIST  & 

RICHARD  YOUNG 

Mental  Health  Care 


PRESIDENT'S  PAGE 


Health  System  Reform 


ROBERT  F.  SHAPIRO,  M.D. 


As  your  President,  it  is  both  a challenge  and 
pleasurable  duty  to  write  the  monthly  "President's 
Page."  Generally,  they  have  been  approximately 
1500  word  essays  designed  to  raise  questions 
rather  than  provide  answers.  Because  writing 
does  not  come  easy  for  me,  they  have  required 
significant  time  and  effort.  This  month,  I get  to 
take  a rest.  Here's  how  it  happened. 

During  1991-1992,  Dr.  Philip  Hofshire,  an 
Omaha  pediatric  cardiologist,  was  the  benefi- 
ciary of  a wonderful  opportunity  to  serve  as  a 
Robert  Wood  Johnson  Fellow  in  Health  Policy 
in  Washington  D.C.  where  he  was  able  to 
pursue  his  intense  interest  in  health  policy. 

After  returning  to  Omaha,  he  persuaded  the 
diverse,  knowledgeable  group  of  people  you 
see  in  the  Table  of  Contents,  to  write  those 
articles  about  health  care  reform  covering  both 
the  federal  and  state  perspectives.  (Since  I don't 
think  health  care,  itself,  needs  reform,  I prefer  to 
speak  of  health  system  reform,  but  let's  not 
quibble.) 

At  this  point.  Dr.  Hofshire,  either  sometime 
before  or  just  after  the  articles  were  written, 
approached  Dr.  Gelber,  our  editor,  and  re- 
quested that  the  Journal  devote  an  entire  issue 
to  this  compendium  of  articles  about  health 
care  reform. 

A request  for  an  entire  issue  is  not  simple. 
Your  editor  and  the  medical  association  board 
have  to  decide  if  there  will  be  sufficient  reader 
interest  to  warrant  an  entire  issue,  if  the  extra 
costs  of  this  "fatter  issue"  are  warranted,  and  if 
it  wouldn't  be  wiser  to  "spread  out"  the  material 
over  several  issues  and  still  include  scientific 
articles. 

After  extensive  discussion  and  consideration 
of  all  options,  we  decided  that  the  issue  of 
health  care  reform  is  so  timely,  is  intruding  so 
heavily  on  people's  thoughts,  and  the  articles  of 
such  value,  containing  importantfacts  and  points 
of  view  that  publishing  as  a single  issue  was 
justified. 


Robert  F.  Shapiro,  M.D. 

I have  read  the  articles  several  times.  I pon- 
dered whether  to  attempt  to  critique  them.  I 
decided  against  it.  Dr.  Hofshire  has  provided  an 
excellent  editorial  overview  and  concludes  with 
cogent  remarks  about  the  future  of  health  care. 

The  articles  are  written  by  state  and  federal 
public  officials,  academics,  physicians,  a hospi- 
tal administrator,  planners,  insurance  people, 
and  a policy  person.  Their  articles  are  rich  in 
fact,  express  opinions,  and  reflect  their  biases. 
The  views  expressed  do  not  always  coincide 
with  dominant  physician  viewpoints. 

I have  worked  with  may  of  these  people  on 
panels,  on  committees,  and  in  work  and  study 
groups.  The  articles  have  not  just  been  written 
on  request.  They  are  the  products  of  genuine 
people  providing  their  best  input  to  help  work 
through  an  important  public  issue.  It  is  my  belief 
that  you  will  consider  this  issue  useful  and 
worthwhile.  Go  to  it  Dr.  Hofshire. 
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I.  EDITORIAL  INTRODUCTION 


Introduction 


’PHILIP  J.  HOFSCHIRE,  M.D. 

President  and  CEO 
Great  Plains  Physician  Group 


Dr.  Hofschire  was  a Robert  Wood  Johnson  Fellow  in  Health  Policy  in  Washington,  D.C.  during  1 991-1992.  This  non- 
partisan fellowship  was  initiated  in  1973  to  educate  health  care  providers  in  reform  and  legislative  issues.  Dr.  Hofschire 
is  President  and  CEO  of  the  Great  Plains  Physician  Group. 


INTRODUCTION 

THESE  are  tumultuous  and  anx- 
ious times  for  health  care  pro- 
viders. The  specter  of  reform 
promises  the  dream  of  guaranteed  access  at  a 
low  cost  while  assuring  quality.  While  most  of  us 
who  practice  medicine  would  applaud  such  an 
outcome,  we  have  a genuine  concern  about  the 
type  of  plan,  its  delivery  system,  and  the  mecha- 
nism of  financing. 

In  an  attempt  to  widen  the  knowledge  base  of 
our  association,  The  Nebraska  Medical  lournal 
has  devoted  an  entire  issue  to  health  care  reform. 
We  have  chosen  a wide  variety  of  subjects; 
hopefully,  each  will  reflect  a different  aspect  of 
health  reform.  While  we  would  like  to  be  com- 
prehensive, reform  is  a complex  and  gigantic 
issue;  accordingly,  a lengthy  discussion  was  not 
possible  in  all  articles. 

Governor  Ben  Nelson  has  established  two 
separate  groups  to  formulate  a plan  for  assuring 
health  care  for  Nebraskans.  These  groups,  the 
Blue  Ribbon  Coalition,  and  the  Inter-Agency 
Commission  have  completed  their  individual 
plans  and  will  be  submitting  their  recommenda- 
tions to  the  Governor. 

Senator  Bob  Kerrey  remains  a leader  for  health 
care  reform  in  our  national  government.  His 
views  are  thoughtful  and  his  knowledge  is  sub- 
stantial. He  will  be  an  important  avenue  for  us 
after  formulation  of  either  association  or  indi- 
vidual ideas. 

Finally,  these  articles  are  written  without  politi- 
cal intent;  they  are  not  intended  to  support  or 
debase  any  plan.  They  will  hopefully  be  informa- 
tive and  serve  as  a resource  for  health  issues  that 
affect  our  patients  and  each  of  us  as  providers. 

REFORM  INITIATIVES 

Interest  in  health  care  reform,  both  at  a state 
and  national  level,  has  continued  to  increase. 


This  interest  recently  culminated  in  the  Health 
Security  Act  presentation  by  President  Clinton. 
The  state  of  Nebraska  has  spent  nearly  two  years 
in  the  development  of  their  own  initiatives.  Both 
the  state  and  federal  programs  will  be  discussed 
in  this  section. 

State 

In  January,  1992,  Governor  Ben  Nelson,  in 
response  to  Nebraskan's  concerns  about  health 
costs  and  the  large  increases  in  state  health  care 
spending,  established  two  separate  committees 
to  evaluate  these  issues.  The  Blue  Ribbon  Coali- 
tion to  Study  Health  Care  in  Nebraska  was 
formed  of  a wide  band  of  33  providers  and 
consumers.  The  committee  was  co-chaired  by 
Frank  Barrett  and  Sister  Norita  Cooney. 

The  Inter-Agency  Health  Care  Advisory  Com- 
mittee was  chaired  by  Dr.  Mark  Horton  and 
Senator  Don  Wesley  and  included  representa- 
tives of  the  Departments  of  Public  Institutions, 
Social  Services,  Education,  Insurance  and  Aging. 

The  deliberations  of  the  individual  committees 
were  sent  to  the  Governor  as  a list  of  recommen- 
dations in  October,  1993.  While  it  is  presently 
unknown  whether  there  will  be  continuation  of 
these  task  forces,  Governor  Nelson  seems  intent 
on  developing  a plan  which  is  consistent  with  the 
thoughts  and  needs  of  all  Nebraskans. 

Both  of  the  committees  have  several  common 
characteristics  which  are  also  seen  in  President 
Clinton's  Health  Security  Act.  Access  for  all  Ne- 
braskans, establishment  of  quality  standards  for 
services,  cost  containment,  flexibility  of  choice, 
innovation,  and  reorganization  of  financing  are 


‘Address  correspondence  and  reprint  request  to:  Philip  J. 
Hofschire,  M.D.,  44th  and  Dewey  P.O.  Box  3328,  Omaha,  NE 
68103. 


42  Nebraska  Medical  Journal  March  1994 


all  common  concerns.  The  Blue  Ribbon  Coalition 
developed  a basic,  comprehensive  benefit  pack- 
age, whereas  the  Inter-Agency  Committee  did 
not.  Neither  group  was  specific  on  either  costs  of 
their  plans  or  defined  ways  to  finance  them.  Mr. 
Barrett  will  present  the  Blue  Ribbon  Coalition 
efforts. 

FEDERAL 

The  health  care  reform  package  delivered  by 
President  Clinton  seems  a marriage  of  govern- 
mental regulation  and  free  market  competition. 
While  such  an  approach  tends  to  mollify  most 
groups  in  the  center  of  the  debate,  it  leaves 
groups  desirous  of  single  payer  systems  or  com- 
plete free  market  approaches  without  much 
enthusiasm. 

The  Republican  response  reported  here  is  a 
plan  of  Senator  John  Chafee.  While  it  is  not  the 
only  Republican  proposal,  many  feel  it  is  the 
most  mainline  and  supported  by  the  center  of  the 
Republican  party. 

The  CLINTON  PLAN 
(Health  Securities  Act) 

Universal  Coverage  and  Employer  Mandate 

The  backbone  of  this  plan  is  universal  cover- 
age and  employer  mandating.  Individuals  would 
be  required  to  enroll  in  a regional  plan  and  have 
at  least  80%  of  their  premiums  paid  by  their 
employers.  Those  failing  to  enroll  would  be 
assigned  to  a plan  when  they  access  medical 
care.  Coverage  would  be  guaranteed  to  all  U.S. 
citizens  and  legal  residents  and  could  not  be 
cancelled  because  of  sickness,  loss  of  jobs  or 
moving  to  another  state. 

Insurance  would  be  obtained  through  state 
created  regional  or  corporate  insurance  purchas- 
ing alliances.  Persons  covered  by  Medicare, 
veterans  and  military  personnel,  and  the  Indian 
Health  Service  would  remain  separate,  but  Med- 
icaid recipients  and  federal  and  state  employees 
would  be  included. 

Large  corporations,  with  over  5,000  employ- 
ees, could  form  their  own  "corporate  alliance" 
but  would  have  to  provide  the  same  benefit 
package  that  will  be  approved  by  a national 
benefit  board.  Failure  to  comply  or  a loss  of 
employees  to  below  4,800  would  require  the 
company  to  join  a regional  alliance. 

Benefit  Package 

A benefit  package  will  be  established  by  a 
seven  member  National  Health  Board.  Benefits 
will  include  physician  services,  hospitalization, 
emergency  services,  mental  health,  substance 
abuse  programs,  family  planning,  hospice  home 


care,  outpatient  prescription  drugs,  outpatient 
laboratory  and  rehab  services,  vision  and  hearing 
care,  health  education  classes,  and  preventive 
dental  services  for  children. 

National  Health  Board 

This  seven  member  board  would  be  appointed 
by  the  Presidentand  rival  the  Health  and  Human 
Services  Department  in  power.  The  Board  could 
set  federal  standards  on  quality  and  oversee  the 
creation  and  administration  of  the  regional  alli- 
ances as  well  as  the  states  themselves.  The  Board 
would  interpret  the  benefit  package  and  recom- 
mend changes  to  Congress  and  the  President. 

The  Board  would  calculate  and  enforce  health 
premium  targets  and  have  broad  budgeting  pow- 
ers. It  would  also  establish  baseline  budgets  for 
health  alliances  in  each  state. 

States 

States  must  ensure  access  for  all  citizens  to  an 
approved  health  care  plan.  Each  state  must  have 
at  least  one  regional  alliance  in  place  by  1 997  or 
establish  a single  payer  system  to  be  all  inclusive. 
Medicare  could  be  folded  into  the  alliance  as 
long  as  the  benefit  package  is  not  altered.  States 
can  limit  enrollment  in  high  cost  plans,  set  rates 
for  health  providers,  and  institute  health  planning 
laws. 

States  must  establish  a guaranty  fund  to  pro- 
vide financial  assistance  to  health  providers  if  a 
health  plan  becomes  insolvent. 

Health  Plans 

States  would  qualify  health  planswhich  would 
include  HMO's,  fee  for  service  plans  or  hybrids. 
Each  of  the  latter  two  would  cost  a greater 
amount. 

States  would  follow  federal  rules  to  insure 
solvency.  All  plans  would  follow  national  plans 
that  exclude  plan  termination,  pre-existing  condi- 
tion clauses  or  imposition  of  pre-coverage  wait- 
ing periods.  States  can  force  insurers  to  contract 
with  designated  specialty  providers  and  aca- 
demic centers  of  excellence. 

Malpractice  Reform 

Alliance  approved  health  plans  would  have  to 
establish  new  alternative  dispute  resolution  (ADR) 
models.  Although  patients  would  have  to  submit 
claims  through  thissystem  initially, they  could  go 
to  court  if  unsatisfied.  A pilot  program  will  also  be 
implemented  that  establishes  protection  from 
malpractice  claims  for  those  physicians  that  con- 
form to  established  practice  guidelines. 

Consumer  Empowerment 

Regional  alliances  would  make  public  the  cost 
of  the  individual  health  care  plans  and  develop 
performance  reports  for  each  of  these  plans. 
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Medical  Education 

Federal  funding  of  graduate  medical  educa- 
tion would  be  changed  to  assure  that  50%  of  new 
physicians  will  be  trained  in  primary  care  within 
the  next  5 years.  Health  and  Human  Services 
would  be  responsible  for  establishing  training 
position  levels;  failure  to  comply  would  bring 
denial  of  federal  funding. 

Underserved  Areas 

To  improve  access  in  rural  and  underserved 
areas,  physicians  will  receive  a $ 1 ,000  per  month 
tax  credit  for  the  first  five  years  of  their  practice. 
Nurse  practitioners  and  physician  assistants  would 
receive  credits  of  $500  per  month. 

New  Benefits 

Outpatient  prescription  drug  benefits  for  Medi- 
care recipients  would  be  paid  for  by  limiting 
Medicare  spending  growth  and  imposing  higher 
costs  for  the  elderly  with  high  incomes.  Home 
and  community  based  care  services  for  the 
elderly,  disabled,  and  chronically  ill  will  be  estab- 
lished by  the  year  2000.  This  program  will  have 
premiums  that  are  income  based  and  funded  by 
the  federal  government  with  additional  assis- 
tance from  the  state. 

Medicaid 

Aid  to  Families  with  Dependent  Children 
(AFDC)  and  Supplemental  Security  Income  (SSI) 
recipients  would  receive  coverage  from  the  alli- 
ances. Non-cash  recipients  would  receive  their 
coverage  through  their  employer.  Dispropor- 
tionate share  payments  to  hospitals  that  treat  a 
heavy  volume  of  uninsured  patients  would  be 
halved. 

The  REPUBLICAN  RESPONSE 
Universal  Coverage 

Chafee's  plan  requires  everyone  to  have  insur- 
ance coverage  and  offers  vouchers  to  low-in- 
come  workers  to  buy  it.  While  the  plan  requires 
the  employers  to  offer  workers  insurance,  it  does 
not  mandate  that  employers  pay  for  it.  There 
would  be  creation  of  insurance  pools  to  make 
coverage  more  affordable  to  small  business. 

Benefit  Package 

Insurance  plans  would  be  subject  to  most  of 
the  same  changes  proposed  by  the  Clinton  plan. 
Coverage  would  take  all  applicants  and  guaran- 
tee both  renewability  and  portability.  Premiums 
would  be  risk  adjusted  and  community  rated. 


The  plans  would  offer  a standard  benefit  package 
similar  to  President  Clinton's  plan.  It  would  cover 
all  "medically  necessary"  services,  including  pre- 
scription drugs,  preventive  services,  substance 
abuse  treatment  and  care  for  severe  mental 
illness. 

Health  Benefits  Board 

Similar  to  the  National  Health  Board  in  con- 
cept, it  would  have  markedly  less  power.  The 
Commission  would  be  appointed  by  the  Presi- 
dent and  Congress  and  set  up  a comparable 
benefit  package  to  President  Clinton's  initiative. 
Changes  would  need  congressional  approval  on 
an  annual  up  and  down  vote.  Technology  changes 
could  be  inserted  within  individual  plans  without 
governmental  interference.  All  insured  citizens 
would  receive  a "health  security  card"  similar  to 
the  President's  concept. 

Medicaid 

HHS  would  establish  a federal  payment  based 
on  historical  data  from  Medicaid  files.  There 
would  be  an  end  to  state-federal  matching  and 
the  Medicaid  recipients  could  be  placed  in  man- 
aged care  or  other  approved  state  plans. 

Malpractice  Reform 

Republican  malpractice  reform  centers  on 
mandating  non-binding  alternative  dispute  reso- 
lution and  capping  non-economic  damages.  Pro- 
viders who  follow  approved  practice  guidelines 
would  have  a presumptive  defense  against  mal- 
practice claims. 

The  Republican  plan  is  rather  incomplete  in  a 
variety  of  other  areas.  Many  of  these  areas  will  be 
expanded  in  response  to  the  President's  plan. 

SUMMARY 

There  are  two  major  differences  in  both  plans: 
one,  is  the  mandating  of  employers  to  pay  for  the 
health  care  insurance  of  their  employees  in  the 
President's  plan,  and  two,  the  highly  regulatory 
role  of  the  National  Health  Board  of  the  Clinton 
proposal. 

While  both  plans  have  ideas  for  financing 
regarding  administrative  streamlining,  elimina- 
tion of  waste,  fraud  and  abuse,  malpractice  re- 
form and  decreasing  Medicare  and  Medicaid 
spending,  neither  have  proposed  fiscally  sound 
budgets  on  how  to  realistically  pay  for  universal 
coverage  without  significantly  raising  taxes  on 
the  American  public. 
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I.  EDITORIAL  INTRODUCTION 


Health  Reform:  The  Governor's  Perspective 


‘GOVERNOR  BEN  NELSON 

Stale  Capitol 
Lincoln,  NE  68509 


Governor  Nelson  is  active  in  health  care  reform,  and  at  his  direction,  the  Blue  Ribbon  Commission  and  Interagency 
Commission  were  brought  together  in  order  to  formulate  a plan  for  the  state  in  health  care. 


NOT  unlike  the  rest  of  the  nation, 
Nebraska's  health  care  costs 
continue  to  skyrocket,  eating 
into  the  discretionary  spending  of  the  state,  as 
well  as  our  families'  and  individuals'  pocket- 
books.  And  though  federal  legislation  is  being 
prepared  to  address  problems  in  the  health 
care  industry,  we  are  hopeful  that  the  states  will 
be  afforded  the  opportunity  to  develop  their 
own  plans  for  solving  health  care  problems.  I 
have  long  believed  that  top-down,  federal  man- 
dates rarely  benefit  the  states  and  often  add  to 
the  problems.  We  in  Nebraska  are  best 
equipped,  by  working  together,  to  develop 
solutions  that  will  meet  the  needs  of  providers 
and  citizens. 

We  have  begun  that  process  in  Nebraska.  I 
have  appointed  two  groups  to  evaluate  the 
specific  needs  and  problems  facing  our  citizens 
and  health  care  providers.  Comprised  of  citi- 
zens, health  care  providers  and  state  officials, 
the  groups  have  worked  together  to  identify  the 
uniquely  Nebraskan,  as  well  as  universal  prob- 
lems of  costs,  delivery,  and  access. 

We  know  that  health  care  costs  in  Nebraska 
are  projected  to  increase  by  1 1 8%  by  the  year 
2000.  Out-of-pocket  expenditures  for  health 
care  in  Nebraska  will  increase  at  a similar  rate. 
According  to  1 990  estimates,  Nebraska  ranked 
sixth  in  the  nation  for  per-capita  health  care 
expenditures,  with  almost  1 3%  of  average  fam- 
ily income  spent  on  health  care.  These  are 
alarming  realities  in  a nation  that  already  spends 
more  for  health  care  than  any  other  industrial- 
ized nation. 

Nebraska  is  feeling  the  effects  of  the  health 
care  challenges  as  Medicaid  costs  continue  to 
eat  away  at  our  state  budget.  But  Medicaid 
issues  are  only  a reflection  of  the  increases  in 
costs  and  charges  faced  by  all  citizens.  Health 
care  reform,  whether  it  occurs  at  the  national  or 


state  level,  must  not  only  address  these  in- 
creases, but  also  must  balance  this  issue  with 
access  to  quality  care. 

It  is  estimated  that  about  155,000  Nebras- 
kans under  age  65  (1 1 % of  the  population)  did 
not  have  health  insurance  coverage  during 
1990;  about  20%  of  those  not  covered  were 
children.  Most  people  have  insurance  provided 
to  them  by  their  employers.  But  while  the 
unemployment  rate  in  Nebraska  has  steadily 
declined,  the  percent  of  uninsured  adults  under 
age  65  has  climbed.  Insurers  are  also  forced  to 
make  critical  decisions  as  they  face  the  need  to 
increase  their  customer  base  to  cover  the  in- 
creasing costs  of  claims.  However,  they  must 
do  so  in  a manner  that  is  both  affordable  and 
allows  them  to  remain  solvent. 

Any  Nebraska  solution  must  also  address  the 
issue  of  access  in  rural  communities.  Many  of 
Nebraska's  rural  communities  are  facing  a criti- 
cal shortage  of  health  care  providers.  We  are 
fortunate  to  have  dedicated  health  care  practi- 
tioners in  the  state  who  combat  professional 
isolation.  But  this  is  a difficult  task  in  light  of  the 
lack  of  backup  support  in  case  of  specialized 
emergencies,  and  long  drives  to  emergency 
services  and  health  care  facilities,  both  of  which 
must  be  overcome  while  maintaining  high- 
quality  services.  As  physicians  retire  and  move, 
rural  communities  are  finding  it  more  and  more 
difficult  to  recruit  and  retain  qualified  general 
practitioners  (and  virtually  impossible  to  attract 
specialists).  Even  when  physicians  are  able  to 
establish  viable  practices  in  rural  communities, 
they  often  must  function  without  the  support  of 
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nurses  and  allied  health  professionals.  A few 
examples  of  the  types  of  professionals  for  which 
there  is  severe  need  includes  nurses,  physical 
therapists,  occupational  therapists,  and  radia- 
tion therapy  technologists. 

As  governor,  I recognize  the  physicians'  need 
for  compensation,  quality  of  life,  and  access  to 
medical  facilities.  I also  understand  the  need  to 
encourage  more  general  practitioners  to  locate 
in  our  state.  To  encourage  and  assist  rural  youth 
to  enter  medical  practice  in  rural  communities, 
the  State  funds  the  Rural  Health  Opportunity 


Program  (RHOP)  and  student  loan  programs. 
The  program  is  helping  Nebraska  meet  three 
fundamental  goals:  to  educate  our  children;  to 
provide  opportunities  that  allow  them  to  re- 
main in  their  hometowns  and  rural  communi- 
ties; and  to  help  fill  the  critical  need  for  health 
care  providers  in  rural  Nebraska. 

As  we  continue  to  analyze  health  care  issues 
and  develop  solutions  to  problems  facing  Ne- 
braska, I know  I can  count  on  your  continued 
support  and  constructive  comments  in  meeting 
these  difficult  and  critical  challenges. 
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II.  HEALTH  REFORM  AT  THE  FEDERAL  LEVEL 


Top  10  Irrelevant  Agruments  in  the  Health  Care  Debate 


‘SENATOR  BOB  KERREY 

United  States  Senate 
Washington,  D.C. 


Senator  Bob  Kerrey  is  a junior  senator  from  Nebraska  who  has  been  at  the  forefront  of  national  health  care  reform. 
In  a speech  in  the  Senate  chamber  on  February  8,  Senator  Bob  Kerrey  urged  colleagues  not  to  waste  time  debating 
irrelevant  arguments  in  health-care  reform.  Kerrey  presented  a list  of  his  "Top  1 0 Irrelevant  Arguments  in  the  Health-Care 
Debate."  Among  the  10:  whether  a crisis  exists  in  health  care  (Kerrey  noted  that  "we  do  not  wait  until  the  majority  of 
Americans  suffer  a crisis  to  act"),  and  whether  health-care  reform  should  involve  mandates  (Kerrey  noted  that  mandates 
are  present  in  the  current  health-care  structure).  Kerrey's  remarks  follow. 


MR.  President,  I would  like  to  re- 
spond to  some  statements  made 
earlier  by  the  distinguished  Re- 
publican leader  and  the  distinguished  senior  Sena- 
tor from  New  Mexico.  They  commended  the 
courage  of  Robert  Reischauer,  the  head  of  the 
Congressional  Budget  Office. 

As  the  health  care  debate  heats  up  during  the 
next  several  months,  we  need  to  be  honest  with 
the  American  people.  I have  heard  several  argu- 
ments lately  that  I believe  are  misleading  and  do 
not  contribute  to  an  honest  debate  on  health  care. 
The  arguments  are  irrelevant  and  do  not  begin  to 
solve  the  health  care  problems  facing  our  country. 

I have  collected  these  into  a top  1 0 list  of  irrelevant 
health  care  arguments. 

1.  IS  THERE  A HEALTH  CARE  CRISIS? 

Whether  or  not  there  is  a health  care  crisis  is 
irrelevant.  We  do  not  wait  until  the  majority  of 
Americans  suffer  a crisis  to  act.  If  a constituent 
notifies  me  of  a problem,  I act  on  their  behalf.  For 
example,,  the  mayor  of  Hastings  informed  me  of  a 
problem  with  an  overly  strict  interpretation  of  an 
environmental  regulation.  I did  not  respond  that  I 
could  not  help  him  until  a majority  of  cities  face  the 
same  problem.  For  the  city  of  Hastings,  there  is  a 
crisis  now.  I have  heard  from  many  Nebraskans 
about  health  care  problems.  For  them,  there  is  a 
crisis.  It  does  not  matter  to  them  whether  there  is 
a nationwide  crisis.  They  need  help  now. 

2.  I AM  FOR/AGAINST  MANDATES  TO  PAY 
FOR  HEALTH  CARE. 

This  argument  is  also  irrelevant.  We  already 
have  mandates  in  place  to  pay  for  health  care 
today.  The  idea  that  the  American  people  are 
reading  op-ed  pieces  either  for  or  against  man- 
dates when  I have  an  imposed  3 percent  mandate 
on  wages  now  is  an  indication  of  how  politicians 


have  been  misleading  the  public.  This  mandate  is 
called  the  part  A FICA  Medicare  tax.  Individuals 
and  employers  each  pay  1.45  percent  of  payroll 
to  finance  health  care. 

3.  I AM  AGAINST  NATIONAL  HEALTH  INSURANCE. 

We  currently  have  national  health  insurance. 

And  there  is  a payroll  tax  used  to  fund  it  as 
discussed  in  No.  2 above.  We  call  it  Medicare,  but 
it  is  national  health  insurance.  You  have  to  be  65 
years  of  age  to  qualify.  Understand,  I am  not 
advocating  extending  Medicare  for  everyone,  but 
for  politicians  to  stand  up  and  say  they  are  against 
national  health  insurance,  while  supporting  Medi- 
care, is  a very  misleading  argument.  It  makes  it 
difficult  for  us  to  reach  the  correct  solution  to  the 
health  care  problem. 

4.  I AM  AGAINST  USING  BROAD-BASED  TAXES 

FOR  HEALTH  CARE. 

Although  the  authors  of  virtually  all  the  health 
reform  plans,  including  President  Clinton,  have 
proclaimed  their  opposition  to  using  broad-based 
taxes  to  pay  for  health  care,  the  fact  is  we  are 
already  using  broad-based  taxes  to  pay  for  health 
care.  We  need  to  tell  Americans  that  fully  30 
percent  of  their  income  taxes  are  being  used  to 
finance  Federal  health  care  spending.  Not  only 
are  individual  income  taxes  being  used,  but  cor- 
porate income  tax,  payroll  taxes,  and  property 
taxes  finance  health  care  today.  By  stating  that  we 
don't  want  to  use  broad-based  taxes  to  pay  for 
health  care,  we  are  avoiding  a very  important 
question.  How  are  we  going  to  pay  the  bills? 
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5.  I DO  NOT  PAY  FOR  HEALTH  CARE  TODAY 

Many  individuals  and  companies  believe  that 

they  do  not  pay  for  health  care  today  simply 
because  they  do  not  purchase  insurance.  In  real- 
ity, as  I already  discussed,  because  a great  amount 
of  tax  dollars  are  used  to  pay  for  health  care, 
everyone  is  paying  for  health  care  today.  We  need 
to  have  an  honest  discussion  on  how  we  should  be 
paying  for  health  care  so  that  everyone  under- 
stands how  much  and  in  what  manner  they  are 
paying. 

6.  I AM  AGAINST  A GOVERNMENT  TAKE 
OVER  OF  HEALTH  CARE. 

As  is  made  clear  by  argument  No.  4,  there  is 
already  substantial  Government  involvement  in 
health  care.  The  Government  paid  $450  billion 
out  of  the  $700  billion  of  non-out-of-pocket  health 
care  expenditures  in  the  United  States  in  1993. 
The  question  we  should  be  debating  is,  What  is  the 
proper  role  for  the  Government?  That  is  the  ques- 
tion we  need  to  address. 

7.  UNINSURED  AMERICANS  ARE  CAUSING  THE 

HEALTH  CARE  PROBLEM. 

We  should  not  be  focusing  on  the  problem  of 
the  uninsured  — the  problem  is  that  health  care 
costs  have  risen  to  a point  where  you  have  to  be 
insured  for  routine  health  services.  The  best  ex- 
ample for  me  is  that  in  1 974  and  in  1 976  when  my 
children  were  born,  I paid  for  the  costs  out-of- 
pocket.  I did  not  have  to  be  insured  to  have  a baby. 
It  now  costs  $6,500  for  a 2-day  normal  delivery  of 
a baby  in  Nebraska.  The  median  family  income  in 
Nebraska  is  $18,000  per  year  — therefore  it  is  a 
financial  catastrophe  to  have  a baby  in  Nebraska 
without  health  insurance.  The  problem  is  that  the 
cost  of  health  care  has  grown  to  a point  where 
people  of  average  means  live  in  constant  terror 
that  they  will  have  to  encounter  the  health  system. 
It  is  not  just  pre-existing  conditions,  it  is  not  just  the 
lack  of  portability,  it  is  that  the  overall  costs  of 
health  care  have  become  extreme. 

8.  REFORMING  THE  HEALTH  CARE  SYSTEM 

WILL  CAUSE  RATIONING. 

There  is  already  rationing  in  today's  health  care 
system.  The  hardest  thing  we  have  to  deal  with  in 
health  care  is  that  at  some  point  we  ration  care. 
There  are  very  few  Americans  that  can  afford  the 
$175,000  that  it  costs,  on  average,  to  receive  a 
bone  marrow  transplant  for  breast  cancer.  I heard 
earlier  this  week  from  clinical  researchers  and 
oncologists  that  rationing  already  exists  when  it 
comes  to  patients  receiving  the  newest  treat- 
ments. Both  patients  and  insurers  have  to  face  the 
reality  that  certain  procedures  and  treatments  are 
very  expensive  a cannot  be  given  to  everyone. 
What  we  need  to  c iate  is  how  to  set  up  a system 


where  the  resources  are  allocated  in  the  fairest, 
most  humane  way. 

9.  I SUPPORT  A PRICE  COMPETITIVE  HEALTH 

CARE  MARKET. 

Many  today  argue  that  the  country's  health  care 
problems  can  be  solved  solely  through  the  mar- 
ket. However,  there  have  been  so  many  interven- 
tions that  there  is  no  longer  a competitive  health 
care  market.  For  example,  there  are  licensing 
restrictions  that  limit  the  number  and  type  of 
providers.  Patent  laws  protect  new  drugs.  The  tax 
system  subsidizes  the  purchase  of  health  insur- 
ance and  many  health  care  industries  are  tax 
exempt.  Although  using  the  market  can  help  us 
solve  the  current  health  care  problems,  we  need 
to  look  more  deeply  at  current  practices  that 
hinder  competition. 

10.  ISSUING  A HEALTH  CARE  CARD  WILL 
GUARANTEE  HIGH  QUALITY  CARE  FOR 
EVERYONE. 

I support  simplified  eligibility  for  health  care; 
however,  simply  issuing  a card  will  not  guarantee 
high  quality  care.  The  ability  to  receive  high  quality 
care  is  tied  to  ability  to  generate  wealth,  both 
individually  and  as  a country.  We  all  know  that 
individuals  who  are  wealthy  do  not  worry  about 
high  quality  care  because  they  have  the  personal 
resources  to  pay  for  it.  What  is  true  for  the  indi- 
vidual is  true  for  the  Nation.  Our  capacity  as  a 
nation  to  afford  high  quality  care  will,  in  the  end, 
depend  on  our  ability  to  generate  additional  wealth. 
We  must  continue  to  focus  on  education  and  job 
creation  which  improve  our  country's  wealth  as 
we  work  to  reform  the  health  care  system. 

In  conclusion,  I believe  it  is  time  to  tell  the  truth 
to  all  Americans.  When  everyone  is  operating  in 
an  open  and  honest  environment,  we  will  be  able 
to  reform  our  health  care  system  and  begin  to 
create  a healthier  America. 

Mr.  President,  I essentially  identify  what  I con- 
sider to  be  the  top  1 0 irrelevant  arguments  on  the 
issue  of  health  care.  The  fact  of  the  matter  is  that 
the  American  people  say  there  is  a crisis  in  health 
care. 

We  recently  heard  my  latest  irrelevant  argu- 
ment ...  is  there  not  a crisis?  There  is  not  a crisis 
for  us  who  have  our  health  care  taken  care  of,  but 
for  an  increasing  number  of  Americans,  indeed 
a majority  of  Americans  feel  like  they  are  on  this 
thin  ice  where  if  almost  anything  happens  in 
their  life,  they  will  find  themselves  medically 
indigent. 

The  most  courageous  individual  in  the  health 
care  debate  right  now  is  the  President  of  the 
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United  States  who  has  introduced  a very  specific 
piece  of  legislation  and  has  put  himself  at  risk  as  a 
consequence  and  has  indicated  to  all  that  there  is 
only  one  indivisible  principle  that  he  has,  only  one 
principle  he  says  that  if  it  is  not  included  in  the 
legislation  that  he  is  going  to  veto  it,  and  that  is 
health  care  legislation  must  be  100  percent  uni- 
versal. That  is  to  say  that  every  single  American  has 
to  be  covered. 

I am  here  to  say  that  we  have  a lot  of  work  to  do 
to  enact  a piece  of  legislation.  I thing  the  CBO 
report  is  useful;  in  fact,  it  does  give  us  an  indication 
of  what  can  be  on-  and  off-budget.  I share  those 
who  say  Mr.  Reischauer  was  courageous  in  stating 
his  honest  opinion  of  the  impact  of  the  President's 
legislation.  But  if  we  are  going  to  get  universal 
coverage,  if  we  are  going  to  enact  a piece  of 
legislation,  then  we  are  going  to  have  to  stop  all 
the  irrelevant  arguments  that  I hear  over  and  over 
and  over. 

For  example,  one  of  the  irrelevant  arguments  is, 
should  we  or  should  we  not  have  a mandate?  Mr. 
President,  we  already  have  a mandate  in  place. 
Every  employer  pays  a tax  of  1 .45  percent  of  their 
payroll,  every  employee  pays  a tax  of  1 .45  percent 
of  their  wages.  It  is  mandated  and  is  in  place  right 
now.  It  goes  for  a part  A Medicare,  and  guess  what 
part  A Medicare  really  is?  It  is  national  health 
insurance.  The  only  catch  is,  you  have  to  be  65 
before  you  are  eligible. 

So  if  you  walk  down  on  the  floor  here  and  say 
you  are  against  a mandate,  if  you  walk  to  the  floor 
and  say  you  are  against  national  health  insurance, 
it  must  inescapably  follow  that  you  are  against 
Medicare.  That  is  not  what  is  going  on. 

I hear  people  say.  "I'm  against  a big  Govern- 
ment takeover  of  health  care."  And  $150  billion 
this  year  will  be  collected  in  taxes  and  used  to  pay 
for  health  care  — Government  health  care.  Mr. 
President,  if  you  are  against  a big  Government 
takeover  of  health  care,  then  for  gosh  sakes, 
identify  what  part  of  the  Government  you  want  to 
stop;  where  do  you  want  to  get  Government  out? 

I think  there  is  an  emerging  consensus  in  this 
body  that  begins  by  saying  that  there  is  a crisis;  that 
this  system  is  broken  and  it  needs  to  be  fixed.  I 
believe  that  there  is  a bipartisan  consensus  to  do 
just  that.  The  President  of  the  United  States  has  not 
polarized  the  debate  by  indicating  that  he  is 
unwilling  to  compromise.  Quite  the  opposite.  He 
has  merely  said  that  he  wants  to  be  able  to  go  to 


bed  at  night,  as  I do,  secure  in  the  knowledge  that 
every  single  American  is  covered.  We  can  do  that, 
Mr.  President,  I believe  by  focusing  on  those 
things  that  are  indeed  broken. 

I would  like  to  suggest  four  things  we  need  to 
fix  in  a couple  of  minutes  and  then  I will  let  the 
distinguished  Senator  from  Massachusetts  jump 
in.  He  is  looking  at  his  watch.  I will  try  to  give  him 
enough  time  to  talk  before  the  vote. 

Mr.  President,  the  four  things  to  me  are,  number 
one,  the  insurance  system  is  broken.  Indeed,  the 
President  needs  to  be  given  a great  deal  of  credit 
for  bringing  the  insurance  companies  to  the  table 
and  saying  they  are  willing  to  fix  pre-existing 
conditions,  they  are  willing  to  end  the  problem  of 
portability,  they  are  willing  to  end  the  skimming 
going  on  today  in  the  system,  a system  that 
provides  an  incentive  only  to  insure  those  who  are 
healthy.  We  need  to  fix  what  is  wrong  with  the 
insurance  system. 

Second,  our  Medicaid  system  is  broken,  and  I 
would  identify  that  as  the  second  most  important 
thing  we  need  to  do. 

Third,  if  we  really  want  to  move  from  a Govern- 
ment-controlled system,  which  we  have  today,  to 
a more  market-oriented  system  where  individuals 
are  more  in  control  of  making  decisions  about 
price  and  quality,  then  there  are  a number  of 
things  that  we  are  going  to  have  to  change  in  our 
tax  system. 

Fourth,  I believe  there  are  a whole  series  of 
things  that  I identify  as  coming  under  the  heading 
of  accountability.  Our  system  is  unaccountable. 
We  have  an  unaccountable  system  when  we 
collect  money  in  Washington;  we  have  an  unac- 
countable system  when  an  individual  finds  them- 
selves not  able  to  get  payment  for  something 
troubling  them;  we  have  a very  unaccountable 
and  difficult  system. 

I came  here  to  say  that  I appreciate  that  the 
Republican  leader  and  the  distinguished  senior 
Senator  from  New  Mexico  recognize  the  courage 
of  Mr.  Reischauer,  but  I hope  they  also  recognize 
the  courage  of  the  President  of  the  United  States 
for  pushing  this  issue  to  a point  wherein  if  we  do 
the  work  and  stop  the  irrelevant  arguments,  we 
have  the  potential  of  being  able  to  reform  and 
enact  legislation  this  year  that  will  indeed  extend 
coverage  to  every  single  American. 

I thank  the  Chair  and  yield  the  floor. 
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III.  THE  ROLE  OF  THE  STATES  IN  REFORM 

The  Role  of  States  in  Health  Reform 
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Director,  Program  Development  OPTIMA 
Santa  Ana,  CA  92702 


Gretchen  Brown  is  the  director  of  program  development  of  OPTIMA,  a health  care  authority  which  contracts  with 
the  State  of  California  to  provide  Medicaid  services  to  the  eligible  population  in  Orange  County. 


AS  federal  health  reform  lurches 
forward,  states  continue  to 
i move  ahead  on  reforms  to 
achieve  two  objectives.  First,  to  control  the 
soaring  health  care  expenditures  that  are  con- 
suming a growing  proportion  of  state  budgets. 
Second,  to  extend  health  care  coverage  to 
more  state  residents. 

States  have  long  played  a key  role  in  the 
health  system.  Traditionally,  states  are  respon- 
sible for  paying  for  and  providing  health  care 
services  for  certain  state  residents  who  other- 
wise would  be  without  coverage.  States  also 
play  an  important  role  in  protecting  the  public 
health  and  safety  by  providing  sanitation,  dis- 
ease monitoring  and  other  public  services,  as 
well  as  establishing  licensing  and  other  pro- 
cesses by  which  to  govern  provider  and  market- 
place activities. 

In  recent  years,  Medicaid,  which  pays  for 
health  services  for  certain  low-income  individu- 
als, has  become  the  monster  that  ate  the  state 
budget.  State  Medicaid  spending  soared 
throughout  the  late  1980s.  By  1992,  Medicaid 
spending  consumed  nearly  18  percent  of  the 
average  state's  budget  — contributing  to  an 
economic  crisis  in  many  states  and  leaving 
precious  little  for  education,  criminal  justice, 
and  other  state  priorities/  Experts  cite  a number 
of  reasons  for  the  increases  in  Medicaid  spend- 
ing, including  federal  mandates  that  shifted 
more  of  the  responsibility  for  covering  other- 
wise uninsured  individuals  to  states,  the  reces- 
sion, and  ongoing  increases  in  medical  care 
inflation. 

The  economic  crisis  faced  by  many  states  has 
left  the  states  with  few  alternatives.  To  reduce 
health  spending,  states  have  the  option  of 
cutting  existing  programs  and  services,  increas- 
ing taxes,  and/or  developing  plans  to  reform 
the  state's  health  care  system  to  cover  more 
residents  in  a cost  effective  manner. 


This  article  discusses  possible  directions  for 
state  reform  initiatives  with  and  without  federal 
health  reform.  It  then  describes  recent  activities 
by  states  to  control  rising  state  health  care 
expenditures  and  extend  health  care  coverage 
to  state  residents. 

Directions  for  State  Health  Reform 

In  light  of  the  economic  crisis  facing  their 
states,  a growing  number  of  states  have  con- 
cluded they  cannot  wait  for  comprehensive 
national  reform.  In  response,  states  have  elected 
to  move  ahead  with  practical  solutions  of  their 
own  design  to  the  health  care  problems  facing 
their  states.  Regardless  of  the  direction  federal 
reform  takes,  states  will  continue  to  play  a large 
role  in  the  health  system.  If,  for  example,  federal 
reform  stalls,  states  will  likely  to  continue  doing 
as  they  are  now  — developing  plans  to  cover 
uninsured  state  residents  and  contain  state 
health  care  expenditures. 

If  federal  reform  is  enacted,  states  may  find 
themselves: 

— operating  state  health  programs  within 
broad  federal  guidelines  — establishing  and 
overseeing  health  purchasing  alliances,  imple- 
menting costs  containment  strategies,  develop- 
ing alternative  delivery  systems,  building  net- 
work and  infrastructure  capability,  and  collect- 
ing and  analyzing  data. 

— "opting-out"  of  the  federal  plan  and  de- 
veloping their  own  program  while  meeting 
broad  federal  guidelines. 


’Address  correspondence  and  reprint  request  to:  Gretchen 
Brown,  OPTIMA,  P.O.  Box  1 499,  Santa  Ana,  CA  92702-1 499. 
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— retaining  their  current  responsibility  for 
services  not  included  under  the  national  plan — 
long-term  care,  services  to  the  mentally  or  de- 
velopmentally  disabled,  and  health  care  ben- 
efits or  cost-sharing  subsidies  for  the  low-in- 
come  population  not  covered  in  a basic  ben- 
efits package. 

— informing  consumers  of  their  options 
under  the  system. 

State  reform  initiatives  can  be  broken  into 
several  broad  categories.  These  categories  are 
comprehensive,  incremental,  managed  care 
reforms,  and  planning  commissions  or  task 
forces.  The  remainder  of  this  article  discusses 
initiatives  within  these  categories. 

Comprehensive  State  Reforms 

Comprehensive  reforms  have,  as  their  pri- 
mary objective,  promoting  universal  access  to 
health  services  to  state  residents.  These  reforms 
often  combine  public  and  employer-based  fi- 
nancing with  mechanisms  to  contain  costs  and 
increase  the  supply  of  health  care  providers. 

Several  states  have  implemented  "play  or 
pay"  programs  — programs  mandating  that 
employers  provide  coverage  to  workers  or  con- 
tribute to  a public  plan  on  behalf  of  workers. 
Hawaii  enacted  such  a program  in  1974.  The 
Hawaii  program  requires  employers  to  provide 
coverage  to  all  full  or  part-time  workers.  Medic- 
aid and  state-only  funds  pick  up  coverage  for 
residents  who  would  not  be  covered  under  the 
mandate. 

The  Hawaii  program  has  been  successful  in 
extending  coverage  to  nearly  all  state  residents. 
Yet,  the  Hawaii  initiative  operates  under  some- 
what unique  circumstances.  The  most  obvious 
is  Hawaii's  location  and  industry  mix  which 
keeps  employers  from  moving  across  state  lines 
to  avoid  the  mandate  or  a new  tax.  Hawaii  also 
escaped  the  Employee  Retirement  Income  Se- 
curity Act  (ERISA)  which  has  stalled  more  recent 
state  reform  efforts.2  Hawaii  also  benefited 
from  the  luxury  of  developing  the  system  incre- 
mentally over  a number  of  years.  Today,  the 
urgency  of  containing  spending  cuts  short  this 
option  for  many  states. 

Massachusetts  and  Oregon  have  also  passed 
play  or  pay  legislation.  Although  aspects  of  the 
Massachusetts  law  have  been  implemented, 
the  key  piece  — the  play  or  pay  system  — has 
been  delayed  until  at  least  1994.  Oregon,  re- 
nowned for  its  plan  to  prioritize  Medicaid  ser- 
vices, passed  play  or  pay  legislation  in  1988. 


Like  Massachusetts,  the  Oregon  program  has 
not  been  implemented. 

Vermont  has  taken  a different  approach  to 
comprehensive  reform.  Of  the  26  states  in 
which  Canadian-style  health  reform  legislation 
was  introduced  in  1 992,  Vermont  came  closest 
to  passing  such  legislation.  Instead,  however, 
Vermont  enacted  legislation  to  develop  state 
single-payer  and  regulated  multi-payer  health 
reform  plans  to  be  presented  to  the  legislature 
in  1994.  The  Vermont  law  included  provisions 
to  establish  a commission  to  develop  a univer- 
sal coverage  plan  and  unified  budget  for  the 
state's  private  and  public  health  care  spending. 
Montana  recently  passed  legislation  similar  to 
Vermont's,  creating  a state  Health  Care  Author- 
ity to  develop  and  submit  proposals  for  single- 
payer and  regulated  multi-payer  reform  plans  to 
the  Montana  legislature  by  October  1994. 

In  1 992,  Minnesota  enacted  MinnesotaCare 
to  provide  health  care  coverage  to  low-income 
uninsured  Minnesotans.  The  legislation  called 
for  small  group  and  other  insurance  reforms, 
such  as  the  expansion  of  coverage  for  low- 
income  children,  statewide  and  regional  limits 
on  total  growth  in  health  care  spending,  and 
policies  to  address  the  shortage  of  primary  care 
providers  in  rural  and  other  underserved  areas 
of  the  state. 

Florida  passed  legislation  to  ensure  access  to 
basic  health  services  to  all  Floridians  by  Decem- 
ber 1994  through  a market-based  system.  Us- 
ing a "carrot  and  stick"  approach  to  coverage, 
the  program  initially  establishes  a voluntary 
program  to  provide  coverage  to  all  residents.  If 
this  program  proves  ineffective,  a state-run 
mandatory  program  will  be  implemented.  Leg- 
islation passed  in  Florida  also  calls  for  creating 
1 1 community  health  alliances  in  the  state  for 
businesses  with  up  to  50  workers,  state  employ- 
ees, and  Medicaid  recipients. 

Washington  State  has  also  recently  enacted 
a reform  plan  based  on  a competitive  model. 
Under  the  Washington  program,  all  state  resi- 
dents will  be  required  to  have  insurance  cover- 
age by  1999.  Coverage  will  be  provided  by 
approved  health  plans  which  agree  to  provide 
covered  benefits  in  exchange  for  a pre-deter- 
mined  premium. 

Incremental  State  Reforms 

A large  number  of  states  have  passed  incre- 
mental reforms.  These  reforms,  while  they  do 
not  provide  universal  coverage,  do  take  steps  to 
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extend  coverage  to  otherwise  uninsured  state 
residents. 

Many  of  the  state  initiatives  address  the 
crumbling  small  group  insurance  market.  These 
reforms  include  requiring  insurers  to  provide 
coverage  to  any  group  that  applies,  placing 
limits  on  pre-existing  condition  exclusions,  lim- 
iting variations  in  premium  rates  for  different 
industries,  establishing  basic  benefit  packages, 
and  eliminating  waiting  periods  before  indi- 
viduals with  certain  conditions  are  covered. 

Other  states  have  enacted  various  types  of 
insurance  pools.  These  pools  aggregate  groups 
to  form  larger  groups  that  spread  the  risk  of 
poor  health  more  broadly.  Coverage  under  the 
pools  can  range  from  those  who  are  medically 
uninsurable  to  certain  small  groups  or  individu- 
als having  trouble  obtaining  coverage. 

Still  other  states  have  targeted  reforms  at 
specific  populations,  most  commonly  low-in- 
come  children.  Pennsylvania,  for  example,  re- 
cently enacted  a program  to  provide  free  or  low 
cost  preventive,  hospital,  immunizations  and 
other  health  services  to  about  30,000  children 
living  in  families  with  incomes  up  to  235  per- 
cent of  the  federal  poverty  level.  New  York, 
Connecticut,  Massachusetts  and  Hawaii  also 
have  programs  subsidizing  insurance  coverage 
for  low-income  children.  Florida  has  initiated  a 
pilot  program  providing  health  insurance  cov- 
erage through  public  school  systems.  Vermont 
began  its  "Dr.  Dynasaur"  program  to  provide 
state-funded  health  insurance  coverage  for 
young  uninsured  children  and  pregnant  women 
not  eligible  for  Medicaid.  The  program  was 
recently  expanded  to  include  children  through 
age  1 7.3 

Managed  Care  Reforms 

States  have  also  turned  to  managed  care  as 
an  approach  to  reform.  Managed  care  helps 
states  provide  affordable  coverage  to  small 
businesses  and  the  uninsured.  Medicaid  man- 
aged care  programs  help  states  extend  Medic- 
aid coverage  to  more  low-income  state  resi- 
dents and  control  state  health  care  expendi- 
tures. 

California  and  New  York,  in  which  nearly 
one-quarter  of  the  nation's  Medicaid  recipients 
reside,  have  initiated  major  Medicaid  managed 
care  initiatives.  California  has  enrolled  more 
than  600,000  Medicaid  (Medi-Cal)  recipients  in 
managed  care  plans.  The  state  intends  to  double 
enrollment  in  managed  care  plans  by  1 995  and 
have  half  the  state's  Medicaid-eligible  popula- 


tion enrolled  in  managed  care  by  1996.  Simi- 
larly, New  York  plans  to  enroll  ten  percentof  the 
state's  Medicaid-eligible  population  in  man- 
aged care  plans  by  1 995,  with  half  enrolled  by 
1999.  Arizona  has  a longstanding  Medicaid 
managed  care  system.  This  system,  the  Arizona 
Health  Care  Cost  Containment  System 
(AHCCCS),  was  established  in  1982  and  is  the 
only  statewide  capitated  Medicaid  system  in 
the  nation. 

Commissions,  Task  Forces,  Studies 

Other  states  have  elected  to  create  commis- 
sions or  require  studies  on  health  reform.  States 
do  this  for  a variety  of  reasons.  For  example, 
some  states  choose  to  study  options  or  aspects 
of  reform  while  consensus  around  an  approach 
develops,  other  states  create  commissions  or 
task  forces  as  a fall-back  when  other  reform 
initiatives  fail.  Still  other  states  conduct  feasibil- 
ity studies  of  different  elements  of  reform,  such 
as  implementation,  the  impact  of  reform  on 
rural  areas  of  the  state  or  what  responsibilities 
might  be  left  to  the  state  if  federal  reforms  are 
enacted. 

Conclusion 

In  examining  state  reform  initiatives,  several 
things  become  clear.  States  are  not  waiting  for 
federal  action.  Instead,  they  are  pushing  ahead 
with  their  own  reforms.  While  access  is  impor- 
tant, cost  has  become  the  top  reform  priority  in 
many  states.  States  which  are  initiating  reform 
now  have  the  opportunity  to  benefit  from  the 
experience  of  other  states.  For  example,  states 
can  look  to  Hawaii  for  how  to  structure  a "play 
or  pay"  system,  to  Oregon  for  how  to  design  a 
benefit  package,  or  to  Minnesota  for  how  to  go 
about  the  process  of  health  reform.  Similarly, 
the  federal  government  can  learn  much  about 
national  reform  from  state  actions.  The  federal 
government  may  also  learn  lessons  about  how 
to  approach  health  reform  with  the  public  by 
examining  the  process  states  have  undertaken. 

Yet,  without  certain  essential  ingredients, 
state  reform  will  be  difficult  at  best.  States  need 
assistance  from  Washington.  For  months, 
Oregon's  attempts  to  obtain  necessary  federal 
waivers  for  their  Medicaid  prioritization  pro- 
gram was  chronicled  in  the  media.  Without 
necessary  Medicaid,  Medicare  and  ERISA  waiv- 
ers from  the  federal  government,  states  will  find 
their  reform  efforts  limited,  if  not  thwarted. 
Federal  financial  assistance  is  also  an  important 
way  Washington  can  assist  states. 
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There  are  also  certain  state-specific  elements 
important  to  reform.  Leadership  within  the 
state  is  important  for  reform.  States  with  gover- 
nors and  legislators  with  an  active  interest,  and 
solid  understanding  of  the  issues  involved,  in 
health  reform  are  more  likely  to  pursue  reform 
than  those  who  lack  such  background.  Equally 
important  is  the  state's  economic  condition. 
States,  such  as  California,  experiencing  particu- 
larly difficult  economic  conditions  are  more 
likely  to  pursue  certain  reforms,  such  as  man- 
aged care  initiatives,  than  other  types  of  reform. 

States  are  presented  with  an  exciting  oppor- 
tunity in  the  health  reform  debate.  This  article 
has  attempted  to  provide  an  overview  of  how 
states  are  responding  to  the  challenge  to  de- 
velop reform  alternatives  to  meet  the  needs  of 
their  own  states.  Regardless  of  what  occurs  in 
Washington,  states  have  already  taken,  and  will 


continue  to  take,  a key  role  in  responding  to  the 
crisis  facing  state  health  care  programs. 
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DESPITE  a relatively  healthy 
population,  Nebraska  faces 
critical  challenges  in  reform- 
ing its  health  care  system.  Many  citizens  are 
without  health  insurance  coverage  and  many 
businesses  and  employees  are  finding  that  their 
health  insurance  premiums  are  rising  at  three  or 
four  times  the  level  of  inflation.  Many  rural  areas 
lack  the  necessary  resources  to  meet  their 
needs  and  there  are  serious  gaps  in  the  health 
status  of  some  population  groups. 

The  purpose  of  this  article  is  to  discuss  the 
major  reasons  why  health  care  reform  is  needed 
in  Nebraska.  The  first  part  of  the  article  identi- 
fies some  of  the  major  health  problems  in 
Nebraska.  The  next  section  documents  the 
magnitude  of  the  increase  in  health  care  costs 
and  the  factors  that  have  contributed  to  the 
explosion  of  Medicaid  costs.  In  the  third  sec- 
tion, the  financial  and  geographic  access  barri- 
ers in  Nebraska  are  addressed.  The  final  section 
contains  a summary  and  conclusions. 

THE  HEALTH  OF  NEBRASKANS 

Compared  to  the  nation  as  a whole,  the 
general  health  status  of  both  children  and  adults 
in  Nebraska  is  well  above  average.  In  its  1991 
and  1992  studies,  the  Northwestern  National 
Life  Insurance  Company  ranked  Nebraska  fifth 
among  all  states  in  health  status.  A 1993  study 
by  the  same  company  ranked  Nebraska  tenth  in 
child  health.1  There  is  also  other  evidence  to 
support  improvements  in  the  health  of  Nebras- 
kans. During  the  decade  of  the  1980s,  for 
example,  the  average  age  at  death  increased  by 
2.7  years  for  males  and  3.1  years  for  females. 
The  age-adjusted  death  rates  for  heart  disease, 
cancer,  and  cerebrovascular  disease,  the  three 
leading  causes  of  death  in  Nebraska  and  the 
nation,  were  considerably  below  the  national 
average.  Nebraska's  infant  mortality  rate  has 


also  consistently  been  one  of  the  lowest  in  the 
nation. 

Unfortunately,  there  are  many  serious  health 
problems  in  Nebraska  which  often  result  in 
premature  deaths.  Many  of  the  premature 
deaths  occur  in  younger  age  groups  because  of 
risky  lifestyle  behavior  patterns.  For  example, 
motor  vehicle  accidents  are  the  leading  cause 
of  death  in  the  1 5-to-30-year  old  age  group. 
Many  of  these  deaths  could  have  been  pre- 
vented by  using  seat  belts  and  by  reducing  or 
eliminating  alcohol  consumption  before  driv- 
ing. Many  deaths  in  younger  age  groups  also 
resulted  from  suicide,  homicide,  and  AIDS. 
Most  premature  deaths  for  lung  cancer  can  be 
attributed  to  smoking.  During  the  period  1987 
to  1 990,  breast  cancer  was  the  most  common 
new  cancer  in  females.  Despite  the  relative 
availability  of  mammography  as  means  of  early 
detection,  71  percent  of  women  in  Nebraska 
aged  50  and  over  had  not  had  a mammogram.2 
Most  cervical  cancer  deaths  could  also  be 
prevented  if  they  are  diagnosed  in  the  pre- 
invasive  stage.  However,  a recent  survey  found 
that  only  18  percent  of  all  adult  women  in 
Nebraska  and  30  percent  of  women  aged  50 
and  over  had  either  never  had  a Pap  test  or  had 
not  had  one  in  the  past  five  years.3 

There  are  many  other  indications  that  some 
Nebraskans  are  not  receiving  appropriate  health 
care.  One  area  of  major  concern  is  the  disparity 
in  mortality  rates  between  white  and  minority 
Nebraskans.  Figure  I displays  some  of  the  major 
differences  in  the  age-adjusted  mortality  rates 
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for  Native  Americans  and  blacks.  According  to 
this  table,  Native  Americans  were  16  to  25 
times  more  likely  to  die  from  cirrhosis  of  the 
liver,  homicide  and  alcoholism.  In  comparing 
black  and  white  mortality  rates,  the  greatest 
differences  were  for  diabetes,  homicide, 
nephritis/nephrosis,  cirrhosis  of  the  liver,  and 
AIDS  with  the  black  mortality  rates  being  at 
least  twice  the  white  rates. 

In  addition  to  minority  health  status,  there 
are  other  indicators  of  poor  health.  Some  of 
these  include  the  rising  levels  of  substance 
abuse,  child  abuse,  domestic  violence,  low 
levels  of  immunization,  particularly  for  children 
under  two,  teenage  pregnancy,  and  environ- 
mental neglect. 


This  brief  synopsis  clearly  demonstrates  that 
the  health  of  Nebraskans  can  be  improved 
through  changes  in  lifestyle  behavior  patterns, 
early  detection  of  disease,  and  more  timely 
access  to  appropriate  health  care  treatment.  It 
is  also  critical  to  emphasize  that  poverty,  poor 
education,  and  environmental  neglect  have 
contributed  greatly  to  poor  health,  although 
these  factors  will  not  be  discussed  in  more 
detail  here.  In  the  final  analysis,  however,  all 
health  care  reform  efforts  at  the  state  and 
national  levels  will  ultimately  be  judged  by  the 
amount  or  degree  of  improvement  in  the  health 
of  the  population. 


Figure  1— Native  American  and  Black 
Age-adjusted  Mortality  Rates  (AaMR)  in 
Comparison  With  White  AaMR,  1988-1990 
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Figure  2 

Estimated  Health  Care  Expenditures  in 
Nebraska  and  the  United  States,  1990 
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HEALTH  CARE  EXPENDITURES  IN  NEBRASKA 

One  of  the  major  barriers  to  providing  more 
resources  for  prevention  and  improving  timely 
access  to  medical  services  is  the  high  cost  of 
health  care.  Total  health  care  expenditures  in 
Nebraska  were  $3.9  billion  in  1990  and  are 
projected  to  rise  to  $5.7  billion  in  1993  and  to 
S8.6  billion  by  the  year  2000.4  Per  capita  health 
care  expenditures  in  Nebraska  were  slightly 
above  the  national  average  in  1 990.  Per  capita 
expenditures  in  Nebraska  were  $2,452  and 
were  projected  to  increase  to  $5,576  by  the 
year  2000.  The  respective  figures  at  the  national 
level  are  $2,425  and  $5,51 5.5  In  1990,  health 
care  expenditures  in  Nebraska  were  1 1.3  per- 
cent of  gross  state  product  compared  to  12.3 
percent  of  gross  national  product  in  the  United 
States. 

Nearly  sixty  percent  of  all  1990  health  care 
spending  in  Nebraska  was  for  hospital  care  and 
physician  services.  As  shown  in  Figure  2,  the 
corresponding  percentages  were  41  percent 
and  1 8 percent.  Nursing  home  care  accounted 
for  1 1 percent  of  the  total.  The  percentages  for 
hospital  care  and  nursing  home  care  in  Ne- 
braska exceeded  the  national  average  by  three 
percent.  In  contrast,  physician  services  were 
one  percent  below  the  national  average. 

In  Figure  3,  the  sources  of  payment  for  health 
care  expenditures  in  Nebraska  and  the  United 
States  are  compared  for  1990.  There  were 
significant  differences  between  Nebraska  and 
the  United  States  in  the  percentage  paid  by 
private  health  insurance  and  out-of-pocket  pay- 
ments. The  respective  percentages  for  private 
health  insurance  and  out-of-pocket  payments  in 
Nebraska  were  41  percent  and  29  percent. 


compared  to  33  percent  and  20  percent  in  the 
United  States.  A major  reason  for  the  higher 
out-of-pocket  expenses  in  Nebraska  is  the  rela- 
tively higher  expense  for  nursing  home  care, 
which  is  largely  paid  for  out-of-pocket  and  by 
Medicaid.  This  higher  percentage  may  also 
indicate  that  many  Nebraskans  have  large 
deductibles  and  co-insurance  provisions  in  their 
insurance  policies.  Not  surprisingly,  Nebraska 
ranks  sixth  in  the  nation  in  terms  of  the  percent 
of  average  family  income  spent  on  health  care. 
In  1 990,  it  was  estimated  to  be  $4,268  or  1 2.9 
percent.6 


Future  Growth  of  Health  Care  Expenditures 

Without  more  effective  strategies  and  mecha- 
nisms to  control  health  care  costs,  it  is  likely  that 
future  expenditure  increases  will  reflect  past 
trends.  Nationally,  health  care  expenditures 
rose  an  average  of  10.4  percent  in  the  1980s 
and  are  projected  to  increase  by  9.2  percent  in 
the  1990s.  The  average  rate  of  increase  is 
expected  to  be  lower  in  the  1990s  because  of 
a projected  abatement  of  price  inflation.7  Although 
these  are  national  projections,  it  is  very  likely 
that  Nebraska  expenditure  increases  will  be 
similar  or  perhaps  slightly  below  the  9.2  percent 
increase. 

There  are  several  factors  that  will  continue  to 
push  health  care  expenditures  higher  in  the 
1990s.  These  factors  include:  (1)  continued 
economic  inflation,  (2)  an  aging  population,  (3) 
advances  in  medical  technology,  (4)  increasing 
supply  and  greater  specialization  of  physicians, 
(5)  higher  wages,  salaries,  and  fringe  benefits 
for  health  care  professionals,  and  (6)  continued 
unrealistic  consumer  expectations. 


Figure  3 

Sources  of  Payment  for  Health  Care 
Expenditures,  Nebraska  and  U.S.,  1990 
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Consequences  for  Higher  Health  Care  Costs 

Rising  health  care  costs  directly  result  in 
increasing  health  insurance  premiums,  higher 
taxes  to  fund  government  health  programs  such 
as  Medicare  and  Medicaid,  higher  out-of-pocket 
health-related  expenditures,  and  higher  prices 
of  goods  and  services  to  pay  for  the  employer's 
share  of  increases  in  health  insurance  premi- 
ums for  employees.  Another  major  conse- 
quence of  higher  health  care  expenditures  is 
that  it  leads  to  a growing  number  of  persons 
without  insurance  coverage.  Increasing  expen- 
ditures are  eventually  transformed  into  higher 
health  insurance  premiums,  which  have  been 
particularly  burdensome  for  the  self-employed 
and  small  employers.  As  premiums  increase, 
more  of  these  employers  drop  or  reduce  their 
health  insurance  coverage,  leaving  a larger 
number  of  people  with  inadequate  health  insur- 
ance coverage  or  none  at  all. 


The  Explosion  of  Medicaid  Costs 

The  major  source  of  insurance  coverage  for 
low  income  individuals  and  families  is  the  Med- 
icaid program.  Funding  for  this  program  is 
provided  by  both  the  state  and  federal  govern- 
ments and  it  covers  about  43  percent  of  those 
with  incomes  below  the  poverty  level.  Although 
Medicaid  expenditures  account  for  only  a small 
percentage  of  total  health  expenditures  in  Ne- 
braska (i.e.,  eight  percent  in  1 990),  these  expen- 
ditures represent  the  fastest  growing  category 
in  the  state's  overall  budget.  In  the  1 993  legisla- 
tive session,  the  expanding  cost  of  this  program 
created  a major  fiscal  crisis. 

Total  Medicaid  expenditures  have  increased 
from  $259  million  in  fiscal  year  1989  to  $445 
million  in  fiscal  year  1 992.8  These  expenditures 
are  projected  to  rise  to  $642  million  by  fiscal 
year  1995.  The  state's  share  of  Medicaid  costs 
has  grown  from  $74  million  dollars  in  fiscal  year 
1987  to  $140  million  in  fiscal  year  1992.  They 
are  projected  to  be  $193  million  by  mid-1993 
and  $221  million  by  the  end  of  the  1 995  fiscal 
year.9 

These  expenditure  increases  have  consumed 
a greater  share  of  the  state's  general  fund 
budget.  In  fiscal  year  1988,  Medicaid  expendi- 
tures accounted  for  6.9  percent  of  state  general 
fund  expenditures.  By  1 993,  they  are  expected 
to  climb  to  1 1 .8  percent  and  by  fiscal  year  1 995 
state  Medicaid  expenditures  are  projected  to 
be  13.0  percent  of  the  general  fund  budget.10 


Reasons  for  Expanding  of  Medicaid  Costs 

There  are  many  factors  that  have  contributed 
to  the  growth  of  Medicaid  costs.  The  most 
obvious  factor  is  the  increase  in  the  number  of 
Medicaid  recipients  due  mainly  to  federal  eligi- 
bility expansions  for  pregnant  women  and  chil- 
dren. The  number  of  persons  on  Medicaid  grew 
from  88,000  recipients  in  1 987  to  over  1 41 ,000 
in  1 992.  Although  most  of  the  growth  of  Med- 
icaid enrollees  can  be  attributed  to  pregnant 
women  and  children,  total  expenditures  for  this 
group  was  relatively  low  (i.e.,  18  percent  in 
Nebraska).  A recent  national  study  found  that 
these  groups  accounted  for  only  1 1 percent  of 
the  growth  in  Medicaid  spending.11 

A second  major  factor  is  the  rapid  escalation 
of  overall  health  care  costs.  Aggregate  health 
care  costs  have  risen  at  a rate  that  far  exceeds 
the  overall  rate  of  inflation  and  Medicaid  costs 
are  greatly  impacted  by  these  increases.  A 
study  by  the  Kaiser  Foundation  found  that 
medical  inflation  accounted  for  about  31  per- 
cent of  the  growth  between  1 988  and  1 991 . 12 

A third  major  factor  is  the  increase  in  spend- 
ing for  beneficiaries,  reflecting  a greater  de- 
mand for  services.  Between  1 987  and  1 992,  the 
average  dollars  spent  per  recipient  in  Nebraska 
increased  from  $4,216  to  $6,1 90. 13  The  Medic- 
aid program  has  experienced  a greater  use  of 
services  because  of  a sicker  population  such  as 
those  with  AIDS  or  substance-dependent  babies. 

There  are  also  many  other  factors  that  have 
contributed  to  the  explosion  of  Medicaid  costs, 
including  higher  payments  to  providers,  lower- 
ing the  federal  government's  share  of  Medicaid 
payments  from  64.50  percent  in  1 992  to  61 .32 
in  1993,  and  a growing  elderly  population, 
especially  in  the  85  and  older  age  group.  As  the 
population  ages,  the  demand  for  nursing  home 
care  increases.  In  1992,  the  elderly  population 
represented  14  percent  of  average  monthly 
Medicaid  eligibles,  but  they  accounted  for  36 
percent  of  total  expenditures.14 

Consequences 

The  consequences  of  the  growth  in  state 
Medicaid  expenditures  are  fairly  obvious.  First, 
it  forces  state  policymakers  to  make  serious 
trade-offs.  The  more  money  that  is  allocated  to 
the  Medicaid  program,  the  less  money  that  is 
available  to  purchase  other  services  such  as 
education,  environmental  improvements,  or  to 
lower  taxes.  Second,  since  Medicaid  provides 
insurance  coverage  for  less  than  one-half  of 
those  persons  below  the  poverty  level,  it  will  be 
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difficult  to  extend  coverage,  either  through 
Medicaid  or  some  other  program,  to  those 
individuals  and  families  below  the  poverty  level 
that  are  currently  ineligible  for  Medicaid.  Fi- 
nally, if  escalating  Medicaid  costs  cannot  be 
controlled,  the  state  may  be  forced  to  make 
sharp  program  cutbacks.  The  net  result  would 
be  less  coverage  for  those  who  can  least  afford 
it. 

Financial  Access 

Many  Nebraskans  cannot  afford  to  purchase 
health  care  services  because  of  low  incomes 
and  the  lack  of  health  insurance  coverage. 
Studies  conducted  by  the  University  of  Ne- 
braska Center  for  Health  Services  Research 
have  found  that  the  number  of  Nebraskans 
without  health  insurance  has  grown  consider- 
ably during  the  decade  of  the  1 980s.  By  1 990, 
it  was  estimated  that  about  1 55,000  Nebraska 
residents,  including  55,000  children,  did  not 
have  any  health  insurance  coverage.15  Although 
this  estimate  dropped  to  140,000  persons  in 
1991, 16  most  of  the  decline  can  probably  be 
attributed  to  the  expanded  federal  Medicaid 
eligibility  requirements. 

The  uninsured  in  Nebraska  and  the  nation  as 
whole  tend  to  be  children,  young  people  be- 
tween the  ages  of  18  and  30,  and  those  with 
pre-existing  medical  conditions  not  covered  by 
insurers.  Those  of  working  age  are  likely  to  be 
employed  (71  percent)  and  have  incomes  of 
less  that  $15,000.  In  1990,  there  were  only 
minor  differences  between  rural  and  urban 
areas,  but  the  uninsurance  rate  for  African- 
Americans  compared  to  whites  was  substan- 
tially higher.17 

It  also  appears  that  there  are  a substantial 
number  of  Nebraskans  who  are  underinsured. 
Applying  conservative  estimates  based  on  na- 
tional studies,  it  is  estimated  that  at  least  90,000 
residents  are  underinsured.  These  would  in- 
clude individuals  and  families  who  lack  cover- 
age for  catastrophic  medical  expenses  or  have 
a very  low  maximum  payout  for  an  episode  of 
disease  or  for  a lifetime  coverage  limit.  Also, 
many  insurance  plans  covering  small  groups 
and  individuals  have  pre-existing  illness  clauses 
that  deny  payment  for  illnesses  present  at  the 
time  policies  are  purchased.18 

Reasons  for  the  Growing  Uninsured 
and  Underinsured 

There  are  several  reasons  why  the  number  of 
uninsured  and  underinsured  has  grown  in  Ne- 


braska. First,  most  employment  growth  during 
the  1 980s  was  in  the  service  sector  and  in  small 
businesses,  employers  who  do  not  routinely 
offer  group  health  insurance  coverage.  These 
industries  employ  a significant  number  of  part- 
time  workers  and  generally  pay  low  wages. 
Although  the  national  unemployment  rate 
dropped  by  almost  one-half  during  the  1980s, 
the  number  of  uninsured  continued  to  increase 
throughout  the  mid-to-late  1980s  and  early 
1990s. 

A second  factor  is  the  increasing  tendency 
for  employers  to  require  employees  to  contrib- 
ute toward  their  health  insurance  premiums, 
including  paying  the  full  cost  of  dependent 
coverage.  Premiums  for  individual  coverage 
generally  are  in  the  range  of  $1,500  to  $2,000 
a year;  family  coverage  costs  between  $3,500 
to  $4,500  a year.  Since  real  wages  have  not 
grown  in  recent  years,  many  people  find  the 
monthly  dependent  premium  a hardship.  In 
Nebraska,  and  nationwide,  it  is  estimated  that 
more  than  one-third  of  the  uninsured  are  chil- 
dren; many  of  these  children  have  employed 
parents. 

A third  reason  for  the  increasing  number  of 
uninsured  persons  is  the  unrestrained  increase 
in  health  care  costs  over  the  past  1 5 years. 
Health  care  costs  have  risen  at  an  annual  rate  of 
10  to  12  percent  almost  every  year  since  the 
late  1970s.  This  trend  has  resulted  in  substantial 
increases  in  health  insurance  premiums,  mak- 
ing it  increasingly  difficult  for  many  small  em- 
ployers and  individuals  to  purchase  coverage. 
In  order  to  control  these  spiraling  premiums  to 
small  businesses,  health  insurers  have  initiated 
changes  in  insurance  practices  that  make  it 
extremely  difficult  to  cover  those  with  the  high- 
est risks.  Some  of  the  more  common  insurance 
practices  that  have  resulted  in  more  uninsured 
and  underinsured  include: 

• Imposing  limits  on  the  extent  of  coverage 
offered  by  policies,  which  means  that  a 
family  may  find  a particular  condition  is 
not  covered,  or  is  covered  only  up  to  a 
certain  amount; 

• Limiting  or  denying  coverage  to  individu- 
als with  pre-existing  medical  conditions, 
which  means  that  when  a company  hires 
a worker,  its  insurance  plan  refuses  to  pay 
for  treatments  related  to  an  existing  or 
previous  illness  for  which  the  worker,  or  a 
dependentof  the  worker,  has  been  treated 
in  the  past; 
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• Denying  coverage  to  individuals  or  the 
employees  of  businesses  engaged  in  cer- 
tain occupations  likely  to  incur  high  medi- 
cal costs; 

• Limiting  coverage  for  preventive  health 
services,  such  as  an  annual  or  semi-annual 
physical; 

• Charging  steep  premium  increases  to  re- 
new coverage  for  groups  in  which  one  or 
more  individuals  previously  have  filed  large 
claims,  or  refusing  to  renew  coverage  for 
the  group  unless  individuals  with  expen- 
sive medical  conditions  are  dropped  from 
the  group's  policy.19 

The  Effect  of  the  Prudent  Buyer 

The  most  significant  factor  contributing  to 
the  growth  of  the  uninsured  is  the  "prudent 
buyer"  mentality  of  some  payers.  Using  a pru- 
dent buyer  approach,  the  government,  through 
Medicare  and  Medicaid,  establishes  reimburse- 
ment rates  that  do  not  cover  the  total  medical 
charges  incurred  by  program  recipients.  In  ad- 
dition, certain  private  payers  such  as  HMOs 
and  PPOs  negotiate  discounted  rates  with  se- 
lected providers;  sometimes  these  rates  fail  to 
cover  the  total  cost  of  treatment. 

To  compensate  for  these  losses,  hospitals  try 
to  maximize  the  revenues  they  receive  from 
private  insurers,  self-insured  employers,  and 
self-pay  patients.  As  a result,  the  charges  to 
these  payers  are  considerably  higher  than  the 
actual  cost  of  care  delivered.  It  is  estimated  that 
this  informal  tax,  known  as  the  "cost  shift", 
accounts  for  about  one-third  of  premium  in- 
creases for  private  insurers,  self-insured  em- 
ployers, and  self-pay  patients.  A recent  study 
concluded  that  private  payers'  cost  shift  burden 
will  rise  from  about  25  percent  (more  than 
costs)  to  38  percent  (more)  between  1 989  and 
1992.  The  magnitude  of  the  cost  shift  is  large 
and  growing — rising  from  1 1 percent  of  hospi- 
tal costs  alone  in  1 989,  to  1 4 percent  in  1 992.20 
According  to  the  Nebraska  Hospital  Associa- 
tion, hospitals  in  Nebraska  were  paid  only  72.3 
percent  of  the  actual  costs  of  caring  for  Medic- 
aid patients  in  1989.  This  reimbursement  per- 
centage was  six  percent  below  the  national 
average.21 

As  cost  shifting  intensifies,  the  uninsured 
become  more  vulnerable.  According  to 
Coddington,  et  al.,  cost  shifting  has  developed 
into  a spiraling,  self-feeding  process  that  func- 
tions as  follows: 


• The  federal  government,  through  Medic- 
aid and  Medicare,  pays  less  and  less  of  the 
cost  of  services  received  by  the  poor  and 
the  elderly. 

• Each  year  another  700,000  Americans 
become  eligible  for  Medicare,  increasing 
the  total  amount  of  underpaid  care. 

• A few  managed  care  plans,  mostly  staff- 
model  HMOs,  control  their  physician  costs 
and  either  own  their  own  hospital(s)  or 
have  sufficient  negotiating  leverage  to 
minimize  exposure  to  cost  shifting. 

• The  remaining  health  plans  get  socked 
with  disproportionately  large  physician  and 
hospital  cost  increases.  Being  virtually 
defenseless  against  the  increases,  these 
plans  attempt  to  offset  losses  by  raising 
premiums  paid  by  groups  and  individuals. 

• Small  employers,  hit  with  higher  premi- 
ums, reduce  or  eliminate  health  plan  cov- 
erage rather  than  pay  more.  The  number 
of  working  but  still  uninsured  employees 
increases  sharply,  leading  to  a shift  of 
more  costs  to  the  ever  smaller  base  of 
employers  still  providing  coverage. 

• Rates  go  up  again,  more  employers  drop 
out  and  the  process  repeats  itself  in  an 
ever-expanding  circle.22 

The  Impact  of  Lack  of  Insurance 

There  is  substantial  evidence  to  indicate  that 
persons  without  any  insurance  and  those  whose 
insurance  does  not  cover  preventive  services 
are  likely  to  delay  medical  care  as  long  as 
possible.  Because  of  these  delays,  the  unin- 
sured generally  have  worse  medical  outcomes 
than  the  insured  population  as  they  tend  to  be 
more  seriously  ill  than  the  insured  population 
when  they  enter  the  health  care  system,  and 
they  generally  require  more  expensive  medical 
treatment.  The  uninsured  are  also  less  likely  to 
have  a regular  source  of  primary  health  care 
and  more  likely  to  receive  care  in  a hospital 
emergency  room  than  the  insured.  A 1990 
study  of  Epstein,  et  al.,  found  that  hospitalized 
patients  of  lower  socioeconomic  status  and 
longer  hospital  stays  utilized  more  inpatient 
resources  than  other  patients.  The  magnitude 
of  the  difference  ranged  between  5 and  25 
percent.23  The  Office  of  Technology  Assess- 
ment recently  evaluated  24  studies  and  found 
that  Americans  without  health  insurance  cover- 
age are  three  times  more  likely  to  receive 
inadequate  health  care  and  suffer  adverse  health 
outcomes  than  those  who  have  insurance.24 
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THE  UNIQUE  NEEDS  OF  RURAL  NEBRASKA 

Most  of  the  problems  previously  described 
affect  both  urban  and  rural  areas.  However, 
rural  areas  also  face  several  other  unique  chal- 
lenges. Any  national  or  state  health  reform 
package  must  address  these  needs  in  order  for 
all  Nebraskans  to  have  reasonable  access  to 
care. 

Demographic  Trends  and  Economic  Conditions 

The  population  is  continuing  to  decline  in 
most  rural  areas  of  Nebraska,  decreasing  by 
almost  six  percent  from  1980  to  1990.  Eighty- 
three  of  the  state's  93  counties  lost  population 
during  this  decade,  mainly  due  to  an  exodus  of 
adults  in  the  1 8-  to  45-year-old  age  group.  As  a 
result,  the  population  in  rural  areas  is  dispropor- 
tionately elderly,  averaging  1 8 percent  of  rural 
county  totals  compared  to  10  percent  in 
Nebraska's  metropolitan  counties.  In  fact,  37 
counties  have  an  elderly  population  in  excess  of 
20  percent.  Rural  Nebraska  is  economically 
dependent  upon  agri-business,  and  this  sector 
of  the  economy  has  been  under  major  stress  in 
the  last  two  decades.  The  paucity  of  non-agri- 
cultural  job  opportunities  in  many  rural  areas 
has  had  a significant  and  continuing  impact  on 
declining  populations.  The  loss  of  small  busi- 
nesses and  service  establishments  coupled  with 
a decline  in  real  estate  values  and  total  popula- 
tion have  eroded  the  tax  base  to  the  point 
where  there  is  little  incentive  for  private  invest- 
ment, particularly  in  health  care. 

As  a result  of  population  shifts  to  urban 
centers  and  other  states,  the  number  of  service 
areas  in  most  rural  markets  in  Nebraska  has 
declined  substantially  over  the  past  half  cen- 
tury. Shrinking  populations  have  intensified 
competition  among  rural  communities  as  each 
tries  to  expand  its  service  areas  to  maintain  an 
adequate  population  base.  As  service  areas 
grow  larger,  small  communities  are  left  to  com- 
pete with  larger  communities  and  frequently 
lose  services,  including  health  care,  to  these 
larger  service  centers. 

Lack  of  Health  Care  Professionals 

The  lack  of  health  care  professionals  is  prob- 
ably the  most  formidable  barrier  to  obtaining 
health  care  services,  particularly  primary  care 
services  in  rural  Nebraska.  Currently,  18  coun- 
ties do  not  have  a primary  care  physician  resid- 
ing within  their  boundaries.  During  1991,  there 
was  a net  loss  (i.e.,  leaving  versus  locating)  of  1 6 
physicians  in  communities  with  populations 
under  10,000.  In  1992,  the  net  loss  was  only 


one,  but  there  are  still  at  least  60  small  commu- 
nities trying  to  recruit  physicians  and  39  other 
communities  where  there  is  only  one  physician. 25 
Given  the  fact  that  most  younger  physicians  are 
choosing  to  practice  in  relatively  large  group 
practices  (four  or  more  physicians),  it  is  very 
likely  that  many  communities  will  find  it  diffi- 
cult, if  not  impossible,  to  recruit  physicians  into 
a small  practice. 

In  some  areas  of  Nebraska,  the  gap  in  pri- 
mary care  services  has  been  reduced  by  physi- 
cian assistants  and  nurse  practitioners.  Unfortu- 
nately, the  geographic  disparities  for  these  health 
professionals  are  very  similar  to  those  of  physi- 
cians. Of  the  1 88  physician  assistants  practicing 
in  Nebraska  in  1992,  over  60  percent  practice 
in  Lincoln  or  Omaha.  In  1980,  only  36  percent 
of  all  physician  assistants  practiced  in  urban 
areas. 

In  1992,  only  52  nurse  practitioners  were 
active  in  Nebraska  and  fewer  than  ten  prac- 
ticed in  underserved  areas.  Their  numbers  should 
increase  in  the  next  two  years,  however,  be- 
cause a new  training  program  was  initiated  by 
the  University  of  Nebraska  Medical  Center  last 
August  in  Kearney. 

A report  by  the  Interagency  Health  Care 
Advisory  Committee  documented  shortages  of 
other  health  professionals  in  many  areas  of 
Nebraska.  Nursing  schools  in  the  state  are  now 
graduating  an  increasing  number  of  nurses,  but 
few  are  locating  in  severely  underserved  areas. 
There  are  also  major  shortages  of  physical 
therapists,  radiology  technologists,  respiratory 
therapists,  social  workers,  and  psychologists.26 

Hospital  Care  and  In-Home  Service 

Nebraska  has  an  adequate  supply  of  hospital 
beds  and  those  beds  are  accessible  (i.e.,  within 
a 30-minute  travel  time)  for  90  percent  of  the 
population.  However,  many  rural  hospitals  are 
facing  serious  financial  difficulties.  Between 
1986  and  1991,  seven  rural  hospitals  closed 
although  most  small  rural  hospitals  continue  to 
remain  open  because  of  public  or  private  sub- 
sidies. The  main  reasons  for  these  financial 
problems  are  the  loss  of  population,  govern- 
ment reimbursement  programs,  health  insur- 
ance affordability,  and  a perception  that  smaller 
hospitals  with  less  advanced  technology  pro- 
vide a lower  quality  of  care  than  do  regional  or 
urban  hospitals. 

In  terms  of  long-term  care  services,  Nebraska 
ranks  second  in  the  number  of  nursing  home 
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beds  per  thousand  elderly.  These  beds  are  also 
reasonably  distributed  across  the  state  so  that  it 
appears  that  the  need  for  nursing  home  beds 
has  been  met.  However,  many  areas  lack  in- 
home  services  such  as  home  health  care,  adult 
day  care,  respite  services,  and  homemaker 
services.  Given  the  small  population  base  in 
many  areas,  some  of  these  services  probably 
cannot  be  offered  without  considerable  subsi- 
dies from  the  public  sector.  Nevertheless,  Ne- 
braska must  find  ways  of  providing  more  in- 
home  services  to  those  with  chronic  disabilities 
and  limitations  in  performing  their  activities  in 
daily  living  so  that  they  can  continue  to  live  in 
their  own  home  as  long  as  possible,  and  to 
moderate  the  cost  of  nursing  home  care  cov- 
ered by  Medicaid. 

Summary  and  Conclusions 

This  paper  has  identified  some  of  the  major 
health  care  problems  in  Nebraska.  Although 
Nebraska  does  not  face  as  many  serious  challenges 
as  some  other  states,  there  is  clearly  a need  for 
reform.  For  example,  the  health  of  our  population 
is  generally  good,  but  many  serious  gaps  exist, 
particularly  for  minority  population  groups. 

Per  capita  health  care  costs  in  Nebraska  are  only 
slightly  below  the  national  average,  and  out-of 
pocket  costs  for  the  average  Nebraska  family  rank 
among  the  highest  in  the  nation.  In  addition,  Med- 
icaid costs  are  exploding  and  create  serious  chal- 
lenges to  balancing  the  state's  budget. 

Nearly  140,000  Nebraskans  lack  health  insur- 
ance coverage  and  at  least  90,000  others  are 
underinsured.  Many  insurance  policies  limit  or 
deny  coverage  to  individuals  with  pre-existing 
medical  conditions,  deny  coverage  to  individuals 
employed  in  certain  occupations,  and  limit  cover- 
age for  preventive  services.  "Cost  shifting"  contin- 
ues to  become  more  widespread,  which  signifi- 
cantly increases  the  number  of  small  businesses 
that  drop  or  reduce  health  insurance  coverage  for 
theiremployees. 

Finally,  rural  areas  face  some  unique  challenges 
related  to  their  ability  and  capacity  to  provide 
services.  There  is  a serious  shortage  of  primary  care 
physicians,  mid-level  practitioners,  and  many  other 
allied  health  professionals.  As  a result,  individuals, 
including  a large  elderly  population,  must  travel 
long  distances  to  obtain  care.  Many  rural  hospitals 
are  under  severe  financial  stress  and  some  will 
close  during  the  next  five  years.  There  appears  to 
be  an  adequate  supply  of  nursing  home  beds  in 
rural  areas,  but  many  communities  lack  adequate 
in-home  services. 
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Health  and  Human  Services  Committee  for  the  Nebraska  Legislature. 


TODAY  Nebraskans  face  several 
serious  health  care  problems, 
ranging  from  rising  costs,  the 
affordability  and  availability  of  health  insurance, 
and  the  lack  of  health  care  resources  in  some  of 
our  rural  areas.  Although  the  general  health  of 
our  people  is  quite  good,  there  are  real  short- 
comings for  large  groups  of  our  fellow  Nebras- 
kans. 

Overwhelmingly  Nebraskans  recognize  the 
need  for  health  reform  in  our  state.  Not  only 
because  of  the  high  cost  of  health  care  but  also 
because  of  the  increasing  problems  of  access 
and  security  for  significant  numbers  of  our 
citizens.  These  concerns  have  culminated  in 
the  formation  by  Governor  Nelson  of  two  task 
forces:  the  Blue  Ribbon  Coalition  and  the  Inter- 
Agency  Healthcare  Advisory  Committee 
(IAHCAC).  I was  named  co-chair  of  the  IAHCAC 
along  with  Dr.  Mark  Horton,  the  Director  of  the 
Department  of  Health. 

The  Blue  Ribbon  Coalition  focused  much  of 
its  attention  on  the  development  of  a basic 
benefit  package.  The  IAHCAC  centered  our 
efforts  on  recognizing  the  specific  and  unique 
characteristics  of  Nebraska  and  how  these 
would  need  to  be  dealt  with  as  comprehensive 
national  reform  moves  forward. 

Accordingly,  our  committee  addressed  a 
wide  variety  of  issues:  demographics,  aging, 
physician  location  and  specialty  distribution, 
and  sociologic  variations  in  our  population. 

We  recognized  that  simply  changing  the 
health  care  system  in  the  United  States  will  not 
necessarily  give  us  a healthy  society.  While 
increasing  immunizations  and  having  pre-natal 
care  available  are  examples  of  important  health 
initiatives,  we  must  also  deal  with  the  issues  of 
a deteriorating  family  structure,  widespread 
violence,  and  a lack  of  personal  health  respon- 
sibility by  some  of  our  citizenry. 


No  amount  of  money  will  stem  the  use  of 
medical  care  without  emphasizing  both  per- 
sonal health  responsibility  and  the  comprehen- 
sive availability  of  preventive  services.  Such 
preventive  services  must  be  encouraged  as  we 
move  towards  the  State's  Year  2000  objec- 
tives. 

We  do  feel  there  are  some  basic  principles 
that  are  essential  to  comprehensive  health  care 
reform: 

. . . universal  access  for  all  citizens  to  a basic 
benefit  package  without  imposing  undue 
financial  or  cultural  barriers 

. . . promotion  of  a continuity-of-care  con- 
cept with  a reasonable  freedom  of  choice  of 
providers 

. . . control  costs  by  administrative  efficiency 
and  ending  duplication  of  services 

. . . develop  and  support  health  promotion 
and  prevention  of  illness  and  injury 

In  a more  general  sense,  we  feel  we  should 
build  on  the  strengths  of  the  current  Nebraska 
health  care  system.  We  need  to  be  innovative 
and  flexible  and  provide  for  local  planning  for 
significant  change  in  the  design  of  our  present 
system. 

The  IAHCAC  did  not  propose  a single  plan 
for  health  care  reform.  At  the  same  time,  we 
recognized  that  without  a comprehensive  ap- 
proach we  could  not  cover  the  1 55,000  unin- 
sured Nebraskans.  The  challenge  for  our  state 
and  nation  is  how  to  reach  out  to  the  uninsured 
and  provide  health  care  coverage  while  stream- 
lining the  health  care  system  to  control  costs. 
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There  are  many  factors  which  are  driving  up 
the  costs  of  health  care  in  our  state  which  are 
not  within  our  control:  the  aging  of  our  popu- 
lation, general  inflation  and  technological  ad- 
vances in  medicine.  However,  there  are  others, 
equally  important,  that  could  be  in  some  part 
contained  by  a strategic  plan.  These  include: 

. . . over  reliance  upon  fee  for  service  medi- 
cine and  overuse  of  specialists  and  their 
technologies 

. . . the  need  for  physicians  to  protect  them- 
selves from  malpractice  suits  by  practicing 
"defensive  medicine" 

. . . lack  of  coordination  and  duplication  of 
services,  procedures  and  facilities 

. . . traditional  reimbursement  methods  for 
hospitals  can  encourage  higher  expenditures 

. . . consumer  expectations  can  increase 
health  care  costs 

...  the  administrative  overhead  of  govern- 
mental regulation  and  private  insurance  pa- 
perwork. 

These  factors  have  created  a complex  web 
that  has  literally  kept  many  of  the  underserved 
outside  the  medical  delivery  system. 

There  are  no  singular  heroes  in  this  debate. 
Providers,  consumers,  insurers  and  governmen- 
tal agencies  all  deserve  some  portion  of  the 
responsibility  for  our  health  care  problems. 
However,  this  is  not  the  time  to  establish 
blame.  These  same  groups  must  work  together 
to  improve  the  quality  of  care  to  an  increasing 
number  of  our  neediest  citizens.  We  must 
move  quickly  to  contain  costs  while  develop- 
ing a long  term  strategic  plan  that  will  work  in 
concert  with  any  national  program. 

The  IAHCAC  believes  that  state  should: 

1.  Establish  requirements  for  a minimum 
benefit  package  and  rating  practices  for 
all  health  insurance  plans. 

2.  Review  and  develop  practice  parameters 
in  concert  with  providers  and  distribute 
them  throughout  the  state. 


3.  Establish  a mechanism  to  develop  uni- 
form rates  and  charges  for  health  care 
services  which  are  responsive  to  the  state's 
and  consumer's  needs  and  based  upon 
actuarial  data  regarding  their  real  cost. 

4.  Establish  regional  health  planning  boards 
which  review  and  are  responsible  for  the 
development  of  new  programs  or  ser- 
vices in  their  areas. 

5.  Stress  the  importance  of  prevention  and 
risk  reduction  programs  in  the  work  place. 

6.  Require  insurers  to  develop  a common 
insurance  claims  form. 

7.  Develop  a central  information  depository 
which  may  be  used  to  compare  costs  and 
quality  of  services  within  the  state  and 
region. 

8.  UNMC  should  be  encouraged  to  train  a 
larger  number  of  primary  care  practitio- 
ners and  assist  them  in  locating  in  rural 
areas. 

9.  Encourage  rural  residents  to  use  local 
health  services  that  may  be  linked  to  other 
integrated  networks. 

The  IAHCAC  has  also  evaluated  the  needs 
for  managed  care,  assessment  of  expensive 
technology,  and  the  major  role  that  the  federal 
government  will  play  in  any  type  of  reform. 
Nevertheless,  the  Committee  feels  that  in  order 
to  have  a plan  that  is  consistent  with  the  needs 
of  the  citizens  of  our  state,  we  should  move 
forward  rapidly  to  identify  our  specific  needs, 
inadequacies  and  the  potential  solutions  for 
this  complex  issue  which  affects  each  of  us  on 
a very  personal  basis. 

Your  input  as  physicians  is  vital  to  both  the 
structure  of  health  care  reform  and  its  ultimate 
success.  Physician  input  into  controlling  cost  is 
absolutely  essential  as  we  note  that  physicians 
receive  about  18  cents  of  each  health  care 
dollar  but  are  possibly  responsible  for  how 
another  60  cents  of  that  same  dollar  are  spent. 
Without  substantive  comments  from  individual 
providers  and  organized  medicine,  the  process 
will  be  lengthened  and  perhaps  off  target.  We 
welcome  your  comments  and  your  construc- 
tive criticism. 
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V.  REFORM  INITIATIVES 


Health  Care  Problems  And  Nebraska  Solutions 


*FRANK  J.  BARRETT 

Chairman 

Governor's  Blue  Ribbon  Coalition 


Frank  Barrett  is  the  Chairman  of  the  Governor's  Blue  Ribbon  Coalition  and  is  an  attorney  in  private  practice  with 
Kennedy,  Holland,  DeLacy  and  Svoboda,  Kennedy  Holland  Building,  10306  Regency  Parkway  Drive,  Omaha,  Nebraska 
68114. 


I thank  the  Nebraska  Medical 
Association  for  the  opportu- 
nity to  discuss  with  the  read- 
ers the  work  of  the  Governor's  Blue  Ribbon 
Coalition  to  study  health  care  in  Nebraska,  our 
initial  findings  and  future  activities. 

The  Coalition  is  made  up  of  a diverse  group 
of  33  men  and  women  from  across  the  state. 
We  have  representatives  from  the  AARP,  the 
medical  profession,  businesses  large  and  small, 
hospitals,  medical  schools,  administrators  of 
small,  rural  hospitals,  consumer  advocates,  la- 
bor, insurers,  agriculture,  nursing  profession, 
mental  health  system  and  a representative  from 
Senator  Kerrey's  office. 

The  charge  given  by  Governor  Nelson  to  the 
Coalition  in  January,  1 992  was  to  come  forward 
with  recommendations  to  improve  the  health 
care  system  in  Nebraska,  both  public  and  pri- 
vate to  provide  access  for  all  of  our  citizens  to 
quality,  affordable  health  care. 

The  Blue  Ribbon  Coalition  has  been  meeting 
since  January,  1 992,  and  have,  through  its  com- 
mittees and  subcommittees,  had  a great  num- 
ber of  meetings  to  discuss  problems  in  the 
health  care  system  in  order  to  formulate  recom- 
mendations to  the  Governor. 

We  first  developed  the  principles  that  would 
guide  our  deliberations  and  recommendations. 
They  are  a part  of  this  article  as  they  form  the 
basis  of  what  we  are  about  and  what  we  have 
and  will  recommend  to  the  Governor. 

STATEMENT  OF  PRINCIPLES 

PREAMBLE:  All  Nebraskans  have  the  right  to 
quality  health  care  at  a cost  they  or  society  can 
afford.  Government,  health  care  providers,  in- 
surers, businesses  and  consumers  must  work 
together  to  accomplish  this  goal.  A partnership 
between  government  and  the  private  sector 


may  ultimately  provide  the  most  favorable  solu- 
tion to  developing  quality  health  care  services 
at  a cost  that  is  affordable  to  all  of  our  citizens. 

1 . ACCESS.  All  Nebraskans  have  the  right  to 
geographical,  cultural  and  financial  access  to 
basic  health  care  services.  Defining  basic  health 
care  services  should  be  accomplished  by  soci- 
ety with  the  assistance  of  experts  in  the  field. 

2.  QUALITY.  Mechanisms  should  be  devel- 
oped to  assure  that  all  Nebraskans  receive 
quality  health  care  services. 

3.  COST  CONTAINMENT.  The  financial, 
political  and  social  incentives  driving  our  health 
care  system  must  be  adjusted  to  assure  that 
they  promote  cost-effective  behavior.  It  is  im- 
portant to  develop  innovative  approaches  and 
incentives  to  encourage  affordable  and  effi- 
cient health  care  services. 

4.  RESPONSIBILITY.  Promoting  access  to 
basic  health  is  a shared  responsibility  of  indi- 
viduals, society,  providers,  payers  and  govern- 
ment. 

a.  INDIVIDUAL.  Individuals  must  be  re- 
sponsible for  leading  healthy  lifestyles.  To  pro- 
tect individual  dignity,  everyone  who  can,  should 
pay  for  some  of  the  cost  of  his  or  her  own  care. 

b.  SOCIETY.  Society  should  promote 
improved  consumer  education  so  that  Nebras- 
kans can  become  more  proactively  involved  in 
both  prevention  and  wellness  focused  lifestyles, 
as  well  as  become  better  informed  health  care 
purchasers.  Society  should  develop  mechanisms 
to  understand  the  ethical,  economical  and  ra- 
tioning issues  necessary  to  determine  how 
medical  services  and  procedures  will  be  allocated. 
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c.  PROVIDERS.  Professional  and  institu- 
tional providers,  both  individually  and  collectively, 
must  deliver  high  quality  and  humane  care  to  all 
Nebraskans.  They  should  develop  practice  guide- 
lines and  outcome  data  that  encourage  the  appro- 
priate use  of  health  care  resources.  Providers  must 
assume  a key  role  in  the  development  of  a compre- 
hensive delivery  system  which  supports  access, 
quality  and  cost  containment.  Providers  must  de- 
velop practice  guidelines  which  encourage  neces- 
sary and  preventive  services  and  eliminate  unnec- 
essary services.  Charges  for  services  rendered 
should  be  fair  and  reasonable. 

d.  PAYERS.  Payers,  working  with  govern- 
ment, have  responsibility  for  designing  systems 
that  provide  coverage  for  a basic  package  of  health 
care  services  for  all  Nebraskans,  regardless  of 
condition  of  health,  state  of  employment  or  ability 
to  pay.  They  should  create  mechanisms  to  pay  for 
care  with  a minimum  of  administrative  cost,  uncer- 
tainty, confusion,  bureaucracy  and  paperwork. 

e.  GOVERNMENT.  Working  with  provid- 
ers, consumers  and  payers,  government  has  the 
responsibility  for  developing  incentives  and  creat- 
ing an  affordable  system  of  universal  access  to 
basic  health  care  for  all  Nebraskans.  Government 
also  has  special  responsibilities  to  provide  public 
health  services,  educate  the  public  on  health  mat- 
ters, address  the  social  conditions  that  cause  illness 
and  drive  up  health  care  costs  such  as  poverty, 
malnutrition,  inadequate  housing  and  violence. 

f.  EDUCATIONAL  INSTITUTIONS.  Ne 

braska  institutions  of  higher  education,  public  and 
independent,  that  conduct  health  professions  edu- 
cation programs  should  strive  to  meet  the  needs  of 
our  citizens  for  health  care  professions.  Those 
institutions  that  engage  in  biomedical  and  health 
care  research  are  also  responsible  for  contributing 
to  improvements  in  quality  and  delivery  of  health 
care  in  Nebraska. 

5.  FLEXIBILITY/FREEDOM  OF  CHOICE.  Indi- 
viduals and  families  should  have  a basic  health  plan 
that  is  portable  and  affordable  and  the  freedom  to 
choose  additional  health  insurance  based  upon 
their  financial  capability. 

6.  INNOVATIVE.  Delivery  and  financing  ar- 
rangements must  promote  development  and  dis- 
semination of  more  effective  and  efficient  methods 
for  treatment  and  prevention.  Methods  to  deliver 
health  care  services  must  be  responsive  to 
Nebraska's  diversity.  There  must  be  local  involve- 
ment in  the  planning,  development  and  design  of 
the  health  care  delivery  system  in  cooperation 
with  federal  and  state  efforts.  This  process  must 


include  representatives  from  all  major  sectors 
of  the  community,  including  both  public  and 
private  entities. 

7.  FINANCING.  Health  care  financing  must 
be  organized  to  prevent  cost  shifting.  Health 
care  services  should  be  financed  through  a 
public/private  pluralistic  system.  The  system 
should  provide  incentives  to  consumers  to  use 
appropriate  health  care  services  and  to  provid- 
ers to  assure  value  for  the  price  of  services 
rendered. 

The  Coalition's  work  has  led  to  the  conclu- 
sion that  there  is  no  one  solution  to  our  health 
care  problems.  There  is  a series  of  solutions  by 
which  we  can  change  and  improve  the  delivery 
and  financing  of  health  care. 

What  does  our  group  believe  to  be  the  most 
critical  concerns  (priorities)  for  the  develop- 
ment of  public  policy  relating  to  health  care 
reform? 

FIRST.  The  most  critical  concern  is  to  deter- 
mine that  quality  health  care  is  a right  for  all 
citizens,  and  then  define  what  that  truly  means. 
Does  it  mean  a right  to  a heart  transplant  for  an 
85  year  old  person  whose  chance  for  life  is 
minimal?  Does  it  mean  hair  transplant  for  the 
bald  person?  Does  it  mean  invitro  fertilization 
for  those  who  seek  conception?  The  first  ques- 
tion is  - What  is  quality  health  care?  If  it  is  a right 
— a right  to  what?  This  is  a most  difficult  issue. 
Our  Coalition  is  in  the  process  of  developing 
what  we  consider  to  be  a quality  health  care 
core  benefit  package,  one  which  will  promote 
excellent  health  care  coverage  for  the  vast 
majority  of  our  citizens,  yet  help  contain  costs 
and  be  affordable  from  society's  standpoint. 

SECOND.  How  do  wefa/V/ypay  for  this  right, 
particularly  for  those  of  our  citizens  who  cannot 
afford  to  pay  for  their  own  health  care  needs? 

THIRD.  How  do  we  assure  society  and  the 
individuals  who  make  up  that  society  that  the 
system  is  fair  to  all  and  that  all  segments  of  the 
health  care  system  — insurers,  providers,  em- 
ployers, consumers,  hospitals  and  doctors  — 
will  be  called  to  do  their  fair  share? 

FOURTH.  It  is  essential  that  we  develop  an 
information  support  system  which  will  assist  in 
monitoring  the  status  of  health  care  in  this 
country  and  provide  a methodology  to  mea- 
sure our  progress.  This  includes  development 
of  practice  parameters  and  outcome  results  as 
to  the  effectiveness  of  certain  procedures,  sur- 
geries and  treatments. 
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Those  are  the  issues  the  Coalition  considers 
to  be  some  of  the  most  important  items  for 
debate  and  resolution.  We  have  just  begun  to 
explore  the  surface  of  this  multi-faceted  project. 
The  complexity  of  this  problem  is  one  of  its 
dangers  in  that  the  states,  in  despair,  might 
throw  up  their  hands  and  suggest  that  the 
"experts"  in  Washington  solve  the  problems. 
This  would  be  a disaster  for  our  citizens. 

I say  this  because  health  care  — quality, 
affordable  health  care  — must  be  planned  and 
directed  by  the  communities  served  and  by  the 
individual  states.  The  federal  government  has 
been  a significant  factor  in  driving  up  costs  with 
its  inflexible,  burdensome  administration  of  the 
health  care  programs  and  its  continual  shifting 
of  costs  away  from  itself  to  the  states  and  other 
payers.  We  must  all  work  to  correct  that  situa- 
tion. 


The  Coalition  developed  an  outline  of  cover- 
ages which  would  provide  a standard  by  which 
all  health  insurance  programs  could  be  judged. 
We  are  attempting  to  cost  this  program,  which 
we  call  Nebraskare.  This  is  a difficult  task  be- 
cause our  program  includes  a comprehensive 
benefit  plan  and  is  designed  to  include  preven- 
tive, health,  Medicaid,  comprehensive  health 
insurance  plan  (CHIP)  participants  and  those 
150,000  uninsured  Nebraskans. 


PROPOSED  NEBRASKARE  BENEFITS 


Lifetime  Maximum 
IN  HOSPITAL  BENEFITS 

• Semiprivate  Room 

• Skilled  Nursing 

• Home  Health  Care 

• Hospital  Outpatient  Care 


$1,000,000  Per  Insured 
USUAL  AND  CUSTOMARY 
Intensive  Care 
Surgery  and  Anesthesia 
Hospice  Care 


Prescription  Drugs  (According  to  State  Formulary) 


OUTPATIENT  BENEFITS 

• Ambulance  • Laboratory 

• Doctor  Office  Visit  • X-Ray,  Radiation,  Chemotherapy 

• Prescription  Drugs  (Formulary  Only) 


DEDUCTIBLE  AND  CO-PAYMENTS 

• Deductible  $500/Year-3  Deductible  Maximum/Family 

• Co-Payment  80%/20% 

• Out-Of-Pocket  Maximum  $2, 500/Year  Per  Family 

$1 000/Year  Per  Individual 


COST  CONTAINMENT  AND  QUALITY  CARE 

• All  Benefits  Restricted  to  Provision  by  Approved  Providers 
and  Practitioners  Only 

• Hospital  Pre-Certification  and  Case  Management 

• Centers  of  Excellence  for  Specialized  Care 

GENERAL  EXCLUSIONS 

• Pre-Existing  Condition  for  1 Year  if  a First  Time  Entrant 

• Experimental  Procedure  or  Drugs  Defined  by  an  Oversight  Board 

• Dispute  Resolution  by  Arbitration  Versus  Litigation 

• Elective  Services  and  Procedures  Except  as  Specifically 
Defined  by  an  Oversight  Board 

• Waiver  of  State-Mandated  Benefits. 

I am  convinced  intelligent  men  and  women 
can  change  the  health  care  system  and  devise 
methods  and  procedures  to  control  cost.  But  no 
health  care  reforms  without  cost  containment 
will  succeed.  It  is  the  cost  which  drives  the 
debate  for  reform.  We  must  change  the  way  we 
provide,  utilize  and  finance  health  care  in  the 
State  of  Nebraska  and  in  this  nation.  We  can  do 
it,  but  it  is  going  to  take  sacrifices  on  behalf  of 
the  doctors,  hospitals,  lawyers,  insurance  com- 
panies, labor  unions,  employers,  employees, 
the  poor,  the  middle  class  and  the  affluent. 

In  short,  all  segments  of  our  society  must 
change  the  way  we  provide  health  care  and  the 
way  we  finance  it.  Let's  retain  the  good  from  the 
existing  system,  discard  the  weak  links  and 
move  forward.  We  must  allow  experimentation 
within  the  system  to  find  the  best.  To  accom- 
plish this,  our  Coalition  has  recommended  that 
the  State  of  Nebraska  give  consideration  to 
seeking  designation  from  the  Clinton  Adminis- 
tration as  a demonstration  project  state  to 
experiment  with  changes  in  our  health  care 
system,  its  delivery,  financing  and  quality. 

The  current  debate  is  absolutely  essential  if 
we  are  to  properly  reform  our  system,  and  it 
needs  reforming.  The  members  of  the  Governor's 
Blue  Ribbon  Coalition  have  been  involved  in 
studying  various  aspects  of  health  care  reform 
since  January,  1992.  We  have  just  begun  our 
review  of  the  enormous  number  of  issues  which 
need  to  be  debated  and  decisions  made.  It  is 
truly  an  exciting,  challenging  and  necessary 
activity. 


Deductibles,  co-payment  and  out-of-pocket  expenses  would  be 
reduced  by  income  tier. 

• No  Provider  Waiver  of  Deductible  and  Co-Payment 

• No  Provider  Balance  Billing 

MENTAL,  NERVOUS,  ALCOHOL  AND  DRUG  TREATMENTS 

• Subject  to  Plan  Deductibles  and  Co-Payments 

• Coverage  According  to  Managed  Care  Provisions 

• $50,000  Lifetime  Maximum 

• $25,000  Annual  Maximum 

OTHER  COVERAGE  PROVISIONS 

• Maternity  Benefits 

• Preventive  Benefits  Tied  to  Income  Tiers 

• Prescription  Drugs  According  to  Formulary 


We  thank  the  physicians  who  are  active  on 
the  Coalition  for  their  superb  contributions  to 
our  deliberations.  Also,  we  thank  the  Nebraska 
Medical  Association  for  providing  the  Blue 
Ribbon  Coalition  with  valuable  information  and 
input.  We  can  and  we  will  make  significant 
changes  in  the  system.  Much  is  being  accom- 
plished in  this  state  right  now.  Hopefully, 
Nebraska's  effort  will  help  shape  the  national 
debate  and  the  ultimate  product  which  comes 
out  of  Washington. 
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V.  REFORM  INITIATIVES 


Inter-Agency  Committee  For  Health  Care  Reform 


PHILIP).  HOFSHIRE,  MD 

President  & CEO 
Great  Plains  Physician  Group 


ALTHOUGH  the  Inter-Agency 
Committee  did  not  develop 
i their  own  plan,  it  did  look  at 
options  such  as  networking  and  integration  of 
services,  managed  care  as  cost  containment, 
and  regulatory  approaches  to  controlling  costs. 
This  committee  also  performed  the  difficult  task 
of  assessing  health  care  delivery  in  Nebraska, 
the  aging  of  our  population,  and  the  problems 
of  rural  health  care.  The  committee  presented 
several  recommendations  which  could  be  amal- 
gamated into  a composite  plan  that  would  both 
be  consistent  with  the  Blue  Ribbon  plan  as  well 
as  much  of  what  we  see  in  the  Clinton  proposal. 


It  seems  clear  that  in  its  present  form,  Presi- 
dent Clinton's  Health  Securities  Act  would  not 
allow  a significant  number  of  state  initiatives  or 
innovation.  With  the  exception  of  adopting  a 
single  payer  model,  little  other  opportunity 
seems  available  for  individual  states.  Certainly 
this  will  be  a well  debated  issue  since  federal 
mandates  may  not  be  accompained  by  federal 
fiscal  support. 

A Nebraska  initiated  plan  will  continue  to  be 
developed,  with  the  intent  that  it  will  be  within 
compliance  of  the  ultimate  health  care  legisla- 
tion presented  to  Congress. 


‘Address  correspondence  and  reprint  request  to:  Philip  J. 
Hofshire  MD,  44th  & Dewey,  PO  Box  3328,  Omaha,  NE 
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VI.  THE  ROLE  OF  THE 
ACADEMIC  HEALTH  CENTERS 

The  Impact  of  Health  System  Reform  on  Academic  Health  Centers 

‘CAROL  ASCHENBRENER,  M.D. 

Chancellor,  University  of  Nebraska  Medical  Center 
Omaha,  NE  68198 


Dr.  Aschenbrener  is  Chancellor  of  the  University  of  Nebraska  Medical  Center.  She  has  had  an  extensive  role  with 
both  the  American  Medical  Association  and  the  American  Association  of  Medical  Colleges  in  medical  education. 


THE  process  of  health  system  re- 
form has  begun  with  forma- 
tion of  new  partnerships 
among  physician  groups  and  hospitals  and 
insurers.  It  is  increasingly  clear  that  health  sys- 
tem reform  will  be  evolutionary  rather  than 
revolutionary,  with  formation  of  integrated  com- 
prehensive networks  in  urban  areas,  with  in- 
creased dominance  of  managed  care,  and  with 
continued  state  and  federal  efforts  to  curb  the 
rate  of  increase  in  spending  for  Medicare  and 
Medicaid.  The  fulcrum  of  public  policy  debate 
seems  to  have  shifted  toward  cost  contain- 
ment, with  somewhat  less  emphasis  on  univer- 
sal access.  One  constant  characteristic  of  discus- 
sions of  health  system  reform  at  both  the  federal 
and  state  level  has  been  inattention  to  the  impact 
of  reform  on  academic  health  centers. 

The  more  than  100  academic  health  centers 
in  the  United  States  are  the  primary  site  of 
education  for  physicians.  They  bear  much  of 
the  burden  of  charity  care  and  they  are  the 
major"economicengines" ofinnovation  in  health 
care  in  the  world.  The  cost  of  clinical  education 
of  physicians  in  these  academic  health  centers 
is  financed  predominantly  by  clinical  revenues 
generated  on  site.  A recent  analysis  by  the 
Association  of  American  Medical  Schools  indi- 
cates that  faculty  practice  plan  revenues  ac- 
count for  about  40%  of  the  general  operating 
revenues  of  United  States  medical  schools; 
using  comparable  analysis,  faculty  practice  gen- 
erates about  38%  of  the  operating  budget  at 
UNMC  College  of  Medicine.  At  the  medical 
center  level,  clinical  revenues  account  for  about 
54%  of  operating  revenues.  Clinical  revenues 
currently  subsidize  both  clinical  education  and 
clinical  research.  Both  will  be  threatened  under 
managed  care  and  cost  controls  unless  a new 
mechanism  for  financing  education  and  re- 
search is  developed. 

With  managed  care,  many  communities  will 
experience  additional  reduction  in  hospital  days. 


Referrals  to  specialists  in  the  private  sector  and 
in  medical  schools  will  decrease.  Individuals  in 
managed  care  plans  will  have  limited,  if  any, 
latitude  to  consult  specialists  without  referral 
from  a primary  care  "gatekeeper".  Managed 
care  will  increase  demand  for  physician  produc- 
tivity. In  particular,  primary  care  physicians  will 
be  pressed  to  see  more  patients  as  the  number 
of  people  in  "gatekeeper"  health  care  plans 
increases.  Simultaneously,  the  demand  for  more 
primary  care  physicians  will  place  greater  teach- 
ing demand  on  faculty  in  family  practice,  inter- 
nal medicine  and  pediatrics.  Similarly,  recent 
curriculum  innovation  at  UNMC  that  places 
more  emphasis  on  primary  care  experience  and 
on  small  group,  problem-based  learning  may  be 
jeopardized  by  increased  demands  on  clinical 
faculty  and  shrinking  budgets. 

There  are  many  indicators  of  government 
intent  to  control  graduate  medical  education 
before  health  system  reform  occurs.  Some  fed- 
eral officials  talk  about  implementing  measures 
that  would  constrain  specialty  choice  as  early  as 
1995.  Debate  has  centered  on  changing  the 
ratio  of  specialists  to  generalists,  with  growing 
agreement  that  there  are  too  many  specialists 
and  too  few  generalists.  As  yet,  there  is  no 
agreement  on  a fact-based  model  for  specialty 
mix  that  would  better  serve  the  goal  of  universal 
access  to  basic  health  care.  Recently,  workforce 
estimates  by  some  federal  officials,  including 
Assistant  Secretary  of  Health  Phillip  Lee,  have 
shifted  from  emphasis  on  need  for  more  pri- 
mary care  physicians  to  assertions  of  total  cur- 
rent physician  surplus  of  50,000.  One  might  ask 
(I  did,  without  satisfactory  answer):  If  there  are 
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too  many  physicians  at  present,  why  are  they 
working  such  long  hours  and  why  are  so  many 
people  complaining  of  long  waits  for  appoint- 
ments? 

Comments  by  federal  officials  at  recent  pro- 
fessional society  meetings  indicate  that  they 
seek  to  limit  enrollment  in  medical  schools  and 
may  attempt  to  mandate  increased  enrollment 
in  some  other  health  professions  programs. 
Several  study  groups,  including  COGME  (con- 
gressionally  appointed  Council  on  Graduate 
Medical  Education)  and  the  Clinton  task  force 
advocate  a national  commission  that  would 
limit  the  number  of  graduate  medical  educa- 
tion positions  to  the  total  number  of  U.S.  medi- 
cal school  graduates  plus  1 0%.  The  commission 
would  also  determine  the  number,  specialty 
mix  and  geographic  distribution  of  residency 
positions.  These  decisions  would  be  made  for 
periods  of  5 years  and  would  be  based  on  some 
estimates  of  workforce  needs  and  some  assess- 
ment of  program  quality.  Currently,  a high 
percentage  of  residency  positions  are  located 
in  metropolitan  hospitals  of  populous  coastal 
states.  Residency  programs  in  the  midwest 
could  be  disproportionately  affected  by  federal 
regulation,  adding  an  additional  barrier  to  phy- 
sician recruitment  in  the  heartland. 

While  there  is  consensus  about  the  need  for 
more  physicians  who  can  provide  primary  care, 
federal  regulation  of  graduate  medical  educa- 
tion as  the  means  to  that  end  poses  a number 
of  troubling  questions  for  medical  schools.  What 


impact  will  the  restriction  of  residency  selection 
have  on  the  medical  school  applicant  pool?  Will 
the  most  qualified  students  seek  other  careers 
where  they  have  freedom  of  choice?  Will  stu- 
dent collaboration  be  replaced  by  cut-throat 
competition  to  get  the  best  grades  in  order  to 
secure  a coveted  residency  position  in  a proce- 
dural specialty?  Since  student  choices  are  not 
likely  to  change  abruptly  despite  federal  man- 
date, how  will  schools  cope  with  students' 
anger  at  having  less  choice  than  their  predeces- 
sors? Will  women  and  people  of  color,  who  only 
recently  have  had  equal  access  to  some  of  the 
most  highly  compensated  specialties,  find  their 
choices  again  restricted? 

The  creation  of  a healthy  system  that  would 
ensure  all  citizens  access  to  basic  health  care  at 
affordable  cost  is  highly  desirable.  If  reform  is  to 
be  achieved  without  sacrificing  the  quality  of 
care  enjoyed  in  the  United  States,  a stable 
mechanism  for  continued  support  of  medical 
education  and  biomedical  research  must  be 
implemented  from  the  outset.  A recent  analysis 
by  the  American  Medical  Association's  Work- 
ing Group  on  Medical  Education  and  Health 
System  Reform  concluded:  "Government  offi- 
cials and  public  policymakers  involved  in  the 
debate  on  health  system  reform  must  recog- 
nize the  reality  that  clinical  education  is  inte- 
grated with  the  delivery  of  health  care  and  must 
address  this  issue  in  a responsible  and  effective 
manner  when  shaping  health  care  reform  legis- 
lation." This  is  a critical  message  that  has  not  yet 
been  heard. 
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VI.  THE  ROLE  OF  THE 
ACADEMIC  HEALTH  CENTERS 

Medical  Education:  Leadership  and  Adaptation 
In  A Changing  World 
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Vice  President  for  Health  Sciences 
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Dr.  O'Brien  is  Vice  President  for  Health  Sciences  at  Creighton  University  and  has  been  involved  in  health  care  reform 
at  the  state  as  well  as  national  level. 


THIS  issue  of  the  Nebraska  Medi- 
cal Journal  is  dedicated  to 
addressing  current  discussion 
and  debate  on  reforming  the  U.S.  health  care 
system.  Reform  will  have  profound  but  prob- 
ably not  immediate  effects  on  medical  educa- 
tion. 

Medical  knowledge  and  practice  undergo 
constant  change.  Progress  results  in  changes  in 
the  ways  medicine  is  viewed  and  valued  by  our 
society.  Medical  progress  and  the  high  value 
placed  on  medical  care  are  at  the  very  root  of 
contemporary  movements  to  reform  the  sys- 
tem by  which  health  care  is  delivered  in  the 
United  States.  The  quality  of  U.S.  medical  care 
is  very  good;  current  reform  initiatives  are  con- 
sistently addressed  to  the  system  of  health  care 
delivery  rather  than  to  the  nature  and  substance 
of  disease  prevention  and  medical  care. 

The  scientific  and  technical  progress  leading 
to  increased  demand  for  health  care,  its  increas- 
ing costs,  and  efforts  to  control  those  costs, 
began  two-and-one-half  millennia  ago  when 
Hippocrates  introduced  a paradigmatic  change 
into  western  medicine.  The  Aesculapian  model 
of  medicine  was  based  on  the  belief  that  dis- 
eases were  of  supernatural  origin  and  treat- 
ment depended  on  the  intervention  of  deities. 
Hippocrates  and  his  followers  based  their  medi- 
cal practices  on  careful  observation  of  indi- 
vidual patients  and  their  responses  to  specific 
preventive  and  therapeutic  interventions.  Thus 
began  the  era  of  western  medicine  based  on 
empiric  observation  and  experimentation.1 

The  scientific  approach  to  health  and  illness 
has  produced  knowledge  and  technology  that 
greatly  enhance  our  ability  to  prevent  and  treat 
diseases  effectively.  More  effective  medicine  is 
more  useful  medicine.  Greater  utility  increases 
demand.  A greater  number  of  more  effective 
medical  services  provided  to  growing  numbers 


of  people  has  resulted  in  continuously  escalat- 
ing costs. 

Society  invented  insurance  to  alleviate  the 
burden  on  individuals  by  spreading  the  cost 
over  a larger  population.  Health  insurance, 
both  public  and  private,  has  become  wide- 
spread in  the  developed  world  during  the  past 
century. 

Increased  effectiveness  and  high  costs  of 
health  care  have  given  rise  to  efforts  to  change 
the  system  of  health  care  delivery  to  achieve 
cost  control  and  universal  access.  Cost  increases 
and  efforts  to  control  them  have  strikingly  accel- 
erated in  the  second  half,  and  now  the  last 
decade,  of  the  twentieth  century. 

As  scientific  medicine  has  evolved  so  too  has 
medical  education  changed  to  meet  the  chal- 
lenges of  assuring  effective,  well  educated  prac- 
titioners prepared  to  lead  in  the  development 
of  new  knowledge  and  technology,  and  their 
application.  United  States  medical  education 
has  led  and  adapted  continuously  to  changes  in 
the  substance  and  mode  of  medical  practice.  It 
must  and  will  continue  to  change,  particularly 
as  societal  priorities  are  reformed. 

Contemporary  initiatives  to  change  the  Ameri- 
can health  care  system  are  addressed  largely  to 
cost  control,  assurance  of  access  for  all  mem- 
bers of  the  society,  and  maintenance  and  im- 
provementofthequalityofcare.  Modern  United 
States  efforts  to  control  health  care  costs  began 
in  the  1960's  and  1 970's  in  response  to  in- 
creased access  provided  by  the  introduction  of 
Medicare  and  Medicaid  and  the  growth  of 
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employer-provided  health  insurance  that  accel- 
erated strikingly  during  and  after  World  War  II. 
Early  efforts  included  modest  expansion  of  health 
maintenance  organizations  (HMOs)  in  the  late 
1960s  and  1970s.  More  vigorous  and  wide- 
spread efforts  to  control  costs  began  approxi- 
mately a decade  ago  with  the  introduction  in 
1 983  of  the  Tax  Equity  and  Finance  Reform  Act 
(TEFRA).  TEFRA  introduced  prospective  pay- 
ment for  Medicare  reimbursement  of  hospitals 
on  the  basis  of  Diagnosis  Related  Groups 
(DRGs).  Nearly  simultaneously  the  private  in- 
surance industry  and  employers  accelerated 
the  development  of  managed  care.  HMOs 
were  expanded  in  number  and  size,  preferred 
provider  organizations  (PPOs)  and  expanded 
utilization  review  were  introduced. 

Other  efforts  to  control  rapidly  increasing 
costs  that  have  been  already  introduced  or 
proposed  are  global  budgeting,  price  controls, 
including  the  Resource  Based  Relative  Value 
Scale  (RBRVS),  capital  expenditure  controls, 
more  stringent  technology  assessment  to  deter- 
mine what  is  effective  and  will  be  paid  for, 
administrative  simplification,  and  tort  reform. 

Reform  initiatives  to  assure  universal  access 
are  likely  to  include  defined  benefits  for  the 
nation  and  will  probably  include  insurance  re- 
form including  some  form(s)  of  community 
rating,  prohibitions  of  exclusions  and  waiting 
periods  for  pre-existing  conditions,  and  claims 
simplification.  Enhanced  access  will  also  re- 
quire more  primary  care,  less  specialty  care, 
and  better  geographic  distribution  of  the  pro- 
viders of  preventive  and  primary  services. 

Reform  initiatives  to  improve  quality  empha- 
size prevention  and  primary  care,  the  develop- 
ment of  practice  guidelines,  and  more  rigorous 
outcomes  evaluation. 

Each  of  these  three  goals  — cost  control, 
assured  access,  quality  assurance  — will  have 
significant  effects  on  the  education  of  medical 
students  and  other  health  professionals. 

Those  responsible  for  health  care  system 
reform  and  for  changing  medical  education  to 
adapt  to  system  changes  must  understand  sev- 
eral important  principles  in  the  relationships  of 
patient  care  and  professional  education. 

• Medical  education  is  an  integral  part  of 
the  health  care  system.  Students  are  edu- 
cated in  health  care  settings  and  faculties 
provide  health  care  for  patients  in  the 
course  of  medical  student  education. 


• Medical  education  is  essential  to  the  fu- 
ture of  health  care.  A continuous  stream  of 
physicians  and  other  professionals  to  pro- 
vide services  in  the  future  requires  that 
education  be  supported  and  continue  to 
be  an  integral  part  of  health  care. 

• Medical  education  is  subsidiary  to  and 
serves  professional  practice.  The  existence 
of  educational  institutions  is  predicated 
on  their  ability  to  graduate  professionals 
who  will  serve  the  needs  of  the  American 
public.  Health  professions  education  must 
graduate  physicians  prepared  to  practice 
in  the  system  of  the  future. 

• Medical  education  is  costly;  students  pay 
only  a fraction  of  the  cost  of  their  educa- 
tion. Much,  perhaps  most,  of  the  cost  of 
medical  student,  resident,  and  fellowship 
education  is  borne  by  those  who  pay  for 
patient  care.  Hospitals  and  faculty  prac- 
tice plans  provide  important  subsidies  for 
students  and  residents.  Medical  educa- 
tion depends  on  payments  for  patient 
care. 

The  forces  that  I believe  are  affecting  and  will 
most  strongly  affect  medical  education  in  the 
near  future  are: 

• Cost  control  measures,  including  managed 
care,  prospective  payment,  imposed  reim- 
bursement schedules  for  physician  ser- 
vices, and  competitive  pricing  of  health 
care  providers. 

• Incentives  for  students  to  enter  primary 
care  specialties  and  to  provide  care  to 
underserved  populations. 

• Unbundling  of  education  costs  from  pa- 
tient care  costs. 

Cost  Control 

Managed  care,  prospective  payment,  RBRVS, 
and  competitive  pricing  have  already  decreased 
hospital  admissions  and  caused  shorter  hospi- 
tal stays.  This  has  resulted  in  major  shifts  of 
patients  from  inpatient  to  outpatient  sites  and  a 
concomitant  change  to  greater  average  inten- 
sity of  care  provided  for  hospital  inpatients. 
Most  diagnostic  activities  occur  before  admis- 
sion and  most  continuing  care  occurs  after 
discharge.  Thus,  it  has  become  difficult  for 
students  to  develop  a comprehensive  picture  of 
patients'  problems  and  to  participate  fully  in 
their  diagnosis,  treatment,  and  continued  care. 
Furthermore,  many  problems  for  which  pa- 
tients were  previously  hospitalized  are  now 
cared  for  entirely  in  outpatient  settings.  Most 
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medical  schools  have  responded  by  introduc- 
ing more  required  and  elective  outpatient  expe- 
riences. Educational  sites  are  moving  to  reflect 
changes  in  practice  modes. 

Private  insurers'  and  employers'  efforts  to 
decrease  the  cost  of  care  for  their  subscribers 
and  employees  have  resulted  in  their  seeking 
the  lowest  possible  prices  for  quality  health 
care.  In  the  pursuit  of  lower  prices  they  have 
induced  movement  of  patients  away  from  teach- 
ing institutions  to  community  hospitals  and 
physician  practices  that  do  not  bear  the  costs  of 
education  and  clinical  research.  This  decreases 
financial  support  of  medical  education  and 
diminishes  the  numbers  of  patients  available  for 
the  teaching  of  students  and  residents. 

Managed  care  with  its  emphasis  on  primary 
care  physicians  controlling  specialty  services 
has  increased  the  demand  for  primary  care 
physicians.  This  and  the  general  recognition 
that  there  has  been  a shift  toward  a dispropor- 
tion between  primary  care  and  specialty  physi- 
cians has  led  the  Association  of  American  Medi- 
cal Colleges  to  establish  a goal  of  50%  of  United 
States  medical  graduates  entering  primary  care 
specialties.2  In  response  to  these  same  forces, 
many  medical  schools  have  introduced  manda- 
tory primary  care  experiences  for  their  stu- 
dents. 

Incentives 

Incentives  to  induce  medical  graduates  to 
enter  primary  care  specialties  and  care  for 
underserved  populations  have  been  designed 
and  are  being  introduced.  Medicare  currently 
reimburses  teaching  hospitals  more  for  primary 
care  residents  and  less  for  specialty  residents. 
Health  care  reformers  promise  significantly 
greater  controls  on  specialty  training.3  In  its 
1 992  re-authorization  of  the  Health  Professions 
Student  Loan  program  (HPSL),  Congress 
changed  the  loans  for  medical  students  to 
Primary  Care  Loans  (PCL).  The  explicit  congres- 
sional intent  is  to  provide  low  cost,  government 
guaranteed  loans  only  for  those  who  promise  to 
enter  primary  care  training  and  practice.  There 
are  severe  penalties  for  those  who  do  not  keep 
their  promises  and  for  the  schools  from  which 
they  graduate.  These  efforts  are  intended  and 
probably  will  have  the  effect  of  providing  fewer 
opportunities  for  medical  school  graduates  to 
choose  specialties,  thus  constraining  many  to 
choose  primary  care. 

These  forces  are  likely  to  result  in  different 
characteristics  of  those  who  apply  to  and  are 


admitted  to  medical  schools.  Admissions  com- 
mittees are,  in  response  to  the  AAMC  initiative 
and  society's  demand,  adjusting  admissions 
criteria  to  select  students  with  profiles  indicat- 
ing those  more  likely  to  choose  primary  care 
careers.  These  include  women,  older  appli- 
cants, those  with  undergraduate  humanities 
majors,  and  those  from  small  town  and  rural 
origins.4 

This  might  be  expected  to  be  of  advantage  to 
Nebraska  but,  unfortunately,  the  increase  in 
Nebraska  residents  applying  to  medical  schools 
has  been  much  smaller  than  those  of  other 
states;  only  a 9%  increase  in  Nebraska  residents 
compared  to  a national  increase  of  31%  from 
1987  to  1992.4 

Medical  schools  are  responding  in  other 
ways  to  increase  the  number  of  primary  care 
career  choices.  Curricula  are  being  adjusted  to 
stress  primary  care  experiences  and  to  modify 
educational  approaches  to  specialties  so  that 
primary  care  physicians  will  make  optimal  uses 
of  specialty  referral  services  and  ancillary  re- 
sources. 

If  the  medical  education  establishment  is  not 
adequately  responsive  to  societal  demand  for 
primary  care  physicians,  there  are  likely  to  be 
legislative  mandates  of  state  schools  to  pro- 
duce more  primary  care  physicians  or  lose 
support.  Texas,  Arkansas,  and  other  legislatures 
have  already  introduced  bills  linking  medical 
school  tax  support  to  the  graduation  of  primary 
care  and  rural  physicians. 

There  is  also  a strong  possibility  (some  say 
probability)  that  primary  care  may  become 
wholly  or  in  part  the  province  of  alternative 
professionals  such  as  nurse  family  practitioners, 
midwives,  or  physicians  assistants.  If  this  oc- 
curs, there  may  be  reduced  demand  for  primary 
care  physicians  and  in  consequence  necessary 
reductions  in  medical  school  classes. 

Unbundling  of  Educational  Costs 

Separating  the  costs  of  education  from  health 
care  costs  will  also  modify  medical  education  in 
important  ways. 

There  are  several  proposals  to  require  all 
payers  for  health  care  to  contribute  to  a pool  to 
pay  the  costs  of  education.  In  this  manner  the 
costs  of  education  will  be  spread  over  the  entire 
system  so  that  all  beneficiaries  of  health  profes- 
sions education  will  pay  their  share.  This  will 
allow  teaching  institutions  to  become  more 
price  competitive  in  a market-based  system  and 
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may  reverse  payer-induced  shifts  away  from 
teaching  institutions. 

Educational  institutions  will  become  more 
accountable  for  educational  outcomes.  In  the 
past  education  costs  have  been  largely  hidden 
(and  protected).  Greater  accountability  will 
stimulate  searches  for  more  cost  effective  ways 
of  learning  and  teaching,  providing  incentives 
for  such  new  modalities  as  medical  informatics, 
self  instruction  modules,  and  other  modern 
technology.  It  may  also  induce  the  formation  of 
consortia  to  avoid  duplication  of  educational 
programs  and  resources  and  more  cost-effec- 
tive education.  We  in  Nebraska  have  a good 
start  on  this  process  in  the  Creighton-Nebraska 
Universities  Health  Foundation  and  the  several 
combined  education  and  service  programs  of 
our  two  medical  centers. 

It  is  also  possible  that  there  may  be  retreat 
from  some  effective  but  high-cost  teaching 
methods.  Programmed  patients,  small  group 
teaching,  and  some  components  of  problem 
based  learning  may  be  at  risk  unless  they  can  be 
shown  to  be  cost  effective. 

Summary 

Health  care  reform  has  remarkably  acceler- 
ated in  recent  years  and  is  now  being  driven  by 
economic  considerations  more  than  by  any 
others.  There  have  been  great  changes  in  medi- 
cal effectiveness,  practice  and,  in  consequence, 
medical  education.  These  trends  will  continue 
and  accelerate  even  more  if  comprehensive 
health  care  reform  is  achieved.  Health  care  is 
highly  valued  by  our  society  and  medical  edu- 
cation is  an  integral  and  essential  part  of  health 
care.  The  challenge  for  health  professions  edu- 


cators is  to  lead  constructive  change  and  to 
adapt  to  changes  imposed  by  systemic  reform 
to  assure  that  the  quality  of  our  graduates 
enables  them  to  best  serve  society. 

Note:  This  paper  is  the  adaptation  of  an  oral 
presentation  made  to  the  Association  of  Ameri- 
can Medical  Colleges  Group  on  Student  Affairs 
and  Organization  of  Student  Representatives 
in  Rochester,  Minnesota,  May  1,  1993. 
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Second  Note:  This  paper  refers  to  efforts  to 
change  the  mix  of  primary  care  and  specialty 
physicians  and  cities  a goal  of  50%  graduates 
entering  primary  care.2  A recent  analysis  by 
Richard  A.  Cooper  of  the  Medical  College  of 
Wisconsin  has  called  into  question  the  "50% 
solution"  adopted  by  the  Association  of  Ameri- 
can Medical  Colleges  and  other  organizations 
dedicated  to  health  care  reform.  Cooper  con- 
cludes that  if  35%  of  medical  graduates  enter 
primary  care,  a steady  state  of  80-85  primary 
care  physicians  per  100,000  population  will  be 
achieved  and  maintained.  This  number  is  slightly 
in  excess  of  that  estimated  to  be  needed  in 
managed  care  systems. 
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VII.  THE  POSITION  OF  THE  PROVIDERS 


The  Position  Of  The  Providers  - Physicians 


‘DARROLL  LOSCHEN,  M.D. 

2101  Lincoln 
York,  NE  68467 


Dr.  Loschen  is  a family  practitioner  in  York,  Nebraska,  who  is  the  Immediate  Past-President  of  the  Nebraska  Medical 
Association. 


The  American  Medical  Association  (AMA) 

THE  American  Medical  Associa- 
tion was  one  of  the  first  na- 
tionally-recognized organiza- 
tions to  bring  the  problems  in  the  delivery  of 
health  care  in  the  United  States  to  the  attention 
of  the  American  public.  On  1 5 May  1991,  the 
Journal  of  the  American  Medical  Association 
(JAMA)  devoted  its  entire  issue1  to  the  issue  of 
health  care  reform.  This  "official"  acknowledg- 
ment by  the  AMA  of  the  increasing  difficulties 
in  the  quality,  cost,  and  access  to  medical  care 
being  experienced  by  a large  segment  of  the 
American  population  was  one  of  the  milestones 
that  served  to  launch  the  national  debate  on 
health  care  reform.  This  debate  continues  to 
intensify  as  more  specific  remedies  for  the 
resolution  of  these  problems  are  being  pro- 
posed, reviewed,  and  rejected  by  the  current 
administration. 

The  AMA  has  remained  in  the  forefront  as 
the  debate  on  these  issues  continues.  As  the 
representative  of  the  cross-section  of  American 
medicine,  the  AMA  developed  very  early  on  its 
proposal  for  health  care  reform,  entitled  "Health 
Access  America".2  This  proposal  consists  of 
sixteen  broad  "points"  for  health  systems  re- 
form, as  follows: 

1 .  Increase  access  by  enacting  major  Med- 
icaid reform. 

2.  Increase  access  by  requiring  employer 
provision  of  health  insurance  ("pay  or 
else"). 

3.  Increase  access  by  creating  state-level 
risk  pools  in  all  states. 

4.  Maintain  access  and  reduce  costs  for  the 
elderly  by  enacting  Medicare  reform. 

5.  Increase  access  and  reduce  costs  for  the 
elderly  by  enacting  necessary  legislation 
to  finance  expanded  long-term  care 
coverage. 


6.  Reduce  health  care  costs  through  profes- 
sional liability  reform. 

7.  Maintain  quality  and  reduce  costs  through 
development  of  professional  practice  pa- 
rameters. 

8.  Reduce  health  care  costs  through  alter- 
ing the  tax  treatment  of  employee  health 
care  benefits. 

9.  Reduce  costs  by  encouraging  cost-con- 
scious decisions  by  patients. 

10.  Reduce  costs  by  seeking  innovation  in 
insurance  underwriting. 

11.  Maintain  quality  through  expanded  fed- 
eral support  for  medical  education,  re- 
search, and  the  National  Institutes  of 
Health  (NIH). 

1 2.  Maintain  quality  and  reduce  costs  through 
increased  health  promotion  and  disease 
prevention. 

13.  Reduce  costs  and  increase  access  by 
amending  ERISA  or  the  federal  tax  code 
to  equalize  treatment  of  self-insured  and 
insurance  plans. 

14.  Reduce  costs  and  increase  access  by 
repealing  or  overriding  state-mandated 
benefit  laws. 

1 5.  Reduce  costs  by  reducing  administrative 
costs  and  paperwork. 

16.  Maintain  quality  and  access  through  en- 
couraging physicians  to  practice  in  ac- 
cordance with  the  highest  ethical  stan- 
dards and  to  provide  voluntary  care. 


'Address  correspondence  and  reprint  request  to:  Dr.  Darroll 
Loschen,  President,  Nebraska  Medical  Association,  2101  Lin- 
coln, York,  NE  68467. 
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Few  people  could  take  exception  to  the 
sixteen  general  points  noted  above,  but,  as  is 
usual,  "the  devil  is  in  the  details".  Since  the  AMA 
is  comprised  of  physicians  in  all  specialties  and 
in  all  states  of  the  union,  it  should  come  as  no 
surprise  that  there  is  no  real  unanimity  of  opin- 
ion among  AMA  members  as  to  the  details  and 
the  implementation  of  all  these  points.  In  fact, 
some  specialty  societies,  even  though  having 
representation  within  the  AMA,  have  taken 
positions  quite  divergent  from  several  of  the 
AMA  positions. 

For  example,  the  American  College  of  Physi- 
cians (ACP),  a society  representing  internists, 
has  taken  the  position  that  the  AMA's  Health 
Access  America  is  "soft"  on  cost  control.  The 
ACP  in  its  "Universal  Insurance  for  American 
Health  Care"  paper3  has  taken  a position  advo- 
cating global  budgets  and  expenditure  targets 
as  appropriate  means  of  attaining  such  cost 
control. 

Similarly,  the  American  Academy  of  Family 
Physicians  (AAFP),  the  specialty  society  for 
family  physicians,  in  its  "Rx  for  Health:  the 
Family  Physicians'  Access  Plan"4  advocates  the 
gatekeeper  approach  to  controlling  access  and 
cost,  thus  promoting  the  position  of  primary 
care  physicians  to  a much  greater  extent  than 
the  AMA  plan. 

This  divergence  of  opinion  among  specialists 
about  the  proper  ingredients  of  health  care 
reform  is  not  particularly  surprising  nor  undesir- 
able. Physicians  in  different  specialties,  differ- 
ent practice  situations,  and  different  geographic 
areas  are  just  as  likely  to  hold  divergent  opin- 
ions about  health  care  reform  as  any  other 
segment  of  the  population. 

The  important  point  is  that,  no  matter  how 
they  may  differ  on  the  details  of  the  implemen- 
tation of  health  care  reform,  it  can  be  categori- 
cally stated  that  all  physicians  are  aware  of  the 
rapid  deterioration  of  health  care  delivery  in 
this  country,  and  are  willing  to  devote  the  full 
measure  of  their  expertise  toward  the  develop- 
ment of  a fair  resolution  of  the  problem. 

The  Nebraska  Medical  Association  (NMA) 

The  NMA  believes  that  any  national  initia- 
tives for  health  care  reform  will  contain  a great 
deal  of  discretion  for  states  to  implement  re- 
forms which  best  suit  their  own  populations 
and  circumstances.  In  early  1991,  Dr.  Paul 
Collicott(then  Presidentofthe  NMA)  appointed 
on  the  Committee  on  Health  Planning.  The 
charge  to  this  committee  was  to  evaluate  the 


different  proposals  for  health  care  reform,  de- 
termine which  proposals  would  be  best  suited 
for  the  citizens  of  Nebraska,  and  to  develop 
positions  for  the  NMA  to  present  to  state  and 
local  forums  on  health  care  reform.  This  com- 
mittee, co-chaired  from  the  beginning  by  Drs. 
Herb  Reese  and  Allen  Dvorak,  has  become  the 
most  productive  and  active  committee  in  the 
NMA  structure. 

At  is  Annual  Session  in  April  of  1992,  the 
NMA  House  of  Delegates  officially  adopted  the 
"White  Paper"  presented  by  the  Committee  on 
Health  Planning,  entitled:  "Nebraska  Health 
Care  Reform".5  At  its  1993  Annual  Session  the 
same  body  adopted  two  additions  to  the  "White 
Paper",  one  on  Managed  Competion  and  one 
on  Practice  Parameters/Guidelines.6 

The  NMA  believes  that  the  reasons  behind 
health  system  failure  are  manifold,  and  include: 

1.  Demographic  changes  — the  aging  of 
the  population,  especially  in  rural  states. 

2.  The  development  of  technology  that  has 
advanced  beyond  the  ability  of  society  to 
pay  (i.e.,  it  is  impossible  to  guarantee  all 
available  services  to  all  citizens). 

3.  Simple  inflation,  magnified  by  the  in- 
creased demand  brought  about  by  tech- 
nological advances. 

4.  Excessive  administrative,  bureaucratic, 
and  regulatory  costs  brought  about  by 
well-meaning  government  mandates  at 
all  levels. 

5.  The  necessity  for  "defensive"  medicine, 
brought  about  by  the  American  public's 
zeal  to  make  physicians  responsible  for 
imperfect  medical  outcomes. 

6.  Increased  demand  for  services  brought 
about  third  party  payment  for  health 
services  (i.e.,  the  divorcing  of  patient 
care  from  the  payment  of  such  care), 
virtually  eliminating  market  forces  from 
constraining  the  cost  of  health  care. 

7.  Illogical  and  incomplete  reimbursement 
by  government  payors,  leading  to  mas- 
sive "cost  shifting". 

8.  Illogical  reimbursement  among  physician 
specialties,  resulting  in  a relative  surfeit 
of  procedural  specialists,  and  an  abso- 
lute paucity  of  the  number  of  primary 
care  physicians. 

The  NMA  advocates  the  following  "Funda- 
mental Concepts"  for  state  and  national  health 
care  reform: 
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1.  All  persons  in  Nebraska  should  have 
access  to  "basic  health  care"  services. 

2.  The  definition  of  "basic  health  care"  should 
be  made  by  the  citizens  of  the  state,  with 
input  by  physicians,  legislators,  and  oth- 
ers involved  in  health  care  delivery  and 
reimbursement  (the  "Oregon"  model).7'8 

3.  "Rationing"  of  health  care  will  therefore 
occur,  butsuch  rationing  should  be  made 
on  the  basis  of  what  services  are  guaran- 
teed for  all,  rather  than  on  who  can 
receive  all  services,  as  is  currently  the 
case. 

4.  Private  payors  (employers,  individuals) 
should  assume  financial  responsibility  for 
health  care  if  they  are  above  the  feder- 
ally-designated poverty  line,  while  gov- 
ernment (state,  federal)  should  guaran- 
tee payment  for  those  below  the  poverty 
line,  including  a sliding  scale  based  upon 
the  individual's  ability  to  pay. 

5.  Nebraska  should  embark  on  health  care 
reform  planning  independent  of  federal 
health  care  reform. 

6.  In  implementing  a "Basic  Health  Care" 
plan,  there  must  also  be  enacted  a liabil- 
ity shield  for  providers. 

7.  "First  dollar  coverage"  for  health  care 
services  should  be  virtually  eliminated; 
i.e.,  everyone  should  be  held  responsible 
to  some  degree  for  payment  for  his/her 
health  care  services. 

8.  Any  new  plan  for  health  care  delivery 
should  incorporate  the  strengths  of  the 
current  system,  while  striving  to  elimi- 
nate its  weaknesses. 

9.  All  state  laws  mandating  specific  benefits 
for  health  insurance  should  be  repealed 
in  favor  of  the  "Basic  Health  Care"  pack- 
age. 

10.  Every  effort  should  be  made  to  increase 
the  relative  and  absolute  numbers  of 
primary  care  physicians. 

The  NMA  plan  diverges  from  the  AMA's 
"Health  Access  America"  by  not  endorsing  the 
strategy  of  mandating  employers  to  provide 
insurance  for  all  employees  and  families.  The 
NMA  believes  that  such  a policy  is  impractical 
in  a state  such  as  Nebraska,  which  relies  heavily 
on  small  businesses  for  its  economic  viability. 
The  NMA  also  believes  that  to  assure  the  sur- 
vival of  the  health  insurance  industry,  any  state 
or  federal  mandate  for  them  to  accept  "commu- 


nity rating"  in  their  premium  setting  must  be 
accompanied  by  a mandate  on  all  citizens  to 
purchase  at  least  basic  health  insurance. 

Several  members  of  the  NMA  Health  Plan- 
ning Committee  also  serve  on  the  Governor's 
Blue  Ribbon  Coalition  to  Study  Health  Care  in 
Nebraska.9  The  NMA  believes  that  the  func- 
tions of  this  committee  should  be  combined 
with  that  of  the  Interagency  Health  Care  Advi- 
sory Committee  of  the  State  Health  Depart- 
ment.9 Such  a body,  which  might  be  called  the 
"Nebraska  Commission  on  Health  Care",  should 
be  adequately  funded  and  staffed.  The  NMA 
further  believes  that  a series  of  "town  hall" 
meetings  should  be  scheduled  throughout  the 
state,  to  provide  grass  roots  input  into  the  issue 
of  health  care  reform,  particularly  in  defining 
the  "Basic  Health  Care"  package.  Since  defining 
such  a package  is  crucial  to  the  whole  process 
of  health  care  reform,  the  NMA  believes  that 
only  through  such  grass  roots  involvement  can 
the  agendas  of  special  interest  groups  be  in  any 
way  circumvented.  Further,  the  NMA  believes 
that  individual  physicians  must  remain  the  ad- 
vocates of  their  patients,  and  that  it  is  therefore 
not  desirable  nor  proper  for  physicians  to  par- 
ticipate in  the  decision  of  what  to  include  or 
exclude  from  a "Basic  Benefit  Package",  except 
in  an  advisory  capacity. 

Summary 

As  the  AMA  has  been  on  the  cutting  edge  in 
discussions  of  health  care  reform  nationally,  so 
the  NMA  has  been  intimately  involved  in  such 
discussions  in  Nebraska.  As  the  "umbrella"  orga- 
nizations for  physicians  nationally  and  state- 
wide, respectively,  the  AMA  and  NMA  recog- 
nize that  there  is  no  easy  and  painless  solution 
to  the  crisis.  Indeed,  there  is  still  sharp  division 
of  opinion  among  medical  specialty  societies 
regarding  even  the  most  fundamental  issues  of 
health  care  reform. 

From  a state  perspective,  the  NMA  pledges 
to  continue  to  work  with  other  health  care 
organizations,  insurance  organizations,  and 
governmental  entities  to  identify  the  health 
care  reform  measures  that  best  suit  the  needs  of 
the  citizens  of  Nebraska,  within  the  constraints 
that  national  health  care  reform  will  allow  for 
individual  state  initiatives. 

While  physicians  of  Nebraska  want  a "place 
at  the  table"  to  discuss  health  care  reform,  it  will 
be  the  challenge  for  the  NMA  to  assure  that 
physicians  and  the  patients  they  serve  do  not 
become  "part  of  the  meal". 
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VII.  THE  POSITION  OF  THE  PROVIDERS 

The  Health  Care  Delivery  System: 

Present  Problems  and  Future  Directions 

*SISTER  NORITA  COONEY,  R.S.M. 

President  and  CEO,  Mercy  Midlands 
7500  Mercy  Road 
Omaha,  NE  68124 


Since  1 986  Sister  Norita  has  served  as  the  President/CEO  of  Mercy  Midlands  which  is  a small  regional  health  system 
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THE  problems  associated  with  the 
current  fee-for-service  health 
care  system  have  been  front 
page  news  for  over  a year,  and  many  Americans 
rank  healthcare  second  in  importance  only  to 
the  economy  as  a pressing  issue.  It  is  not  hard 
to  understand  why  this  is  the  case. 

Our  healthcare  costs  are  among  the  highest 
in  the  world  but  we  are  not  achieving  the  results 
desired.  We  rank  15th  in  the  world  in  life 
expectancy  and  20th  in  infant  mortality.  We 
have  over  36  million  people  without  health 
insurance  and  millions  more  who  lack  adequate 
coverage.  At  the  same  time,  healthcare  repre- 
sents 1 3%  of  the  Gross  National  Product  and  is 
expected  to  exceed  18%  in  the  year  2000. 
These  costs  are  taking  their  toll  on  every  seg- 
ment of  society. 

Efforts  to  Control  Healthcare  Costs 

Over  the  last  ten  years  numerous  efforts 
were  made  to  decrease  healthcare  costs.  Em- 
ployers initiated  managed  care  programs  which 
include  deductibles  and  co-payments  for  em- 
ployees. HMO's  and  insurance  companies 
moved  from  community  rated  to  risk  rated 
policies  which  also  excluded,  in  many  instances, 
individuals  with  pre-existing  conditions.  The 
federal  government  initiated  a DRG  program 
for  Medicare  recipients  which  provides  fixed 
reimbursement  to  health  care  providers  based 
on  the  medical  diagnosis.  In  addition,  working 
through  Physician  Review  Organizations,  the 
government  spend  millions  of  dollars  on  re- 
viewing medical  records  to  assure  that  the 
treatment  of  Medicare  patients  in  a hospital 
setting  was  necessary  and  that  the  lengths  of 
stay  were  appropriate. 

On  the  state  level,  repeated  attempts  were 
made  to  control  Medicaid  expenditures,  even 
as  the  numbers  of  Medicaid  recipients  contin- 


ued to  grow.  One  obvious  result  of  these  efforts 
to  manage  the  care  of  those  who  are  ill  was  a 
significant  decrease  in  the  numbers  of  people 
being  served  in  the  acute  care  hospital  setting 
with  a corresponding  increase  in  outpatient 
services.  In  1987  inpatient  revenue  comprised 
80.4%  of  the  income  of  Nebraska  hospitals.  By 
1 991,  only  67.8%  of  income  was  derived  from 
inpatient  services.  (Nebraska  Hospital  Associa- 
tion, Medicare  Hospital  Cost  Report  Data,  1 993). 

In  the  recent  past,  people  went  to  hospitals 
to  get  well.  They  now  come  to  be  stabilized  and 
are  then  moved  to  a skilled  nursing  facility  or  to 
their  homes  to  continue  the  healing  process.  At 
the  same  time,  many  people  who  previously 
were  served  in  the  hospital  setting  are  now 
receiving  care  on  an  outpatient  basis.  Currently 
32.2%  of  Nebraska  hospitals'  revenues  are  de- 
rived from  outpatient  services.  In  1987  the 
percentage  of  outpatient  revenue  was  1 9.6% 
(Nebraska  Hospital  Association  Cost  Report 
Data,  1993). 

One  obvious  consequence  of  this  trend  from 
inpatient  to  outpatient  services  is  that  hospitals 
are  now  being  filled  with  very  sick,  chronically 
ill  people,  many  of  whom  are  elderly.  In  addi- 
tion, much  of  the  space  in  acute  care  institu- 
tions previously  used  for  hospital  beds  is  now 
being  used  to  provide  outpatient  services. 

Impact  on  Healthcare  Institutions 

Efforts  by  the  state  and  federal  government, 
as  well  as  by  the  private  sector,  to  control 
healthcare  costs  have  also  dramatically  de- 
creased reimbursements  to  healthcare  institutions. 
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In  fiscal  year  '93,  Nebraska  hospitals  are 
projected  to  lose  approximately  $96  million 
from  providing  care  to  Medicare  patients.  That 
means,  on  the  average,  for  every  Medicare 
patient  treated  in  the  acute  care  setting,  the 
hospital  will  lose  $1,421.00  which  is  the  differ- 
ence between  what  it  costs  to  provide  the  care 
and  what  the  hospital  will  be  reimbursed  (NHA 
MONITOR.  Volume  XIV,  Copy  45,  November 
7,  1992). 

For  Medicaid  patients,  as  a result  of  the 
recent  settlement  of  the  Medicaid  lawsuit  in  the 
state  of  Nebraska,  hospitals  will  now  be  receiv- 
ing a reimbursement  of  85%  of  what  it  costs  to 
provide  Medicaid  services.  That's  85%  of  cost 
not  billed  charges. 

Hospitals  are  also  treating  more  patients 
who  lack  the  resources  to  pay  some  or  all  of 
their  bills.  Those  with  high  deductibles  often  do 
not  have  the  money  to  pay  the  deductibles. 
Some  have  pre-existing  conditions  and  cannot 
get  insurance.  Increasing  numbers  of  people 
with  little  or  no  insurance  are  entering  the 
hospital  through  the  emergency  room.  Tradi- 
tionally, hospitals  have  tried  to  cover  these 
losses  by  charging  more  for  those  with  insur- 
ance. With  the  advent  of  managed  care  and 
inadequate  reimbursement  for  Medicare  and 
Medicaid  patients,  it  is  impossible  to  cost  shift 
in  this  manner. 

Developing  a New  Delivery  System 

Given  these  current  realities,  it  is  obvious 
that  the  healthcare  system  as  it  now  functions  is 
not  viable  for  the  future.  Hospitals  and  physi- 
cians must  take  the  initiative  in  helping  to 
recreate  the  system  by  developing  new  ways  to 
deliver  quality  services  at  affordable  prices. 

The  first  step  in  this  process  is  already  begin- 
ning with  efforts  to  move  many  of  the  outpa- 
tient services  from  the  acute  care  setting  into 
the  community  where  they  can  be  provided  in 
a more  cost  effective  manner. 

The  second  step  is  to  create  economic  incen- 
tives to  keep  people  well;  not  simply  care  for 
them  when  they  are  sick.  In  this  new  model  of 
delivery,  financial  reimbursement  will  be  greater 
for  those  institutions  and  physicians  who  can 
prove  though  appropriate  measures  that  the 
health  status  of  those  served  has  improved  as  a 
result  of  their  services.  This  will  necessitate  a 
focus  on  disease  prevention  and  health  educa- 
tion as  well  as  on  the  treatment  of  illness. 


The  third  step  will  be  to  create  new  access 
points  for  health  services  in  the  community 
such  as  neighborhood  health  centers  that  are 
easily  accessible  and  can  provide  a range  of 
diagnostic  and  treatment  services  designed  to 
keep  people  out  of  the  acute  care  setting.  These 
health  centers  will  also  place  a high  priority  on 
the  promotion  of  health  care  and  the  preven- 
tion of  disease. 

The  fourth  step  will  be  the  creation  of  Com- 
munity Care  Networks  designed  to  provide  the 
full  range  of  health  services,  from  prevention  to 
long  term  care,  in  the  most  appropriate  and 
cost  effective  settings.  These  networks  will  in- 
clude healthcare  institutions,  physicians,  mid- 
level practioners  and  insurance  companies  who 
are  committed  to  improving  health  status,  in- 
creasing the  quality  of  services,  and  reducing 
costs.  To  be  successful  these  networks  will 
develop: 

1 . An  organized  continuum  of  services  from 
prevention  to  long  term  care  and  home 
care  with  adequate  linkages  among  the 
providers  in  the  network; 

2.  A care  coordination  function  that  will 
ensure  that  patients  receive  the  services 
needed  in  the  most  appropriate  and  cost 
effective  health  care  setting; 

3.  Appropriate  measures  and  practice  pro- 
tocols to  ensure  quality  services  and  im- 
prove the  health  status  for  the  enrolled 
population;  and 

4.  Patient  care  information  systems  includ- 
ing computer  link-ups,  computerized  pa- 
tient records  and  the  ability  to  move 
information  across  providers. 

The  final  step  in  the  process  of  re-creating  the 
healthcare  delivery  system  will  occur  when  the 
Community  Care  Networks  go  "at  risk"  in  ac- 
cepting contracts  to  provide  the  whole  range  of 
health  services  from  prevention  and  wellness  to 
acute  care  and  long-term  care  for  a capitated 
payment.  These  networks  will  be  able  to  suc- 
ceed under  capitation  only  to  the  extent  that 
the  healthcare  institutions  and  the  physicians 
work  closely  together  to  deliver  the  health 
services  to  the  enrolled  population  in  the  most 
cost  effective  and  appropriate  setting. 

Decisions  for  the  Future 

In  order  to  create  the  Community  Care  Net- 
works envisioned  for  the  future,  healthcare 
organizations  will  need  to  make  some  very 
significant  decisons  within  the  next  two  to  three 
years. 
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One  decision  will  be  that  of  moving  from  an 
acute  care  hospital  focus  to  a healthcare  deliv- 
ery system  focus  where  the  hospital  is  just  one 
of  a host  of  services  within  the  system.  Another 
important  decision  will  be  that  of  choosing  the 
partners  with  whom  to  work  in  the  network. 
This  is  a significant  task  because,  in  order  to 
succeed,  the  networks  will  have  to  reduce 
excess  capacity  in  the  system  and  avoid  unnec- 
essary duplication  of  technology.  As  this  hap- 
pens it  will  become  increasingly  more  difficult 
to  break  away  from  a network  and  "go  it  alone." 
The  providers  in  the  network  will  inevitably 
become  more  dependent  on  each  other  and 
their  futures  will  be  entwined  with  each  other. 

From  my  perspective  the  most  important 
decision  will  be  that  of  determining  how  and 
when  to  obtain  physician  involvement  and 
input  into  the  creation  of  the  Community  Care 
Network.  It  is  obvious  that  physicians  and 
healthcare  organizations  will  need  to  work 
closely  together  to  develop  a managed  care 
strategy  for  the  future  where  capitation  is  the 
norm  and  not  the  exception.  It  is  also  obvious 
that  physicians  are  integral  to  the  network  and 
need  to  be  involved  in  decisions  related  to  the 
location  of  neighborhood  health  centers  and 
the  recruitment  of  physicians  and  mid-level 
practioners  to  staff  these  centers. 


I am  still  unclear,  however,  about  the  nature 
of  the  realationship  that  will  exist  between 
healthcare  institutions  and  physicians  in  the 
future.  Will  physicians  become  salaried  staff  in 
the  networks  of  the  future?  There  certainly 
seems  to  be  a thrust  in  this  direction,  particu- 
larly in  regard  to  primary  care  physicians,  in  the 
literature  that  is  developing  around  future  net- 
works. My  bias,  however,  is  toward  the  devel- 
opment of  a true  partnership  relationship  be- 
tween physicians,  healthcare  providers  and 
managed  care  plans.  It  seems  to  me  that  we  sink 
or  swim  together.  With  all  of  us  sharing  equally 
in  the  risks,  as  well  as  the  rewards,  there  is  a real 
incentive  to  work  closely  together. 

Conclusion 

No  doubt  there  will  be  many  issues  that  will 
need  to  be  resolved  as  we  move  toward  the 
implementation  of  Community  Care  Networks. 
I am  convinced,  however,  that  this  direction  is 
necessary.  If  we  are  to  succeed  in  our  efforts  to 
control  health  care  costs  we  must  move  toward 
the  integration  of  the  financing  and  delivery  of 
healthcare.  We  must  also  bring  the  economic 
incentives  in  line  with  the  vision  of  keeping 
people  well  and  not  solely  caring  for  them  when 
they  are  sick.  A community  focused  compre- 
hensive delivery  system  is,  I believe,  the  best 
model  to  respond  to  the  current  needs  for 
change.  It  is  also  the  best  model  to  meet  future 
healthcare  needs  in  our  society. 
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VII.  THE  POSITION  OF  THE  PROVIDERS 

Nebraska,  The  Health  Care  Good  Life 
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Mr.  Jetter  is  an  insurance  general  agent,  past  president  of  the  National  Association  of  Health  Underwriters,  and  serves 
on  Governor  Nelson's  Blue  Ribbon  Coalition  to  Study  Health  Care  in  Nebraska. 


HEALTH  care  finance  reform  is 
clearly  needed.  Reform,  how- 
ever, which  levels  national  costs 
will  actually  increase  costs  for  states  which  have 
lower  health  care  costs  and  quality  reform  al- 
ready in  place.  Further,  reform  which  brings 
unnecessary  additional  bureaucracy  will  increase 
costs  and  disempower  health  care  providers. 

Nebraska,  and  similar  states,  stand  to  be  net 
losers  in  such  proposals.  According  to  the  Em- 
ployee Benefit  Research  Institute  and  reported  in 
the  Nebraska  Hospital  Association  Newsletter, 
Nebraska  has  among  the  lowest  cost  per  em- 
ployee health  insurance  in  the  United  States. 
Nebraska  residents  have  faster  access  to  far 
greater  medical  resources  than  do  the  citizens  of 
Canada.  The  per  capita  cost  for  privately  insured 
Nebraskans  is  far  less  than  similar  costs  in  Canada 
and  less  than  half  of  those  for  publicly  insured 
Americans.  The  percentage  of  Nebraskans  cur- 
rently uninsured  is  about  the  same  as  in  Hawaii 
(9%)  where  employers  are  legally  required  to 
pay  for  employee  health  insurance.  Following 
are  the  reforms  which  indicate  Nebraska  is  the 
national  health  care  leader: 

Nebraska  malpractice  tort  law 
was  significantly  reformed 

Nebraska  has  the  lowest  malpractice  premi- 
ums in  the  United  States.  Nebraska  tort  reform 
caps  actual  damages  at  $1,250,000  per  person. 
In  accordance  with  the  Nebraska  constitution, 
punitive  awards  go  to  the  counties  for  the  benefit 
of  common  education.  The  plaintiff  and  the 
plaintiffs  attorney  do  not  profit  from  penalties 
assessed  against  providers  who  lose  in  court.  An 
Omaha  based  PPO  reports  that  their  Council 
Bluffs  OB/GYN  doctors  pay  three  times  what 
Omaha  OB/GYN  doctors  pay  for  malpractice 
insurance.  Doctors  in  Dade  County  Florida  pay 
nine  times  more  than  Omaha,  Nebraska  doctors 
for  malpractice  insurance.  These  savings  are 
certainly  reflected  in  the  comparatively  low  cost 
of  Nebraska  health  insurance. 


Every  Nebraskan  is  insurable 

Nebraska  health  care  leaders  created  a work- 
ing Comprehensive  Health  Insurance  Pool.  It 

guarantees  that  no  Nebraskan  will  be  denied 
coverage  because  of  a preexisting  condition. 
This  coverage  is  not  cheap  but,  it  is  similar  in  cost 
to  prices  for  major  medical  insurance  in  many  of 
the  surrounding  states.  It  is  priced  slightly  higher 
(no  more  than  165%)  than  the  cost  of  health 
insurance  in  the  private  marketplace. 

Health  insurance  prices  in  Nebraska  are  limited 

The  Comprehensive  Health  Insurance  Pool 
assures  every  Nebraskan  that  they  can  buy  health 
insurance  at  a price  slightly  higher  than  the 
average  major  medical  policy  sold  in  the  state. 
This  price  is  below  the  price  of  standard  health 
insurance  in  many,  perhaps  most,  of  the  other 
states. 

Insurance  renewal  premium  laws 
in  Nebraska  have  been  reformed 

Nebraska  has  provided  underwriting  reforms 
that  limit  rate  increases  for  employer  groups. 
Insurance  plans  in  Nebraska  may  not  single  out 
anyone  or  any  group  for  cancellation. 

Insurance  price  competition  is 
promoted  in  Nebraska 

Nebraska  regulations  promote  healthy  com- 
petition creating  lower  prices.  Hawaii's  John 
Lewellen,  Director  of  Hawaii  Health  Care  reports 
that  theirproblem  is  the  stagnation  in  innovation 
caused  by  having  only  two  dominant  players, 
Kaiser  Permanente'  and  Blue  Cross.  They  are 
trying  now  to  get  more  insurance  companies  to 
do  business  in  Hawaii  to  create  incentive  to 
innovate. 
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Special  interest  groups  are 
controlled  in  Nebraska 

Nebraska  law  prohibits  special  interest  groups 
from  affecting  insurance  pricing.  In  other  states, 
it  is  popular  for  politically  influential  special 
interest  groups  to  get  their  legislature  to  force 
health  insurance  to  pay  for  their  products  or 
services.  Examples  of  some  of  these  special 
interest  group  reimbursement  mandates  are 
wigs,  test  tube  pregnancies,  marital  counseling, 
massage  therapy,  acupuncture  and  hundreds 
of  others.  (If  you  want  to  buy  health  insurance 
in  Minnesota,  you  must  also  buy  toupee  insur- 
ance.) These  mandates  create  substantial  health 
insurance  cost  increases. 

Nebraska  has  a low  uninsured  population 

Low  health  insurance  premiums  result  in 
higher  percentage  (91%  to  93%)  of  insured 
citizens.  Health  insurance  prices  are  normally 
affected  when  providers  are  forced  to  shift  non- 
reimbursed costs  to  those  who  pay  for  services. 
Nebraska  health  insurance  premiums  have  felt 
the  savings  from  a lower  per  capita  uncompen- 
sated care  cost  shift. 

WHAT  SHOULD  NEBRASKA  DO  NEXT? 

Provide  a low  wage  earner  health 
insurance  premium  subsidy 

This  will  assure  every  Nebraskan  financial 
access.  7%  to  9%  of  Nebraskans  are  uninsured. 
Most  of  them  earn  above  the  state  poverty  level 
and  below  200%  of  poverty  and  cannot  afford 
to  buy  health  insurance.  Nebraska  must  pro- 
vide a subsidy  for  them  to  buy  essential  health 
care.  Nebraska  can  effect  the  subsidy  through 
a refundable  tax  credit  or  a voucher,  adminis- 
tered by  the  Revenue  Department  and  pro- 
cessed through  the  normal  employer  payroll 
process. 

Create  essential  health  care  insurance 

An  affordable  policy  must  be  available  to 
individual  Nebraskans.  It  must  be  priced  for 
those  who  earn  below  200%  of  poverty  so  that 
it  can  be  purchased  entirely  by  the  amount  of 
the  subsidy. 

Systematically  privatize  Medicaid 

It  is  important  to  put  private  capital  at  risk 
rather  than  potential  taxpayer  liability.  Buy  sub- 
sidizing low  wage  earners  into  the  private  sec- 
tor, new  entrants  to  the  Medicaid  system  will 
stop.  Cost  shifting  will  be  reduced  and  effective 
cost  controls  will  be  assured.  A Medicaid  waiver 
may  become  available  to  help  fund  the  low 
wage  subsidy. 
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Increase  rural  reimbursement  levels 
in  essential  health  care  insurance 

Increased  rural  funding  to  urban  levels  is 
inexpensive  and  will  drive  a substantial  increase 
in  rural  services  and  health  care  capabilities. 
Arbitrary  federal  rural  reimbursement  rates  have 
artificially  limited  the  amount  of  capital  avail- 
able for  quality  care. 

Require  all  payers  to  play  by  the 
same  insurance  rules  and  regulations 

Certain  benefit  plans,  most  notably  self-in- 
sured plans,  are  exempt  from  insurance  regula- 
tions and  state  premium  taxes.  This  creates 
inequity  and  artificial  price  disparity.  Roughly 
one  half  of  Nebraskans  under  the  age  of  65  are 
covered  by  self-insurance. 

WHAT  NEBRASKA  SHOULD  NOT  DO? 

Do  not  allow  federally  imposed 
monopolistic  health  care  cooperatives 

In  an  effort  to  manage  costs,  some  planners 
suggest  that  competition  can  be  managed  by 
placing  every  provider  into  a cooperative  or 
alliance  wherein  prices,  patterns  of  care,  access 
and  benefits  are  set  by  federal  regulation  and 
controlled  by  bureaucracies.  The  idea  is  to  pool 
a great  number  of  employers  to  get  large  em- 
ployer style  discounts  from  providers.  For  the 
last  two  decades,  small  employers  have  been 
using  such  pools.  They  are  called  Multiple  Em- 
ployer Trusts  (MET).  Over  70%  of  small  employ- 
ers are  already  enrolled  in  MET's.  If  pooling 
works,  moving  small  employers  from  one  pool 
to  another  will  have  little  impact  on  the  large 
range  cost  of  health  insurance  and  will  only 
serve  to  increase  immediate  administrative  costs. 

MET's  are  usually  regional  or  even  national  in 
nature  with  prices  adjusted  for  geographic  cost 
experience.  The  nature  of  MET's  makes  them 
more  economically  viable  for  rural  American 
than  the  local  "Health  Alliance"  idea. 

IN  CONCLUSION 

Nebraska  should  look  to  its  own  leadership 
for  immediate  reforms  while  fending  off  many 
of  the  national  proposals.  Nebraskans  must  call 
for  federal  tax  reform  to  change  from  a subsidy 
that  rewards  higher  wage  earners  for  employer 
paid  health  insurance  while  refusing  subsidy  to 
those  who  most  need  it.  The  federal  govern- 
ment spends  $80  billion  each  year  sending 
health  insurance  purchase  subsidies  to  the  wrong 
people.  Through  the  current  system,  Nebras- 
kans subsidize  the  purchase  of  health  insurance 
in  other  states.  If  this  inequity  alone  were  re- 
solved, every  Nebraskan  could  afford  insur- 
ance to  cover  quality  health  care. 


VIII.  THE  FUTURE  OF  REFORM 
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THE  presence  of  any  legislation 
presented  to  Congress  by  the 
President  has  a unifying  effect  on 
the  party  in  power.  Certainly  this  will  be  the  case 
in  an  issue  so  strongly  contentious  as  health  care. 
Each  American,  whether  insured  or  not,  will  have 
an  immediate  impression  about  our  system  and 
whether  or  not  it  needs  major  correction.  How- 
ever, this  President  has  been  elected  without  a 
majority  of  the  citizens  and,  even  now,  does  not 
have  widespread  voter  confidence.  This  apathy 
will  be  reflected  in  the  rebelliousness  within  his 
own  Democratic  party.  One  needs  only  to  reflect 
upon  the  closeness  of  votes  on  the  budget,  or  the 
changes  made  in  Congress  regarding  the  issue  of 
homosexuals  in  the  military,  to  see  that  having  a 
majority  of  members  in  a party  does  not  neces- 
sarily deliver  an  enacted  piece  of  legislation. 

The  majority  of  Americans  feel  much  of  the 
cost  of  medical  care  is  due  to  waste,  fraud  and 
abuse  of  the  system.  High  hospital  costs,  exorbi- 
tant physician  charges,  insurance  company 
abuses,  and  misuse  of  the  federal  programs  are 
frequently  cited.  While  each  of  these  issues  will 
play  their  political  part  in  health  care  reform,  the 
overriding  reason  for  the  federal  government  to 
change  the  system  is  to  control  the  deficit.  Clearly, 
the  uncontrolled  rise  of  spending  in  Medicare 
and  Medicaid  has  been  the  major  factor  in  the 
rising  deficit.  Without  containment  of  these  two 
programs  there  cannot  be  effective  deficit  reduc- 
tion. 

Unfortunately  for  our  political  leaders  in  Wash- 
ington, decreasing  spending  for  Medicare  will 
bring  about  swift  and  effective  retribution  from 
the  well  organized  senior  citizens  who  vote 
frequently  and  in  large  numbers.  Most  experts 
believe  the  projected  cuts  in  Medicaid  and  Medi- 
care proposed  by  the  President  are  completely 
unrealistic  and  will  not  be  approved  by  Congress. 
In  effect.  President  Clinton  has  told  Congress  to 
either  approve  his  funding  or  come  up  with  a 


different  source.  The  President  is  unlikely  to 
unilaterally  suggest  raising  taxes  in  view  of  his 
recent  problems  with  the  budget  legislation. 

The  Republican  response  will  probably  be  to 
suggest  that  85%  of  Americans  are  already  in- 
sured, and  the  rest  could  be  covered  by  less 
regulatory  means.  Their  ideas  regarding  restruc- 
turing the  insurance  industry  have  gained  consid- 
erable acceptance.  This  Republican  response  of 
regulatory  overkill  will  undoubtedly  be  effective 
particularly  if  the  fiscal  projections  for  President 
Clinton's  plan  prove  to  be  untrue. 

Once  the  Health  Security  Bill  is  placed  on  the 
floor  of  the  Congress,  there  are  at  least  12 
committees  that  may  have  jurisdiction.  That  is, 
each  of  these  will  schedule  committee  meetings 
and  public  hearings  regarding  each  part  of  the 
legislation.  The  key  committees  are  the  House 
Ways  and  Means,  Health  and  Labor,  and  the 
Senate  Finance  Committee.  Failure  to  move  out 
of  these  committees  will  doom  the  legislation. 

Another  threat  to  this  legislation  is  the  pres- 
ence of  several  other  plans,  both  Democratic 
and  Republican,  that  have  been  introduced.  While 
the  President's  plan  will  gain  the  most  press 
coverage,  the  presence  of  other  legislation  will 
require  Clinton's  Health  Security  Act  to  incorpo- 
rate portions  of  the  competing  plans  in  order  to 
gain  votes.  The  depth  of  this  problem  is  to  note 
that  89  House  members  have  co-sponsored 
single  payer  system  legislation. 

The  President's  bill  will  have  several  areas  that 
are  potential  deal-breakers.  These  will  include  the 
employer  mandate,  slowing  of  Medicare  costs, 
and  the  highly  regulatory  framework  of  the  Na- 
tional Health  Board. 
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The  merits  of  an  employer  mandate  will  be  a 
major  battleground  between  the  Administration 
and  Republicans  and  conservative  Democrats. 
This  is  a philosophical  difference  of  opinion;  but 
politically,  President  Clinton  must  have  man- 
dated coverage  unless  he  is  willing  to  raise  large 
amounts  with  new  taxes.  The  President  is  unlikely 
to  compromise  on  such  a basic  issue  unless  he  is 
willing  to  not  guarantee  universal  coverage. 

Similarly,  the  regional  alliance  will  be  highly 
contentious.  Originally  intended  only  for  small 
business  insurance,  the  Administration  has  lim- 
ited the  ability  of  any  sized  company  to  remain 
outside  the  system.  If  remaining  outside  the 
alliance  becomes  difficult,  effectively  the  United 
States  will  have  a national  health  care  plan  run  by 
a central  administration,  the  National  Health 
Board. 

The  Health  Security  Act  leaves  little  latitude  for 
state  innovation;  however,  Nebraska  is  well  on 
its  way  to  developing  a plan  that  would  satisfy  the 
needs  of  our  state.  There  will  be  adequate  time 
for  input  from  both  health  care  professionals  as 
well  as  consumers.  Results  of  the  Blue  Ribbon 
Coalition  and  InterAgency  Task  Force  will  soon 
be  amalgamated  into  a single  form,  and  a single 
plan  will  eventually  be  developed. 


The  Health  Security  Act  is  unlikely  to  pass 
without  major  change.  Since  insurance  compa- 
nies, pharmaceutical  companies  and  hospitals 
and  physicians  are  likely  to  bear  the  brunt  of  cost 
containment  strategies,  they  will  be  important 
participants  in  this  initiative.  While  Hilary  Rodham 
Clinton  has  been  an  effective  leader  in  formula- 
tion of  the  package,  its  passage  will  ultimately  be 
determined  by  the  individual  constituencies  of 
the  Congressmen  and  Senators.  Physicians  re- 
main the  most  important  portion  of  the  health 
care  system  and  will  demand  a strong  voice  in 
determining  the  final  plan.  Each  of  us  should 
remain  well  informed  and  let  our  feelings  about 
any  reform  be  known  to  our  elected  representa- 
tives. 

What  if  no  legislation  in  a comprehensive  form 
passes?  Already  we,  as  providers,  have  seen  the 
rapid  and  comprehensive  shift  of  insurers,  hospi- 
tals and  physicians  in  adapting  to  the  future  of 
health  care  in  America.  Such  change  will  con- 
tinue either  with  orwithoutlegislation.  Physicians 
need  to  add  their  constructive  voices  as  the 
ultimate  care  givers  for  patients  throughout  our 
state  and  country. 
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EDITORIAL 


RBRVS:  Unfinished  Business 


ARTHUR  L.  WEAVER,  M.D.,  F.A.C.P.,  F.A.C.R. 

Arthritis  Center  of  Nebraska,  Lincoln,  Nebraska 


One  of  the  primary  reasons  for  implementa- 
tion of  the  Resource  Based  Relative  Value  Scale 
(RBRVS)  was  to  create  a more  level  playing  field 
by  removing  the  financial  incentives  that  have 
encouraged  physicians  to  enter  highly  techni- 
cal and  procedure  oriented  specialties.  This 
was  to  be  accomplished  by  establishing  a sys- 
tem in  which  the  physician  is  reimbursed  based 
upon  the  cost  of  resources  used  to  deliver  a 
particular  procedure  or  service.  Practice  ex- 
penses (41%  of  the  RBRVS)  are  not  resource- 
based,  but  still  based  upon  historical  charges. 
This  results  in  an  inequity  where  many  surgical 
procedures  are  systematically  over-valued  while 
primary  care  and  other  evaluation  and  manage- 
ment services  remain  under-valued.  A primary 
care  provider  must  provide  75  new  patient 
(level  3)  office  visits  to  equal  the  practice  ex- 
pense assigned  to  one  coronary  artery  bypass 
procedure  under  the  current  historical  charge 
system.  This  is  particularly  troubling  in  light  of 
the  fact  that  the  bulk  of  a surgeon's  overhead  for 
this  procedure  is  paid  for  by  the  hospital. 

The  provision  directing  the  Department  of 
Health  and  Human  Services  to  develop  a meth- 
odology to  base  all  practice  expense  relative 
value  units  (RVUs)  on  resource  costs  was 
dropped  from  the  budget  reconciliation  bill 
because  it  violated  the  Senate  Byrd  Rule.  Pri- 
mary care  providers  and  many  other  office- 
based  physicians  were  very  disappointed  that 
parliamentary  rather  than  policy  considerations 
forced  the  demise  of  the  resource  based  prac- 
tice expense  methodology  provision  in  OBRA 
'93.  OBRA  '93  contains  a provision  to  cut  "over- 
valued" practice  expense  RVUs  but  the  budget 
bill's  inclusion  of  practice  expense  cuts  without 
mandating  a resource-based  practice  expense 


methodology  will  have  a detrimental  effect  on 
evaluation  and  management  oriented  physi- 
cians. 

Inequitable  payment  schemes  are  leading  to 
frustration  within  the  evaluation  and  manage- 
ment physician  community.  It  has  become  in- 
creasingly difficult  to  recruit  physicians  into 
evaluation  and  management  oriented  practices 
such  as  family  practice,  general  internal  medi- 
cine, and  non-procedural  subspecialties  because 
of  existing  payment  inequities.  Mandating  a 
resource-based  practice  expense  methodology 
will  provide  a necessary  financial  incentive  for 
medical  students  to  look  past  procedurally- 
based  specialties  and  investigate  what  evalua- 
tion and  management  practices  have  to  offer. 

Basing  practice  expenses  on  resources  has 
received  substantial  support  in  and  outside  of 
Washington  D.C.  The  measure  was  included  in 
both  the  Senate  and  House  Energy  & Com- 
merce versions  of  the  Reconciliation  Bill  and 
President  Clinton  called  for  it  in  his  initial  bud- 
get proposal.  The  Physician  Payment  Review 
Commission  recommended  to  Congress  that 
practice  expenses  be  based  upon  resources 
and  not  historical  charges.  It  is  unfortunate  that 
a mandate  for  HHS  to  develop  a methodology 
to  base  all  practice  expense  RVUs  on  resource 
costs  was  dropped  from  OBRA  '93  because  of 
a technicality.  I urge  each  of  you  to  contact  your 
congressman  and  senators  urging  them  to  draft 
legislation  mandating  the  Department  of  Health 
and  Human  Services  to  develop  the  methodol- 
ogy for  implementing  a Resource  Based  Prac- 
tice Expense  Component  as  soon  as  possible 
and  preferably  before  full  implementation  of 
the  RBRVS  occurs  in  1996. 
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HELLP  Syndrome:  A Variant  of  Severe  Preeclampsia 
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Department  of  Obstetrics  and  Gynecology, 
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HYPERTENSION  complicates  ap- 
proximately 9%  of  pregnan- 
cies. The  majority  of  these 
hypertensive  women  have  pregnancy  induced 
hypertension  or  preeclampsia.  Certain  popula- 
tions, including  primigravidas  and  those  of  lower 
socioeconomic  status,  are  at  increased  risk  for 
the  development  of  this  disorder.  Other  risk 
factors  include  women  at  the  extremes  of  repro- 
ductive life,  obesity,  nutritional  deficiencies, 
prior  history  of  hypertensive  disease,  underly- 
ing renal  or  vascular  disease,  and  multiple  preg- 
nancy. 

Many  authors  attempt  to  distinguish  preg- 
nancy induced  hypertension  from  preeclampsia. 
In  reality,  it  represents  a continuum  of  the  same 
disease  process.  Commonly  accepted  criteria 
for  diagnosis  of  pregnancy  induced  hyperten- 
sion include  an  absolute  blood  pressure  of  1 40/ 
90  or  a 30  mm  increase  in  systolic  or  a 1 5 mm 
increase  in  diastolic  blood  pressures.  These 
elevations  should  be  persistent,  defined  as  two 
(2)  separate  elevations  at  a minimum  interval  of 
6 hours.  Non-dependent  edema  (hands  and 
face)  and  proteinuria  (300  mg  or  more  in  a 24 
hour  collection)  are  additional  criteria  of 
preeclampsia. 

Patients  with  preeclampsia  at  term  require 
delivery,  generally  under  seizure  prophylaxis 
with  magnesium  sulfate.  Mild  preeclampsia 
occurring  remote  from  term  is  frequently  man- 
aged expectantly  with  increased  bed  rest  and 
frequent  outpatient  visits.  In  many  institutions, 
preterm  patients  with  mild  preeclampsia  are 
admitted  to  the  hospital  for  an  initial  period  of 
observation  and  laboratory  assessment. 

The  patient  with  preeclampsia  who  develops 
severe  hypertension  (defined  as  a blood  pres- 
sure of  1 60/1 1 0 or  greater)  should  be  evaluated 
for  delivery.  Additional  criteria  include  the  de- 
velopment of  end-organ  involvement  as  mani- 
fested by  elevated  liver  enzymes,  worsening 
proteinuria,  and  low  platelets. 

A unique  subset  of  patients  with  severe 
preeclampsia  is  the  subject  of  this  discussion. 


HELLP  Syndrome  is  an  eponym  indicating  the 
cardinal  features  of  this  disease  which  include: 
HE-hemolysis,  EL-elevated  liver  enzymes,  and 
LP-low  platelets.  This  syndrome  was  originally 
described  by  Weinstein  in  1982.  The  majority 
of  clinicians  feel  that  HELLP  syndrome  is  a 
variant  of  preeclampsia  and  its  presence  re- 
quires consideration  for  delivery.  Mild  degrees 
of  elevated  liver  enzymes  and  modest 
thrombocytopenia  can  occur  in  patients  with 
mild  preeclampsia  and  are  not  an  absolute 
indication  for  delivery.  A more  reasonable  ap- 
proach is  to  establish  criteria  for  the  three 
features  of  this  disease.  Table  1 demonstrates 
commonly  used  criteria  for  a diagnosis  of  HELLP 
Syndrome. 

It  is  important  to  recognize  that  HELLP  Syn- 
drome can  occur  against  a background  of  oth- 
erwise mild  preeclampsia.  Many  patients  with 
this  disease  may  not  appear  clinically  ill  and 
have  only  modest  degrees  of  hypertension. 
Some  patients  will  develop  symptoms  sugges- 
tive of  severe  preeclampsia,  such  as  headache 
and  epigastric  pain,  but  these  features  are  not 
required  for  a diagnosis  of  HELLP  Syndrome. 

When  faced  with  a patient  who  appears  to 
have  otherwise  mild  preeclampsia  and  who 
meets  criteria  for  HELLP  Syndrome  exclusion  of 
other  diseases  is  necessary.  Table  2 lists  dis- 
eases to  consider  in  the  differential  diagnosis  of 
this  syndrome.  Many  patients  with  these  disor- 
ders will  have  a chronic  history  of  disease  in 
question  and  therefore  can  be  excluded  from 
having  HELLP  syndrome. 

Management  considerations  in  patients  with 
this  disorder  are  listed  in  Table  3.  There  is  no 
contraindication  to  trail  of  labor  in  patients  with 
this  disorder.  Patients  who  demonstrate  wors- 
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TABLE  1 

Laboratory  criteria  for  HELLP  Syndrome 

1.  Thrombocytopenia-platelet  count  below  100,000  per 
cubic  mm 

2.  Hemolysis  - lactic  dehydrogenase  (LDH)  above  180 
International  units  per  liter 

3.  Astaspartateaminotransferase  (AST)  above  50  Interna- 
tional units  per  liter. 

TABLE  2 

Differential  diagnosis  of  HELLP  Syndrome 

1.  Acute  fatty  liver  of  pregnancy 

2.  Viral  hepatitis 

3.  Bud  Chiari  syndrome 

4.  Pancreatitis 

5.  Idiopathic  thrombocytopenic  purpura 

6.  Systemic  lupus  erythematosus 

7.  Cholecystitis 

8.  Hemolytic  uremic  syndrome 

TABLE  3 

Management  of  HELLP  Syndrome 

1.  Establish  the  diagnosis 

2.  Exclude  other  disease  processes  in  the  differential 
diagnosis 

3.  Seizure  prophylaxis  with  magnesium  sulfate 

4.  Maintain  normal  urine  output  (>  30  cc  per  hour)  and 
blood  pressure  of  < 160/110 

5.  Assure  fetal  well-being 

6.  Induction  of  labor 


ening  clinical  condition,  an  unfavorable  cervix, 
or  who  are  markedly  preterm  may  be  candi- 
dates for  a primary  Cesarean  delivery. 

Platelet  transfusions  are  required  infrequently. 
Spontaneous  hemorrhage  can  occur  with  plate- 
let counts  below  20,000  and  platelet  transfu- 
sions are  recommended  in  patients  with  a 
platelet  count  of  50,000  who  require  Cesarean 
Delivery.  Patients  whose  platelet  counts  are 
above  50,000  usually  tolerate  vaginal  delivery 
or  Cesarean  section  without  the  need  for  plate- 
let transfusions. 

After  delivery,  magnesium  sulfate  seizure 
prophylaxis  should  be  continued  for  at  least  24 
hours.  Some  patients  may  require  several  days 
to  resolve  the  clinical  stigmata  of  their  disease. 
Discharge  from  the  hospital  can  be  accom- 
plished when  platelet  counts  begin  to  increase 
and  liver  enzymes  begin  to  normalize. 

In  summary,  HELLP  Syndrome  is  a frequent 
complication  of  preeclampsia.  When  it  occurs, 
a diagnosis  of  severe  preeclampsia  is  made  and 
preparations  for  delivery  should  be  undertaken. 
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ASK  A LAWYER 


1 .  Are  there  antitrust  rules  that  absolutely  pro- 
hibit collaborative  efforts  among  or  between 

health  care  providers? 

No.  However,  an  agenda  should  first  be  set 
and  guidelines  followed.  Such  meetings,  even  if 
not  resulting  in  improper  agreements,  can  provide 
problems  if  activities  following  such  a meeting 
suggest  the  parties  condoned  activities  prohibited 
by  antitrust  laws. 

These  guidelines  should  be  followed: 

1.  Certain  collaborative  activities  that  ser- 
vice the  community,  such  as  indigent  care, 
do  not  affect  competition  and  are  permis- 
sible. 

2.  Collaborative  efforts  should  be  reviewed 
to  see  if  they  would  tend  to  restrict  rather 
than  enhance  competition;  for  example, 
a joint  MRI  effort  which  creates  a new 
service  which  no  single  health  care  pro- 
vider could  have  provided  alone,  and 
which  enhances  competition  with  other 
communities  where  MRI  services  were 
being  provided. 

3.  If  the  collaborative  effort  would  restrict 
price  competition  or  allocate  patients  or 
divide  service  areas,  it  can  be  assumed 
the  activity  violates  the  antitrust  laws. 

4.  If  the  items  in  Paragraph  3 above  are  not 
present,  procompetitive  elements  of  the 
collaborative  effort  may  well  exceed  the 
anti-competitive  elements.  This  test  is  as- 
sisted by  the  "rule  of  reason."  The  pro- 
competitive  elements  need  to  be  recorded 
and  documented. 

5.  With  respect  to  proposed  joint  ventures, 
health  care  providers  need  to  determine  if 
those  proposing  the  ventures  are  pres- 
ently competitors;  determine  the  effect  of 
the  joint  venture  on  competition;  deter- 
mine the  purpose  ofthe  jointventure;  and 
finally  determine  whether  the  ultimate 
aim  of  the  joint  venture  can  be  effectu- 
ated without  anticompetitive  overtones. 


2.  Is  there  a list  of  antitrust  activities  that  are 

permissible  and  non-permissible? 

It  is  difficult  to  reduce  antitrust  concerns  to  an 
outline,  but  here  are  a few  "do's  and  don'ts"  for 
physicians,  associations,  medical  societies  and 
health  care  institutions: 

1.  Do  not  make  agreements  or  concerted 
action  among  other  institutions  or  physi- 
cians to  affect  prices  (raising,  lowering, 
fixing,  pegging,  etc.) 

2.  Do  avoid  discussing  fees  with  other  insti- 
tutions or  with  other  physicians'  practices 
or  engage  in  any  group  activity  that  would 
have  an  impact  on  competition. 

3.  Do  not  be  involved  in  group  boycotts  or 
concerted  refusals  to  deal  which  are  col- 
lective actions  to  coerce  or  exclude  oth- 
ers from  a market.  A refusal  by  one  person 
or  entity  can  be,  however,  lawful  if  the 
refusal  is  not  in  furtherance  of  any  other 
anticompetitive  purpose. 

• Do  not  do  anything  to  prevent  physi- 
cians and  institutions  from  participat- 
ing in  the  operation  of  a group  health 
plan  or  from  assisting  local  HMO's; 
cannot  exclude  HMO  physician  from 
staff  for  reason  of  HMO  affiliation. 

• Do  not  jointly  refuse  to  deal  with  an 
HMO,  or  jointly  refuse  to  refer  patients 
to  a certain  plan. 

• Do  avoid  coercion  and  intimidation. 

4.  Do  not  create  illegal  tying  arrangement 
such  as  conditioning  staff  privileges  on 
use  of  institution  equipment,  etc. 

5.  Do  not  agree  with  competitors  to  divide 
markets  or  allocate  customers  among 
themselves. 

• "You  take  north  of  "O"  Street,  I'll  take 
south"  is  illegal. 

• Under  CON  procedure,  it  is  permis- 
sible for  an  institution,  physician  or 
medical  society  to  address  the  issues  to 
the  governmental  body  (executive,  leg- 
islative and  judicial). 

6.  Do  not  monopolize,  conspire  or  attempt 
to  monopolize. 
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• Can  apply  to  acquisition  of  one  institu- 
tion by  another  in  the  same  area,  if 
competition  substantially  lessened  or 
monopoly  created. 

7.  Do  not  be  involved  in  group  buying  or 
shared  services  unless  reduced  prices  to 
members  are  cost  justified  by  the  seller. 
Must  have  valid  distribution  function. 

8.  Do  assume  that  informal  oral  agreements 
are  subject  to  the  antitrust  laws. 

9.  Do  assume  that  unilateral  actions  are  not 
subject  to  the  antitrust  law.  A single  insti- 
tution or  individual  physicians  or  physi- 
cians practicing  in  groups  can  take  inde- 
pendent actions. 

10.  Do  engage  in  good  faith  peer  review. 

11.  Do  not  engage  in  credentialing  for  com- 
petitive purposes. 

12.  Do  assume  an  institution,  individual  phy- 
sician or  medical  society  can  lobby  the 
Legislature  to  increase  reimbursement 
levels. 

13.  Do  assume  a physician  can  individually 
(or  by  office)  refuse  to  participate  in  a 
third  party  payer  program. 

14.  Do  assume  joint  ventures  among  institu- 
tions and/or  physicians  are  permitted  if 
they  are  procompetitive. 

15.  Do  assume  an  association  or  a medical 
society  can  ask  legislatures,  courts  and 
government  agencies  in  good  faith  for 
any  action  including  economic,  as  long  as 
institutions  or  physicians  as  a group  do 
not  threaten  not  to  participate  if  requests 
are  denied. 

16.  Do  assume  an  association  or  a medical 
society  can  advise  members  with  respect 
to  third  party  payer  proposals  so  long  as 
the  decision  to  participate  is  left  to  indi- 
vidual physicians. 

17.  Do  assume  an  association  or  a medical 
society  can  express  concerns  of  members 
and  recommend  changes  with  respect  to 
third  party  payer  proposals,  if  there  is  no 
threat  of  concerted  action  if  changes  are 
rejected.  This  includes  procedures,  ser- 
vices, forms,  peer  review  procedures,  etc. 

18.  Do  assume  an  association  or  a medical 
society  can  express  views  of  members 
that  fees  or  reimbursement  levels  are  too 
low,  as  long  as  there  is  no  threat  of  refusal 
to  participate  if  the  requests  are  not  met. 

19.  Do  assume  an  association  or  medical 
society  can  participate  in  peer  review 
programs  with  respect  to  individual  fee 


reasonableness.  Decisions  on  these  mat- 
ters should  not  be  generally  disseminated 
to  physician  members,  and  discipline  of 
members  on  these  issues  should  be 
avoided. 

20.  Do  not  assume  an  association  or  a medi- 
cal society  can  develop  a fee  schedule. 

21.  Do  assume  that  fee  information  can  be 
collected  by  an  association  or  a medical 
society  for  purposes  here  stated,  but  do 
not  assume  the  information  can  be  dis- 
seminated to  competing  institutions  or 
physicians  or  members  generally. 

22.  Do  assume  an  association  or  a medical 
society  can  meet,  discuss  and  respond  to 
a third  party  payer's  reimbursement  pro- 
posal, provided  there  is  no  threat  of  boy- 
cott and  each  institution  or  physician  or 
group  practice  independently  decides 
whether  or  not  to  participate. 

3.  What  were  the  recent  Federal  Government 
rules  announced  that  relaxed  antitrust  guide- 
lines for  health  care  providers? 

On  September  15,  1993  the  U.S.  Attorney 
General  and  the  Federal  Trade  Commission  is- 
sued six  policy  statements  which  address  (1 ) hos- 
pital mergers;  (2)  hospital  joint  ventures  involving 
high  technology  or  other  expensive  medical  equip- 
ment; (3)  physicians'  provision  of  information  to 
purchasers  of  health  care  services;  (4)  hospital 
participation  in  exchange  of  price  and  cost  infor- 
mation; (5)  joint  purchasing  arrangements  among 
health  care  providers;  and  (6)  physician  network 
joint  ventures.  Of  these,  number  6 is  most  impor- 
tant to  physicians.  In  part,  it  provides  the  agencies 
will  not  challenge,  absent  extraordinary  circum- 
stances, a physician  network  joint  venture  com- 
prised of  20%  or  less  of  the  physicians  in  each 
physician  specialty  with  active  hospital  staff  privi- 
leges who  practice  in  the  relevant  geographic 
market  and  share  substantial  financial  risk.  Physi- 
cian network  joint  ventures  comprising  more  than 
20%  of  physicians  with  active  staff  privileges  at  a 
hospital  will  probably  not  be  challenged.  The 
same  is  true  with  respect  to  a physician  network 
joint  venture  with  a large  market  share  in  a rela- 
tively small  community. 

Space  does  not  permit  a more  detailed  analy- 
sis of  these  often  complex  issues.  Consultation 
with  counsel  is  advised  for  further  information. 
★ ★ ★ 

"Ask  a Lawyer’ is  a feature  of  the  Nebraska  Medical  Journal.  If  you  have 
a legal  question  of  general  interest,  please  write  the  Nebraska  Medical 
Journal.  Answers  to  your  questions  will  be  provided  by  the  Nebraska 
Medical  Association's  legal  counsel,  Cline,  Williams,  Wright,  Johnson 
& Oldfather,  1 900  FirsTier  Bank  Bldg.,  Lincoln,  NE  68508.  Answers  in 
this  issue  were  provided  by  Charles  M.  Pallesen  Jr.  of  the  Cline  Williams 
Law  Office.  Questions  relating  to  specific  detailed  factual  situations 
should  continue  to  be  referred  to  your  own  counsel. 
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ALLIANCE 


Doctors'  Day 


BARBARA  J.  PECK 

Doctors  Day  Chairman 


MARCg  30di 

Dlfls 

DAY 


March  30th  has  been  designated  as  National 
Doctors'  Day  to  pay  tribute  to  Doctors  for  their 
dedication  to  providing  quality  health-care.  The 
first  Doctors'  Day  observance  was  held  on 
March  30, 1 933  in  Barrow  County  Georgia.  The 
day  was  chosen  to  honor  Dr.  Crawford  W. 
Long's  use  of  sulphuric  ether  in  a surgical  opera- 
tion for  the  first  time  in  medical  history  (1842). 

Doctors'  Day  affords  us  the  opportunity  to 
say  thank  you  to  our  Nebraska  Physicians.  The 
state  theme  for  Doctors'  Day  1994  is  "DOC- 
TORS GIVE  MORE  TO  THEIR  COMMUNITIES 
THAN  GOOD  MEDICAL  CARE."  Across  our 
state,  physicians  are  serving  as  volunteers  in  a 
number  of  various  activities.  This  gift  of  time 


and  energy  helps  to  enrich  the  lives  of  people  in 
our  communities. 

It  would  be  interesting  to  take  a survey  of  the 
type  of  volunteer  activities  and  the  time  com- 
mitment given  by  physicians  and  their  spouses 
in  our  state.  We  have  all  heard  the  statement 
that  volunteers  are  healthier  people.  As  we  look 
to  celebrate  Doctors'  Day  in  Nebraska,  it  is  a 
good  time  to  reflect  in  our  schedules  and  put 
finding  a balance  in  our  lives  a priority. 

PHYSICIANS  OF  NEBRASKA  WE  SALUTE 
YOU!!!  We  know  that  you  are  making  a differ- 
ence in  this  world.  Thank  you  for  your  day-to- 
day  work  and  for  your  dedication  to  caring  for 
others. 


NMAA  WALK/RUN 


On  Saturday,  April  16,  1994  the  Nebraska 
Medical  Association  Alliance  in  conjunction 
with  Make-A-Wish  Foundation  of  Nebraska  is 
planning  a statewide  Walk/Run. 

Because  of  the  climate  of  health  system 
reform  and  with  so  much  focus  currently  placed 
on  medicine,  NMAA  has  chosen  this  state-wide 
project  to  identify  health  care  providers  and 
their  families  as  caring  participants  in  charitable 
endeavors,  particularly  in  the  comfort  afforded 
the  terminally  ill  child.  We  hope  this  project  will 
give  the  many  county  alliances  some  cohesive- 
ness by  working  towards  a common  goal. 

Omaha,  Lincoln,  Hastings,  Grand  Island, 
Kearney  and  Scottsbluff  Alliances  have  ex- 


pressed their  interest  in  being  part  of  the  Walk/ 
Run.  Each  Alliance  will  determine  the  type  of 
event  it  will  sponsor.  Co-chairmen,  Cyndi 
Munyon  and  Linda  Schafer  with  the  help  of  the 
Omaha  division  of  Make-A-Wish  will  coordi- 
nate many  of  the  efforts. 

It  is  our  hope  that  this  concept  of  statewide 
unity  in  the  medical  community  and  the  desire 
to  make  some  wishes  come  true  for  our  termi- 
nally ill  Nebraska  children  will  prompt  you  to 
become  involved  in  this  project.  Please  join  us 
as  "partners"  in  this  endeavor. 

Chairmen: 

Cyndi  Munyon  and  Linda  Schafer 
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SALUTE  TO 

MEDICAL  DOCTORS’  DAY 


Nebraska  Me  dicab 
dissociation  Affiance 


These  slate  board  members 
of  the 

Nebraska  Medical  Association  Alliance 
have  contributed  to  the 
American  Medical  Association 
Education  and  Research  Foundation 

in  honor  of 

MEDICAL  DOCTORS’  DAY 


Colleen  Adam 
Carole  Bagby 
Roxanne  Bascom 
Shoba  Bastani 
Barbara  Bohi 
Alleen  Bosley 
Gail  Butler 
Susan  Carraher 
Mona  Damico 
Lenore  Deeths 
Peg  Fletcher 


Harriette  Francis 
Barbara  Gammel 
Carla  Imray 
Jill  Johnson 
Carmen  Kleager 
Bev  Kruger 
Elba  Lau 
Dorothy  Matson 
Marie  O'Donohue 
Molly  O'Holleran 
Joan  O'Keefe 
Desta  Osborne 


Barbara  Peck 
Jody  Rapp 
Kay  Reed 

Jeanette  Schlichtemeier 
Rita  Seiler 
Sally  Semm 
Dottie  Shapiro 
Donna  Stone 
Jane  Taylor 
Diane  Weldon 
Kathy  Wilson 


WELCOME  NEW  MEMBERS 


Scott  E.  Fletcher,  M.D. 

Pediatric  Cardiology  Affiliates 
8301  W.  Dodge  Rd. 

Omaha,  NE  681 14 

Patricia  Hammett,  M.D. 

Boys  Town  Hospital 
555  N.  30th  St. 

Omaha,  NE  68131 

Michael  D.  Hurt,  M.D. 

Northwest  Anesthesia,  P.C. 
2823  N.  81st  St. 

Omaha,  NE  68134 

Karen  P.  Holdeman,  M.D. 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68198-1045 


George  W.  Bartholow,  M.D.  (reinstated) 
1 700  N.  Victory  Rd. 

Norfolk,  NE  68701-1209 

Gregory  S.  Seerson,  M.D. 

Bergan  Mercy  Medical  Center 
7500  Mercy  Rd. 

Omaha,  NE  68124 

John  L.  Smith,  M.D. 

UNMC  - 600  S.  42nd  St. 

Omaha,  NE  68198-5280 

David  W.  Burton,  M.D. 

3204  MACH  I Drive 
Norfolk,  NE  68701 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER  MEDICAL  EDUCAATION 

11  DAYS,  MARCH  14-25,  1994  — Family  Prac- 
tice Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1 100  - two  week  ses- 
sion, $750  - one  week  session,  $1250  - split 
sessions. 

THURSDAY  - SATURDAY,  APRIL  1 4-1 6,  1 994  — 
2nd  Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Marriott  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

11  DAYS,  APRIL  18-29,  1994  — Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1 100  - two  week  ses- 
sion, $750  - one  week  session,  $1250  - split 
sessions. 

THURSDAY-FRIDAY,  JUNE  12-15,  1994  — 
Nuclear  Antigens  asTargets  for  CancerTherapy, 
Red  Lion  Hotel,  Omaha,  Nebraska.  Target  Au- 
dience: Obstetrics  and  Gynecology,  Oncology/ 
Hematology  & Researchers. 

THURSDAY-SATURDAY,  JULY  14-16,  1994  — 
1 994  National  Conference  on  Family  Violence: 
Research  and  Practice,  Holiday  Inn  Centre, 
Omaha,  Nebraska.  Target  Audience:  Multidis- 
ciplinary (health  professionals,  sociologists, 
criminal  justice) 

TUESDAY-FRIDAY,  JULY  1 9-22,  1 994  — Pan  Pa- 
cific Lymphoma  Conference,  The  Ritz  Carlton 
- Mauna  Lani,  Kohala  Coast,  Hawaii.  Target  Au- 
dience: Oncology/Hematology  & Researchers. 

FRIDAY-SUNDAY,  AUGUST  19-21,  1994  — Im- 
aging and  Breast  Cancer,  Omaha  Marriott  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Radiolo- 
gists, Primary  Care  Physicians. 

MONDAY,  SEPTEMBER  26  - SATURDAY, 
OCTOBER  1,  1994  — Emergency  Medicine, 
1994,  Skills  and  knowledge  for  the  Practicing 
Physicians,  Center  for  Continuing  Education, 


UNMC,  Omaha,  Nebraska,  Target  Audience: 
Emergency  Medicine  Physicians  and  others 
who  provide  care  in  the  ER.  Fee:  $700. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  600 
South  42nd  Street  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuting  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-5915. 


MAYO  FOUNDATION 

OCTOBER  23-27,  1994  — Advances  in  Diag- 
nostic Radiology,  The  cloister,  Sea  Island, 
Georgia.  Registration  fee:  $595,  22.5  credit 
hours  in  Category  1 AMA. 

For  further  information:  Contact  Postgraduate  Courses, 
Section  of  Continuing  Medical  Education,  Mayo  Foun- 
dation, Rochester,  MN  55905,  Phone:  Toll  Free  800- 
323-2688. 


CREIGHTON  UNIVERSITY 

APRIL  3-9, 1 994 — Anesthesiology  Review  Course 
- Professional  Seminars  - Orlando,  FL. 

APRIL  4,  1994  — Medical  Complications  - OB 
Outreach  Program  at  Offutt  Air  Base,  Omaha, 
NE. 

APRIL  1 5,  1 994  — Distinguished  Lecture  Series  - 
Henry  J.  Mankin,  M.D.  - St.  Joseph  Hospital 
Seminar  Room. 

APRIL  22-23, 1 994  — Advanced  Laparoscopy  for 
Gynecologists  - St.  Joseph  Hospital  and 
Creighton  University  Campus,  Omaha,  NE. 

MAY  2,  1994  — Abruptio  Placenta  - OB  Out- 
reach Program  at  Offutt  Air  Base,  Omaha,  NE. 

MAY  19-22,  1994  — A Review  of  Orthopaedics 
and  Orthopaedic  Pathology  - Criss  II  Building, 
Creighton  University,  Omaha,  NE. 

MAY  27-29,  1994  — Family  Medicine  Update, 
Okoboji,  IA. 

JUNE  6,  1 994  — Medical  Therapy  of  the  Fetus  - 
OB  Outreach  Program  at  Offutt  Air  Base, 
Omaha,  NE. 
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JUNE  29,  1994  — Couple  to  Couple  League  - 
"Natural  Family  Planning:  The  Time  Has  Come" 
- St.  Joseph  Hospital,  Omaha,  NE. 

AUGUST  4-8,  1994  — Anesthesiology  Review 
Course  - Professional  Seminars  - Nashville,  TN. 

AUGUST  1 2-1 3, 1 994  — Advanced  Laparoscopy 
for  Gynecologists  - St.  Joseph  Hospital  and 
Creighton  University  Campus,  Omaha,  NE. 

SEPTEMBER,  18-24,  1994  — Anesthesiology  Re- 
view Course  - Professional  Seminars  - Boston, 
MA. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 
Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 
2500  California  Street,  Omaha,  NE  68178. 


OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 
WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

THURSDAY,  JUNE  1 7,  1 993  • State  of  the  Art 
Clinical  Symposium  on  Allergic  Diseases, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Phillip  E. 
Korenblat,  M.D. 

FRIDAY-SATURDAY,  September  1 0-1 2, 1 993  • 
Frontiers  In  Endosurgery:  Advances  in 
Endourological  Techniques  and  Technology, 
Location:  Washington  University  Medical 
Center,  St.  Louis,  Missouri,  18.5  credit  hours 
AMA  Category  1,  Program  Chairmen:  Ralph 
V.  dayman,  M.D.  and  Elspeth  McDougall, 
M.D. 

ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT—  Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider and  Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS 

— Provider 

These  programs  are  offered  by  the  Center  for 

Continuing  Education  throughout  the  year. 


OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 

WASHINGTON  UNIV.  SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

THURSDAY-FRIDAY,  APRIL  21-22,  1994  - Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRI  DAY-SUN  DAY,  JUNE  24-26,  1 994  - Frontiers 
In  Endourology,  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  dayman,  M.D. 

For  further  information  on  any  of  the  above  seminars  contact: 
Continuing  Medical  Education,  Washington  University  School 
of  Medicine,  Campus  Box  8063,  66 0 South  Euclid  Avenue, 
Si  Louis,  Missouri,  631 10-1093,  (800)  325-9862  Interstate, 
(314)  362-6893  In  Missouri,  FAX  (314)  362-1087. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

APRIL  15-17,  1994  - 44th  Annual  Postgraduate 
Symposium  on  Anesthesiology,  Ritz-Carlton 
Hotel,  401  Ward  Parkway,  Kansas  City,  MO. 
Sponsor:  Dept,  of  Anesthesiology,  University  of 
Kansas  Medical  Center.  Target  Audience:  An- 
esthesiologists, nurse  anesthetists,  family  physi- 
cians. Fees:  To  be  announced.  Credit:  AMA 
Category  1 of  the  Physician's  Recognition 
Award:  1 6.5  hours  American  Academy  of  Fam- 
ily Physicians:  to  be  announced,  American  As- 
sociation of  Nurse  Anesthetists:  to  be  an- 
nounced, American  Nurses  Association:  to  be 
announced. 

Contact:  Office  of  Continuing  Education,  KU  Medical  Cen- 
ter, 3901  Rainbow  Blvd.,  Kansas  City,  KS  66  160-7108. 
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AM  A NEWS  NOTES 

(continued  from  page  1 5A) 


The  AMA  does  not  support  federal  mandates 
over  graduate  medical  education  that  would 
require  a ratio  of  primary  care  to  non-primary 
care  physicians. 

Dr.  Duvall  called  for  reforms  to  the  Employee 
Retirement  Income  Security  Act,  stressing  that 
all  employee  health  benefit  plans  — both  in- 
sured and  self-insured  — must  offer  a standard 
set  of  benefits  meeting  federal  guidelines. 

He  also  spoke  out  on  the  physician  payment 
issue,  stressing  a vigorous  fee-t'or-service  sector 
"must  be  a central  feature  of  health  system 
reform." 


AMA  TESTIFIES  ON 
COVERAGE  FOR  UNINSURED 

The  AMA  emphasized  its  commitment  to 
achieving  universal  health  coverage  and  gave  a 
congressional  panel  recommendations  for  at- 
taining that  goal. 

AMA  Trustee  Raymond  Scalettar,  MD,  testi- 
fied before  the  Senate  Finance  Committee  Feb. 
10  at  a hearing  on  "Health  Care  Access  and 
Coverage  for  the  Uninsured." 

During  a vigorous  question-and-answer  pe- 
riod, Sen.  Jay  Rockefeller  (D,  W.VA.)  harshly 
criticized  the  AMA  for  "backing  away"  from  the 
employer  mandate. 

Dr.  Scalettar  assured  Rockefeller  and  others 
on  the  committee  that  the  AMA  had  not  "backed 
off'  the  employer  mandate  but  had  merely 


added  an  individual  mandate  to  the  list  of 
financing  mechanisms  the  AMA  finds  accept- 
able. 

He  pointed  out  that  when  the  AMA's  Health 

Access  America  was  first  developed,  the  notion 

of  an  individual  mandate  was  not  in  the  health 

system  reform  lexicon. 

★ ★ * 

AMA  CHAIR  STRESSES  CALL  TO 
ACTION  AT  LEADERSHIP  MEETING 

AMA  Board  Chair  Lonnie  R.  Bristow,  MD, 
called  on  1,000  medical  leaders  attending  the 
leadership  meeting  to  boost  the  Association's 
new  massive  grass-roots  campaign. 

He  asked  them  to  "speak  out  against  the 
forces  that  would  split  us  apart." 

Speaking  at  the  AMA's  National  Leadership 
Conference  in  San  Francisco  Feb.  1 1 , Dr.  Bristow 
asked  the  Federation  to  support  the  AMA's 
"proposal  for  action,"  launched  Jan.  24. 

It  calls  on  Congress  to  pass  a bill  that  ensures 
extensive  physician  involvement  in  a reformed 
health  system. 

"Our  game  plan  is  based  on  the  power  of 
local  politics,"  Dr.  Bristow  said. 

"We're  calling  upon  thousands  and  thou- 
sands of  doctors,  just  like  you,  to  be  the  light- 
ning rods  of  reform  in  your  own  communities. 

"Let  Congress  know  that  no  system  will  suc- 
ceed without  the  full  engagement  of  physicians 
as  advocates  for  our  patients  and  for  our  profes- 
sion." 
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NEBRASKA  MEDICAL  JOURNAL 
1994  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1994  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1995. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1994.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310  • Lincoln,  NE  68502 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN,  cont. 


GRAND  ISLAND 
CLINIC  INC 

308-382-1 100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
Wiliam  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 

OBS I h I HICS  - GYNECOLOGY  Karen  M.  Higgins,  M..D. 
John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-94 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


1-402-435-1466 


PROFESSIONAL  OFFICE  BUILDING 
2221  S.  17th  St,  SUITE  405 
LINCOLN.  NE  68502 


1-S00-MED-LINC 


1-95 


The 

□ ^ T 

— 1 — 1 — i — 
Center  of  Nebraska 

■_■■■  CONSULTATIVE 
NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

PHILLIP  E.  BURKET,  M.D. 

• Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

3016  West  Faidley  P O.  Box  5345  Grand  Island.  NE  68802 

Office:  (308)  382-3994  1-800-233-3994  FAX:  ( 308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-94 

Phone  (402)  466-8259  or  1-800-633-5462  4 M 

LINCOLN 


BURN 

CARE 

NEBRASKA 


frBURN 


CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-94 


mw-  , 

=>  surgical 
associates 

5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 
(402)  489-8838  (402)  483-7700 

or 

1-800-633-5462 


Larry  W.  Wood,  M.D. 
MaxW.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice.  Nebraska 
Seward,  Nebraska 
Hebron.  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh.  Nebraska 
Marysville,  Kansas 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Heidnck,  M.D.,  F.A.C.O.G 

Joseph  G.  Rogers,  M.D,  F.A.C  O G. 

Dennis  L.  Hodge,  M . D. . F.A.C.O.G . 

GregoryW.Heidrick.M.D . F.A.C.O.G 

Yvonne  K.  Davenport.  M D, F.A.C.O.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

| — 24  HOURS  - 7 DAYS  A WEEK  — ] 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME 1 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-94 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified  or  Board  Eligible 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


1 LINCOLN,  cont.  | 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

1919  South  40th  Street 

(402)489-6554 

Suite  300 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-94 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

1 91 9 South  40th  Street  (402)  489-6554 

Suite  300  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-94 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery.  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL;  — 

Office  (402)  483-7825  or  Med-Unc:  1-800-533-5462 
4740  A Street  • Suite  100  • Lincoln,  NE  68510  U’94 


I NEBRASKA 
I ORTHOPAEDIC 
I .ASSOCIATES 


•GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  • HAND  SURGERY 
•JOINT  DISEASE 4 TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-94 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

9-94 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 

Benjamin  R.  Gelber,  M.D. 

LonisJ.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-94 
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pathology 

medical 

services 

po 


© 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON.  M D. 
JOHN  H.  CASEY,  M D 
DEBORAH  K.  DAVIDSON,  D O 
MICHAEL  J.  DUGGAN.  M D. 

DONALD  A,  DYNEK,  M D 
GEORGE  E.GAMMEL,  M D 
PATRICK  A.  KEELAN,  M D, 
DAVID  L.  KUTSCH,  M D 
STEFFAN  R LACEY, M.D. 
CHRISTOPHER  T MASADA,  M D 
MATTHIAS  I.  OKOYE,  M D. 
JOHN  F,  PORTERFIELD,  M D 
ROBERT  F.  SHAPIRO,  M D. 
AINA  I.  SILENIEKS,  M D 
DANIEL  J.  TILL,  M D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec,  Director 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  685 10  (402)  483-2572 

10-94 


P 


RAIRIE  SURGICAL 

ASSOCIATES  P f, 


John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 
Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-94 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  2221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-94 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  6851 0 
(402)  489-8888  8.94 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-94 


OMAHA 


Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  FAC.S.  R.  Michael  Kroeger.M.D.,  FAC.S. 

Harvey  A.  Konigsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  FAC.S. 
H.  Jeoffrey  Deeths,  M.D..  FAC.S. 

Certified  American  Board  of  Urology 


111  S. 90th Street 
Omaha,  NE  68114 
(402)  397-9800 
800-8824770 


Satellite  Clinic 
Papillion,  NE 
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Stanley  M. Ttuhlsen,  M.D..  F.A.C.S. 

C.  Rex  latta.  M.D..  F.A.C.S. 

JohnT.  Ramsell,  M.D..  F.A.C.S. 

Raymond  M.  Crossman,  III.  M.D..  F.A.C.S. 
Camilla  R.  Parson.  M.D. 

John  D.  Peters.  M.D. 


AFFILIATED 
EYE  PHYSICIANS 
& SURGEONS,  P.C. 


Medical  & Surgical  Eye  Care 
Cataract  & Lens  Implant  Surgery 
Laser  Surgery-Retinal  & Vitreous  Surgery 
Cornea  & Anterior  Segment  Surgery 


TWO  LOCATIONS 


210  Regency  Parkway,  Suite  10  4242  Farnam  Street,  Suite  247 

Omaha,  NE  68114  Omaha,  NE  68131 

(402)  391-3131  (402)  552-2300 

FAX  (402)  391-3147  FAX  (402)  552-2301 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

3-94 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8552  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23fd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis  columbus  - 23*3  tsth  av. 

And  Treatment  Of  Allergic  402-563-3379 

Diseases  and  Asthma 

MOBFOLK- 1300 NEBRASKA  A V. 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Jeffreys.  Nelson,  M.D. 


Board  Certified  402-379-3250 

In  Adult 

And  Pediatric  GR AND  ISLANO  - 1 806  N.  CLEBURN 

Asthma  & 308*381  *1  700 

Clinical  Immunology  094 


Eye  Physicians 
Omaha 

4353,  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 

Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 

Michael  A.  Halsted,  M.D. 

Kathryn  E.  Hodges,  M.D. 

11-94 
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NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 

Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


402-397-6661 


9110  West  Dodge  Road,  Suite  290  East 
Omaha,  Nebraska  68114-3359 
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GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D.  FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D.  BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D.  R.  MICHAEL  GROSS,  M.D 

T.  KEVIN  O’MALLEY,  M.D.  TIMOTHY  C.FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery  Disorders: 

Joint  Replacement  • The  Spine  & Knee 

Sports  Medicine  • Foot  & Ankle 

Work  Related  Injuries  & Evaluations  • Shoulder  & Elbow 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 399-8550 

Appointments 399-8484  Billing 399-9301 

3-94 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 

After  Hours 


Immanuel  Professional  Plaza  #13 
6601  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 

390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

John  L.  Bluhm 

Administrator  "-94 
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PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  "P  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1-95 


7441  'O’  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 

329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbluff,  Nebraska  69361  Day  or  Night 


1 SCOTTSBLUFF 
(308)  635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)  284-4011  (308)635-3911 

9.  SIDNEY 

(308)  635-391 1 8-94 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  IOURNAL,  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full  -time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  5 1 5,  Ankeny,  IA  5002 1 , phone  1 -800- 
729-7813  or  515-964-2772. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island,  NE  68801. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  IA,  5002 1 , phone  1 -800-729-78 1 3. 

FAMILY  PRACTICE:  Excellent  opportunity  for  BC/ 
BE  family  practitioner  to  join  busy,  well  established 
multi-specialty  clinic.  Share  call  with  eight  FP  part- 
ners, no  ER.  Excellent  benefit  package  includes 
malpractice  insurance,  health  and  life  insurance, 
relocation  expense  and  CME  benefits.  Kearney  is  an 
excellent  University  town  of  30,000,  family  oriented 
with  excellent  schools  and  a strong,  progressive 
economy,  and  a diverse  array  of  recreational  and 
cultural  activities.  For  more  information  contact  Ryan 
Page  at  (308)  237-2141  or  write  to  Kearney  Clinic, 
P.C.,  211  West  33rd  Street,  Kearney,  NE  68848. 

EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  North  Memorial  Medical  Center  primary  care 
network.  Openings  are  available  for:  Family  Practice, 
Internal  Medicine  and  OB/GYN  physicians,  and 
Physician  Assistants.  These  opportunities  offer  stabil- 
ity without  sacrificing  autonomy.  Single  and  multi- 
specialty groups  in  urban,  suburban,  and  semi-rural 
settings.  Teaching  opportunities  with  North/Univer- 
sity of  Minnesota  residency  program.  Competitive 
compensation  structures  and  flexible  schedules  with 
independent  or  hospital  owned  group  practices. 
Immediate  access  to  Minneapolis/St.  Paul  attrac- 
tions. Central  to  Minnesota's  abundant  lakes  coun- 
try. If  you  are  BC/BE  send  your  CV  or  call  in 
confidence:  North  Medical  Programs,  North  Memo- 
rial Medical  Center,  3300  Oakdale  Ave.  North, 
Robbinsdale,  MN  55422-2900.  Nationwide  and 
Canada  1-800-275-4790. 


MENNINGER  CLINIC  CME  OPPORTUNITIES: 
Depression  Throughout  the  Lifespan.  Psychophar- 
macologic  and  Psychotherapeutic  Strategies  featur- 
ing Drs.  Steven  Dubovsky,  Taylor  Segraves,  George 
Zubenko  and  Walter  Menninger.  June  24-25.  Loca- 
tion: Kansas  City.  CE  Credit:  12  hours.  Cost:  $195. 
Contact  Menninger  Continuing  Education,  800/ 
288-7377. 

Medical  Marriages:  Balancing  Commitments  to 
Family  and  Profession  featuring  Dr.  Roy  and  Bev 
Menninger.  July  24-29.  Crested  Butte,  CO.  CE  Credit: 
24  hours.  Contact:  Menninger  Continuing  Educa- 
tion, 800/288-7377. 

OMAHA:  Single  specialty  and  multispecialty  prac- 
tices opportunities  for  BE/BC  Family  Practice  physi- 
cians. Competitive  compensation  and  full  benefit 
packages  including  relocation  and  fast  track  share- 
holder status.  Enjoy  great  cultural  opportunities  in- 
cluding symphony,  opera,  ballet,  superior  schools, 
and  access  to  two  medical  schools  and  affiliation 
with  Bergan  Mercy  Medical  Center.  Call  Steve  McNeill 
now  at  402-398-6658  or  fax  CV  to  him  in  confidence 
at  402-398-6032. 

PAPILLION:  BC/BE  Internist  to  join  two  internists 
in  expanding  multispecialty  group.  Papillion  is  a 
family-oriented  growing  community  with  excellent 
schools,  low  cost  housing,  low  crime  and  only  a short 
commute  to  the  wonderful  cultural  and  recreational 
activities  of  Omaha.  Competitive  compensation,  full 
benefits  including  relocation  and  fast  track  share- 
holder status.  Call  Steve  McNeill  now  at  402-398-6658 
or  fax  CV  to  him  in  confidence  at  402-398-6032. 

INTERNAL  MEDICINE,  FAMILY  PRACTICE  AND 
OB-GYN  PRACTICE  OPPORTUNITIES:  Rural  lake 
country  community  is  seeking  the  above  practitio- 
ners to  join  an  active  12  physician  multispecialty 
group.  Quality,  comfortable  living  environment,  mul- 
tiple recreational  activities,  fine  educational  oppor- 
tunities and  cultural  activities  abound.  Opportunity 
includes  relaxed  call,  liberal  salary  and  exceptional 
benefits.  Send  curriculum  vitae  or  inquiries  to:  Lake 
Region  Clinic,  P.C.,  Attention  Joel  Rotvold,  P.O.  Box 
1 100,  Devils  Lake,  ND  58301,  or  call  collect  at  701- 
662-2157  for  further  information. 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave. , Omaha,  NE  68144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen,  Executive  Director 
3624  FamamSt.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

69 10  Pacific  St. , #104 
Omaha,  NE  68106- 1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha.  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr  , #204,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 
6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  • Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D.,  President 
2808  S.  80th  Ave. , #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave  , #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave.  ,#301,  Omaha,  NE  68152-2116 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave  , #308,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology* 

Peter  E.  Diedrichsen,  M.D  . President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology* 

James  V.  Huerter,  M.D 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68 198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown,  PA-C,  President 
P.O.  Box 31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S.  14th  St  . #200,  Lincoln, NE  68508 
Nebraska  Association  of  Pathologists 
Samuel  E Boon,  M.D.;  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology* 

Joseph  D.  Lynch,  M.D.,  President 
UNMC  - 600  S.  42nd  St. , Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.  ,#201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes,  Administrator 
3001  Douglas,  7th  Floor  N.,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K Zetterman,  M.D  , Governor 
UNMC  - 600  S.  42nd  St. , Omaha,  NE  68 198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D.,  President 
233  S 13th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  0 St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 

Mark  B.  Horton,  M.D.,  M.S.P  H.,  Director 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O.  Box  5232,  Grand  Island,  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box 24253,  Omaha,  NE 68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221 S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Mark  Diercks,  M.D.,  President 
2206 S.  lOthSt., Omaha, NE 68108 
Nebraska  Radiological  Society 
Joseph  M.  Stavas,  M.D.,  President 
233  S.  13th  St.,  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D.,  President 
2205 S.  lOthSt., Omaha, NE 68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121 S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

Raymond  Schulte,  M.D  , Chairman 
4239 FamamSt  , #734, Omaha, NE 68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D.,  President 

233  So.  13th  St.,  Suite  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 
Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  685 16 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St. , Omaha,  NE  68 1 14 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box 67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D  , President 
111  S.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings.  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 

8301  Dodge  St.,  Omaha,  NE  68114,  (402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Carol  A Aschenbrener,  M.D.,  Chancellor 
UNMC- 600  S 42nd  St.,  Omaha,  NE  68198 
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New  Product  Spotlight 


The  phone  that  will  cure  the 
ringing  in  your  ears. 


The  Motorola  MicroTAC  Ultra  Lite™  The  world's  lightest  cellular  phone  now  features  optional 
VibraCall™  so  you  can  take  calls  anywhere  without  a loud  ring  to  disturb  you— or  anyone  else. 

• Weighs  just  5.9  ounces,  and  fits  into  pocket,  purse  or  briefcase  to  go  anywhere 

• Vibrates  in  your  pocket  to  signal  incoming  calls  without  a disturbing  ring 

• 832-channel  availability  means  fewer  service  busy  tones 

• Motorola  product  quality  and  reliability 

C $ CA  now  on  the  purchase  of  the  Motorola  MicroTAC  Ultra  Lite 

iJClVC  J\J  telephone  with  your  Nebraska  Medical  Association 
membership.  The  Association  will  also  receive  non-dues  income  from  your  purchase. 


LIBRARY 

MAR  2 8 199^ 


Lincoln  Telephone 

CZLLULAR 

436-5050  • Cotner  and  "0"  Streets  • Monday-Friday  8-5 


FIRST 
I CELLULAR 
M”'  OMAHA 

1 5432  West  Center  Road  • 330-6500  • Monday-Friday  8-5 
72nd  and  Jones  • 330-6500  • Monday-Friday  1 0-7, 
Saturday  1 0-5,  Sunday  1 2-5 
2000  W.  Broadway,  Council  Bluffs  • 330-6500  • 
Monday-Saturday  9-6 


TAKING  THE  LEAD  I 1 
PERSONAL  COMMUNICATIONS51 

We  feature  state-of-the-art  Cellular  Phones  by  Motorola. 


^'Stfaul 


Medical  Services 


Specialists  in  Medical 
Liability  Insurance 


to 


St.  Paul  Fire  and  Marine  Insurance  Company 

For  more  information  contact 
Don  Morgan,  Medical  Marketing  Specialist 
2600  Westown  Parkway 
P.O.  Box  65459 

West  Des  Moines,  Iowa  50265-0459 
800.362.2480 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
contact  your  independent  insurance  agent  or  Don  Morgan. 


THE  NEW  YORK  ACADEMY  OE  MED. 

LIBRARY  SERIALS  DEPT. 

1216  FIFTH  AVENUE 

NEW  YORK  NY  100 


ft 


Journal 


A New  Era  zl,.P  of  Excellence  in  Cancer  Care 


Treating  Cancer  Takes 
Teamwork 


Today,  leading  cancer  experts  are  combining 

sophisticated  treatment  modalities  — surgery, 
chemotherapy  and  radiation  therapy  — with 
increasingly  better  results.  This  type  of  care  requires 
new  levels  of  collaboration  between  surgeons, 
medical  oncologists,  radiation  oncologists, 
radiologists,  pathologists  and  other  health  care 
professionals. 

The  Methodist  Cancer  Center  was  designed  from 
the  ground  up  to  foster  an  interdisciplinary 
approach  to  cancer  care.  In  this  special  setting, 
up  to  two  dozen  doctors  contribute  their 
expertise  and  understanding  of  cancer  care. 
They  confer  weekly  to  develop  comprehensive 
treatment  plans  for  people  uho  have  been 
diagnosed  with  cancer. 

Interdisciplinary  care  teams,  composed  of 
specialty'  physicians,  oncology  nurses,  pharmacists, 
therapists,  dietitians,  counselors,  social  workers  and 
chaplains  and  guided  by  a medical  oncologist, 
provide  care  at  the  Methodist  Cancer  Center.  They 
coordinate  sen-ices  to  meet  the  patient’s  home 
health  care  needs  and  meet  regularly  to  assess 
patient  progress.  The  patient's  primary'  physician 
receives  regular  updates  and  participates  in  follow- 
up care. 

For  more  information  on  the  sen  ices  available 
through  the  Methodist  Cancer  Center  or  to  refer  a 
patient,  call  the  Physicians'  Priority  Line, 
1-800-627-6363. 


“The  Methodist  Cancer  Center  will 
enhance  patient  care  by  integrating 
multiple  cancer  treatment  specialists 
and  services  in  a single  location.” 

David  Silverberg.  MD, 
medical  oncologist 


METHODIST 

CANCER  CENTER 

8303  DODGE  ST.,  OMAHA.  NE 

Located  adjacent  to  Methodist  Hospital 


Chances  are,  your  next  trauma  patient 
survived  an  accident  like  this. 


^Tianks  to  improved  emergency  medical  care, 
you'll  be  treating  more  patients  who  have  survived 
severe  accidents. 

Surviving  is  one  thing.  Learning  to  walk,  returning 
to  work  or  having  fun  again  is  another. 

With  medical  rehabilitation,  there's  a good  chance 
that  your  patients  can  recover  and  avoid  long  term 
care,  improve  their  quality  of  life  and  save  thousands 
of  dollars. 

For  information  on  referrals  or  admission,  contact 
Darlene  Barker,  RN  at  402-483-9525  or  800-676-5448. 


Madonna  Rehabilitation  Hospital 

5401  South  Street  • Lincoln,  NE  68506 
On-site  family  lodging  available 

Sebraska's  comprehensive  medical  rehabilitation  facility  for  children  and  adults 


Storz 

Cancer  Institute 


Living  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients’  physical, 
emotional,  social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 


Cancer  Support  Team 

Storz  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  services  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehahilitation/physb 
cal  therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552-6932 
or  call  MD  Source  toll-free  at  1-800-552-5552. 
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FOR  THE  NASAL  AND 
NON-NASAL  SYMPTOMS 
OF  SEASONAL 
ALLERGIC  RHINITIS 


A 

Clear  Choice  In 
Antihistamine 
Therapy 


• Proven  efficacy 


• Nonsedating * 

The  incidence  of  sedation  with 
CLARITIN  Tablets  (8%)  was  similar 
to  that  of  placebo  (6%)  at  the 
recommended  dose. 


• Low  incidence  of  adverse  effects 


Clear  Benefits 
From  Start  To  Finis I 


• Rapid-acting* 


CLARITIN  Tablets  started  working  M 
in  some  patients  in  as  soon  as 
30  minutes;  65%  of  patients 
experienced  relief  within  2 hours.  ’ 

• Once-a-day  dosing 


In  controlled  clinical  trials  using  the  recommended  dose,  the 
incidence  of  headache  (12%),  somnolence  (8%),  fatigue  (4%), 
and  dry  mouth  (3%)  with  CLARITIN  Tablets  was  similar  to  that 
of  placebo  (11%,  6%,  3%,  and  2%,  respectively). 

• Over  1 billion  patient  days  of 
worldwide  experience 


* In  studies  with  CLARITIN  Tablets  at  doses  2 to  4 times  higher  than  the  recommended  dose 
of  10  mg,  a dose- related  increase  in  the  incidence  of  somnolence  was  observed. 

t Relief  began  in  13%  of  treated  patients  vs  4%  of  placebo-treated  patients  within 
30  minutes  (P=04).  At  2 hours,  48%  of  patients  receiving  placebo  experienced  relief 
Distribution  of  onset  times  was  significantly  earlier  for  CLARITIN  Tablets  vs  placebo  (P=.03l 


Once-a-day 


Claritin 

ssMoratadine) 


Please  see  following  page  for  brief  summary  of  Prescribing  Information. 


CLARITIN' 

brand  of  loratadine 

TABLETS 

Long-Acting  Antihistamine 
BRIEF  SUMMARY 

(For  lull  Prescribing  information  see  package  insert ) 

INDICATIONS  AND  USAGE 

CLARITIN  Tablets  are  indicated  for  the  relief  of  nasal  and  non-nasal  symptoms  of  seasonal  allergic  rhinitis 

CONTRAINDICATIONS 

CLARITIN  Tablets  are  contraindicated  in  patients  who  are  hypersensitive  to  this  medication  or  to  any  of  its  ingredients 

PRECAUTIONS 

General  Patients  with  liver  impairment  should  be  given  a lower  initial  dose  (10  mg  every  other  dayi  because  they  have  reduced 
clearance  of  CLARITIN  Tablets 

Drug  Interactions  Tne  coadministration  of  a single  20  mg  dose  of  CLARITIN  Tablets  (double  the  recommended  daily  dose]  and 
a 200  mg  dose  of  ketoconazoie  twice  daily  to  12  subiects  resulted  m increased  plasma  concentrations  of  loratadine  (180% 
increase  in  AUC)  and  its  active  metabolite  descarboethoxyioratadme  (56%  increase  in  AUC)  However  no  related  changes  were 
noted  m the  QTc  on  ECGs  taken  at  2 6 and  24  hours  after  the  coadministration  of  loratadine  and  ketoconazoie  Also,  there  were 
no  significant  differences  in  clinical  adverse  events  between  CLARITIN  Tablet  groups  with  or  without  ketoconazoie 
Other  drugs  known  to  inhibit  hepatic  metabolism  should  be  coadministered  with  caution  until  definitive  interaction  studies 
can  be  completed  The  number  of  subiects  who  concomitantly  received  macroiide  antibiotics  cimetidme.  ranitidine  or  theo- 
phylline along  with  CLARITIN  Tablets  in  controlled  clinical  trials  is  too  small  to  rule  out  possible  drug-drug  interactions  There 
does  not  appear  to  be  an  increase  in  adverse  events  in  subiects  who  received  oral  contraceptives  and  CLARITIN  Tablets  com- 
pared to  placebo 

Carcinogenesis.  Mutagenesis,  and  Impairment  of  Fertility  In  an  18-month  oncogenicity  study  m mice  and  a 2-year  study  in 
rats  loratadine  was  administered  m the  diet  at  doses  up  to  40  mg/kg  (mice)  and  25  mg  kg  iratsi  in  the  carcinogenicity  studies 
pharmacokinetic  assessments  were  earned  out  to  determine  animal  exposure  to  the  drug  AUC  data  demonstrated  that  the  expo- 
sure of  mice  given  40  mg/kg  of  loratadine  was  36  (loratadine)  and  18  (active  metabolite)  times  higher  than  a human  given 
10  mg/day  Exposure  of  rats  given  25  mg/kg  of  loratadine  was  28  (loratadine)  and  67  (active  metabolite)  times  higher  than  a 
human  given  10  mg/day  Male  mice  given  40  mg/kg  had  a significantly  higher  incidence  of  hepatocellular  tumors  (combined 
adenomas  and  carcinomas)  than  concurrent  controls  In  rats  a significantly  higher  incidence  of  hepatocellular  tumors  (com- 
bined adenomas  and  carcinomas  i was  observed  in  males  given  10  mg/kg  and  males  and  females  given  25  mg/kg  The  clinical 
significance  of  these  findings  during  long-term  use  of  CLARITIN  Tablets  is  not  known 
in  mutagenicity  studies  there  was  no  evidence  of  mutagenic  potential  in  reverse  (AMES)  or  forward  point  mutation 
iCHO-HGPRT)  assays  or  in  the  assay  for  DNA  damage  (Rat  Primary  Hepatocyte  Unscheduled  DNA  Assay)  or  in  two  assays  for 
chromosomal  aberrations  (Human  Peripheral  Blood  Lymphocyte  Clastogenesis  Assay  and  the  Mouse  Bone  Marrow  Erythrocyte 
Micronucleus  Assay)  In  the  Mouse  Lymphoma  Assay  a positive  finding  occurred  in  the  nonactivated  but  not  the  activated 
phase  of  the  study 

Loratadine  administration  produced  hepatic  microsomal  enzyme  induction  in  the  mouse  at  40  mg/kg  and  rat  at  25  mg/kg  but 
not  at  lower  doses 

Decreased  fertility  m male  rats  shown  by  lower  female  conception  rates  occurred  at  approximately  64  mg/kg  and  was 
reversible  with  cessation  of  dosing  Loratadine  had  no  effect  on  male  or  female  fertility  or  reproduction  m the  rat  at  doses  of 
approximately  24  mg/kg 

Pregnancy  Category  B There  was  no  evidence  of  animal  teratogenicity  in  studies  performed  m rats  and  rabbits  There  are  how- 
ever no  adequate  and  well-controlled  studies  in  pregnant  women  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response  CLARITIN  Tablets  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers:  Loratadine  and  its  metabolite  descarboethoxyioratadme  pass  easily  into  breast  milk  and  achieve  concentra- 
tions that  are  equivalent  to  plasma  levels  with  an  AUC-.. AUCMt-4  ratio  of  1 17  and  0 85. for  the  parent  and  active  metabolite 
respectively  Following  a single  oral  dose  of  40  mg  a small  amount  of  loratadine  and  metabolite  was  excreted  into  the  breast 
milk  (approximately  0 03°:  of  40  mg  over  48  hoursi  A decision  should  be  made  whether  to  discontinue  nursing  or  to  discon- 
tinue the  drug  taking  into  account  the  importance  of  the  drug  to  the  mother  Caution  should  be  exercised  when  CLARITIN 
Tablets  are  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  12  years  have  not  been  established 

ADVERSE  REACTIONS 

Approximately  90  000  patients  received  CLARITIN  Tablets  10  mg  once  daily  m controlled  and  uncontrolled  studies  Placebo - 
controlled  clinical  trials  at  the  recommended  dose  of  10  mg  once  a day  varied  from  2 weeks  to  6 months  duration  The  rate  of 
premature  withdrawal  from  these  trials  was  approximately  2°o  m both  the  treated  and  placebo  groups 


REPORTED  ADVERSE  EVENTS  WITH  AN  INCIDENCE  OF  MORE  THAN  2%  IN 
PLACEBO-CONTROLLED  ALLERGIC  RHINITIS  CLINICAL  TRIALS 
PERCENT  OF  PATIENTS  REPORTING 


LORATADINE 

10  mg  QO 
(1  = 1926 

PLACEBO 

n = 2545 

CLEMASTINE 

1 mg  BID 
n = 536 

TERFENADINE 

60  mg  BID 
n = b84 

Headache 

12 

11 

8 

8 

Somnolence 

8 

6 

22 

9 

Fatigue 

4 

3 

10 

2 

Dry  Mouth 

3 

2 

4 

3 

Adverse  event  rates  did  not  appear  to  differ  significantly  based  on  age  sex  or  race  although  the  number  of  non -white  sub- 
iects was  relatively  small 

in  addition  to  those  adverse  events  reported  above  the  following  adverse  events  have  been  reported  in  2%  or  fewer  patients 
Autonomic  Nervous  System  Altered  salivation  increased  sweating  altered  lacrimation  hypoesthesia.  impotence  thirst,  flushing 
Body  As  A Whole  Conjunctivitis,  blurred  vision  earache,  eye  pain  tinnitus,  asthenia  weight  gam  back  pain,  leg  cramps 
malaise  chest  pain  rigors  fever  aggravated  allergy  upper  respiratory  infection  angioneurotic  edema 
Cardiovascular  System  Hypotension  hypertension  palpitations  syncope  tachycardia 

Central  and  Peripheral  Nervous  System  Hyperkinesia  blepharospasm,  paresthesia  dizziness  migraine  tremor  vertigo 
dysphoma 

Gastrointestinal  System  Abdominal  distress  nausea  vomiting,  flatulence,  gastritis,  constipation  diarrhea  altered  taste 
increased  appetite  anorexia  dyspepsia  stomatitis  toothache 
Musculoskeletal  System  Arthralgia  myalgia 

Psychiatric  Anxiety  depression  agitation  insomnia  paromria.  amnesia  impaired  concentration  confusion  decreased  libido 
nervousness 

Reproductive  System  Breast  pain,  menorrhagia  dysmenorrhea  vaginitis 

Respiratory  System  Nasal  dryness  epistaxis  pharyngitis  dyspnea  nasal  congestion  coughing  rhinitis  hemoptysis  sinusitis 
sneezing  bronchospasm  bronchitis  laryngitis 

Skin  and  Appendages  Dermatitis  dry  hair  dry  skin  urticaria  rash  pruritus  photosensitivity  reaction,  purpura 
Urinary  System  Urinary  discoloration  altered  micturition 

in  addition  the  following  spontaneous  adverse  events  have  been  reported  rarely  during  the  marketing  of  loratadine 
peripheral  edema  abnormal  hepatic  function  including  jaundice  hepatitis  and  hepatic  necrosis,  alopecia  seizures  breast 
enlargement  erythema  multiforme  and  anaphylaxis 

OVERDOSAGE 

Somnolence  tachycardia  and  headache  have  been  reported  with  overdoses  greater  than  10  mg  (40  to  180  mg)  In  the  event  of 
overdosage  general  symptomatic  and  supportive  measures  should  be  instituted  promptly  and  maintained  for  as  long  as  necessary 
Treatment  of  overdosage  would  reasonably  consist  of  emesis  ( pecac  syrup)  except  in  patients  with  impaired  consciousness 
followed  by  the  administration  of  activated  charcoal  to  absorb  any  remaining  drug  If  vomiting  is  unsuccessful  or  contra- 
indicated gastric  lavage  should  be  performed  with  normal  saline  Saline  cathartics  may  also  be  of  value  for  rapid  dilution  of 
bowel  contents  Loratadine  is  not  eliminated  by  hemodialysis  it  is  not  known  if  loratadine  is  eliminated  by  peritoneal  dialysis 
Oral  LD*  values  for  loratadine  were  greater  than  5000  mg/kg  in  rats  and  mice  Doses  as  high  as  10  times  the  recommended 
clinical  doses  showed  no  effects  in  rats  mice  and  monkeys 
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e voice 


of  freedom 
never  faltered, 
even  though 
it  stuttered. 


Winston  Churchill  was 
perhaps  the  most  stirring, 
eloquent  speaker  of  this  century. 
He  also  stuttered. 

If  you  stutter,  you  should 
know  about  Churchill.  Because 
his  life  is  proof  that,  with  the  will 
to  achieve,  a speech  impediment 
is  no  impediment. 

Learn  about  the  many 
ways  you  can  help  yourself  or  your 
child.  Because  your  finest  hour 
lies  ahead. 


Write  or  call  for 


more  information. 

Stuttering 
Foundation 
of  America 

FORMERLY  SPEECH  FOUNDATION  OF  AMERICA 

A Non-Profit  Organization 
Since  1947  — 

Helping  Those  Who  Stutter 

P.O.  Box  11749  • Memphis,  TN  38111-0749 

1-800-992-9392 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Professional  Full  Service 


MEDICAL  ACCOUNT  COLLECTIONS 

by 

Battling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the  For  more  information  on  our  services,  contact  the 

exclusive  endorsement  of  the  Nebraska  Med-  Nebraska  Medical  Association  office  or  Bartling  and 

ical  Association  in  providing  medical  account  Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
collections.  68516,  (402)  421-1600. 
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with 

AMA  Board 
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Health 

System 

Reform 


The  Hospital  Medical  Staff  Section 
23rd  Assembly  Meeting 
June  9-13, 1994 
Chicago  Marriott  Hotel 
Chicago,  Illinois 

HMSS  representatives  will  not  want  to  miss  this  year’s  AMA-HMSS  Annual  Assembly  Meeting  held 
on  June  9-13  in  Chicago.  Aside  from  the  usual  policy-related  activities,  representatives  will  have 
an  opportunity  to  dialogue  with  the  AMA  Board  of  Trustees,  hear  the  latest  news  and  information 
from  Washington,  and  learn  the  importance  of  and  methods  for  physician  involvement  in  health 
system  reform. 

The  Friday  education  program  hosts  an  impressive  panel  of  speakers.  From  their  remarks, 
representatives  will  learn:  the  impact  of  proposed  legislation  on  the  future  practice  of  medicine; 
the  kinds  of  managed  care  entities  most  likely  to  thrive;  the  ways  to  cope  with  health  care  delivery 
changes  at  the  local  level;  the  support  needed  to  pass  legislation  on  physician  involvement  in 
health  system  reform;  the  steps  for  developing  a physician-directed  health  delivery  network  or 
plan;  and  the  best  methods  for  managing  patient  care  and  physician  compensation  in  physician 
health  plans. 

With  health  system  reform  legislation  pending  before  Congress,  state  health  system  reform 
initiatives,  and  the  rapid  development  of  integrated  delivery  systems,  it  is  vitally  important  that 
medical  staffs  mobilize  to  stand  up  and  speak  out  for  patients  and  the  profession.  The  June 
Assembly  meeting  is  no  exception.  Now  perhaps  more  than  ever  before,  HMSS  representatives 
need  to  be  involved  in  shaping  the  nation's  future  health  care  system. 

HMSS  past  actions  have  made  a difference.  The  AMA  has  incorporated  many  issues  advocated  by 
HMSS  in  its  new  health  system  reform  proposal  for  action  and  model  legislation.  Basically,  the 
draft  bill: 

• requires  that  health  plans  establish  a medical  staff  structure  with  defined  rights  with  regard 
to  the  plan’s  medical  policy,  utilization,  quality  and  credentialing  and  management  issues; 

• expressly  permits  physicians  to  jointly  present  their  views  on  any  plan  issue  (without  boycott 
or  strikes)  to  plan  management  for  discussion  and  negotiation; 

• directly  aids  physicians  in  the  creation  of  their  own  plans  or  networks  to  compete  with  large 
insurance  companies; 

• requires  negotiation  of  new  regulations  with  the  profession  before  their  announcement ; and 

• expands  the  role  and  protection  for  the  profession’s  accreditation,  standard  setting  and  medical 
society  disciplinary  functions. 

Success  will  depend  on  unified  physician  support  and  action.  Mark  your  calendar 
and  plan  to  attend! 

For  more  information  please  call 
312  464-4754  or  464-4761 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


It  pays  to  trust  your  financial  growth  to  a specialist. 


Not  all  investment  management  services  stack  up  to 
those  offered  by  Cambridge  Advisors  Inc. 

."V  ,-V  .-V 

« « « 

Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reflective  of  the 
client's  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M D . Omaha,  Counties  Douglas,  Sarpv 

SECOND  DISTRICT  Councilor  lohn  if  Casey, 
M.D  Lincoln,  Counties  Cass,  Lancaster,  Otoe 

THIRD  DISTRICT:  Councilor:  PaulM.  Scott,  M.D. , 
Auburn.  Counties:  Gage,  lohnson,  Nemaha, 
Pawnee.  Richardson. 

FOURTH  DISTRICT:  Councilor:  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  .Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wavne. 

FIFTH  DISTRICT:  Councilor  Kenneth  C.  Bagbv, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax. 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M Pitsch, 
M.D  , Seward.  Counties : Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D,  Fairbury.  Counties  Clay,  Fillmore, 
lefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D  , O'Neill  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keva  Paha,  Rock,  Sheridan. 

NINTH  DISRlCT  Councilor  Gordon  Bainbridge, 
M.D  , Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker.  Howard,  Loup,  Sherman,  Thomas 
Valley,  Wheeler. 

TENTH  DISTRICT  Councilor:  Charles  F Damico, 
M.D,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Fumas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Kearney,  Phelps,  Red  Wil- 
low, Webster 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L. 
.Asher,  M.D,  North  Platte.  Counties:  Arthur, 
Deuel,  Garden,  Keith,  Lincoln,  Logan, 
McPherson,  Perkins 

TWELFTH  DISTRICT:  Councilor:  Milton  R John- 
son, M.D  , Scottsbluff  Counties  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
ScottsBluiff,  Sioux. 
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PRESIDENT 

Elizabeth  P.  Rapier,  Hastings 
David  F.  Johnson,  Jr.,  Osmond 

Ed  J.  Pierce,  Alliance 

Jeffrey  P Lee,  Kearney 

Gerald  W.  Luckey,  David  City  ... 

R.  R.  Andersen,  Nehawka 

Calvin  W.  Cutright,  Sidney 

Thomas  Tibbels,  West  Point 

Loren  H Jacobsen,  Broken  Bow- 


Carl  Falcone,  Fremont 

Benjamin  Martin,  Wayne 

Murray  Markley,  Loup  City 

Robert  McLellan,  Beatrice 

Lori  A.  Harkins,  Grand  Island  

Lynne  Holz,  Aurora 

Melvin  Campbell,  Ainsworth 

Kaye  B Cars  tens,  Fairbury 

Berl  Spencer,  Ogallala 

D M Laflan,  Creighton 

James  A Fosnaugh,  Lincoln 

Mark  Nielsen,  North  Platte 

Pradip  Mistrv,  Norfolk 

John  C.  Sage,  Omaha 

Tod  Voss,  Pierce 

Margaret  K.  Stockwell,  Gordon  ... 
Dean  R.  Thomson,  Nebraska  City 

Richard  Cimpl,  Columbus 

Robert  E.  Tuma,  Crete 

Leo  Meduna,  Wahoo 

Kent  Lacey,  Scottsbluff 

Roger  A.  Jacobs,  Seward 

Jeff  Hollis,  Geneva 

Gary  Ensz,  Auburn 

John  Grove,  McCook 

Carole  J.  Weckmuller,  Blair 

Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Phyllis  S Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  Elston,  Alliance 
Clinton  Jones,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  B Dorwart,  Sidney 


N.  Leon  Books,  Broken  Bow 


W.  B Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
Michael  J.  Horn,  Grand  Island 
Mark  D Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Wm.  C.  Minier,  Lincoln 
Jeff  MacDonald,  North  Platte 
Richard  P Bell,  Norfolk 
Walter  J.  O'Donohue,  Jr.,  Omaha 
Richard  Bell,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E Tuma,  Crete 
John  E Hansen,  Jr.,  Wahoo 
Paul  Considine,  Scottsbluff 
Richard  M.  Pitsch,  Seward 
Chas.  F Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W Serbousek,  McCook 
Hans  Rath,  Omaha 
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MEDICINE  TAKES  MESSAGE 
TO  WASHINGTON 

The  physicians  of  America  are  in  agreement 
on  the  basic  goals  of  health  system  reform,  and 
it  is  time  for  Congress  to  move  ahead  toward 
those  goals. 

This  is  the  message  the  AMA's  March  7-9 
event  in  Washington,  D.C.,  "Partnership  for 
Action:  Uniting  for  America's  Health,"  sent  to 
Congress,  the  White  House  and  the  media. 

"We  are  here  on  behalf  of  the  90%  of  the 
nation's  physicians  who  agree  with  our  goals  for 
health  system  reform  but  who  are  in  their  home 
towns  treating  patients,"  said  AMA  Board  Chair 
Lonnie  R.  Bristow,  MD. 

"We  are  standing  up  and  speaking  out  for  just 
about  every  physician  in  America  . . . American 
physicians  are  speaking  with  a single  voice  — 
it's  not  your  voice  or  my  voice — it's  our  voice." 

As  Dr.  Bristow  made  these  comments,  repre- 
sentatives from  every  state  medical  society 
assembled  beside  him,  symbolizing  the 
profession's  unified  support  for  enactment  of 
health  system  reform. 

More  than  800  physicians  attended  the  meet- 
ing. Each  wore  a "Voice  + Choice  + Coverage" 
button  identifying  the  key  elements  of  AMA's 
reform  principles. 

★ ★ ★ 

NEWSPAPER  ADS  PROCLAIM 
UNITY  OF  PROFESSION 

Full-page  advertisements  headlined  "We 
Agree"  appeared  in  the  March  8 editions  of  The 
New  York  Times , Wall  Street  Journal Washing- 
ton Post  and  USA  Today. 

The  ad  featured  a unity  letter  outlining 
medicine's  criteria  for  effective  health  system 
reform  endorsed  by  all  50  state  medical  associa- 
tions and  the  District  of  Columbia,  64  medical 
specialty  societies  and  the  AMA. 

These  physician  groups,  representing  more 
than  600,000  physicians  and  medical  students, 
said  that  any  system  reform  measure  adopted 
by  Congress  should  include: 

1.  Universal  coverage,  with  financial  respon- 
sibility shared  among  employers,  individu- 
als, and  government. 

2.  Freedom  for  every  American  to  choose  his 
or  her  own  health  plan,  physician  and 
other  health  care  providers. 

3.  More  physician  involvement  in  restructur- 
ing the  system,  keeping  medical  decision- 

(continued  on  page  1 4A) 
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"I’m  practicing 
medicine  the  way  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload." 


Owen  Brodie, 
MD,  joined 
CompHealth  s 
locum  tenens 
medical  staff  in 
1989,  after  21 
years  in  private 
practice.  Since 
then  he’s  worked  in  temporary  assignments 
in  state  facilities,  filled  in  for  attending  physicians, 
covered  for  private  practitioners  across  the  country. 


A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 


It’s  a great  way  to 
practice  medicine 


CompHealth 

Locum  Tenens 


1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids.  Mich. 


Clarkson  Medical 
Lecture  Series 

MAY  6, 1994 
8:00  am  - 5:00  pm 

Focus  on  the  Neurosenses: 

A Nuts  and  Bolts  Approach 

Clarkson  Hospital 
Storz  Pavilion 

For  more  information  call 

(402)  552-3039 


Getting  13,000  files 
on  your  desk 
is  easier  than  you  think 


Now,  all  of  your  files  and  records  can  be  used  right  on  your  PC. 

The  Canofile250  is  a compact  centralized  filing  system  which 
lets  vou  store  up  to  13,000  documents  on  each  Canon  Magneto 
Optical  Disk.  You  can  retrieve  files  on  your  Canofile  250,  or  with 
Canon's  CFYiew  software  (MS-DOS’  or  \Y indows  ) and  a 
Magneto  Optical  Disk  Drive,’  vou  can  retrieve  them  on  any 
IBM'  PC  or  compatible  in  your  office.  With  CFView  software  for 
Windows,  you  can  do  even  more.  Imagine  working  on  a project, 
simultaneously  bringing  a file  on  screen,  then  incorporating  that 
file  into  your  document,  spreadsheet  or  graphics  applications. 

^ a Can0^e  -50  an(^  CFView  software,  file 
^^B  rooms  and  cabinets  are  eliminated.  So  too  are 
fjpppf 1 single-file  lines  waiting  for  a single  file. 
■SS9 1 jhg  canofi|e  250  system  is  the  best  and  most 
affordable  way  to  put  files  and  records  where  you  need  them.  On 
vour  PC.  See  us  for  more  information. 

The  world's 
first  compact 
optical  disk 
system 
is  here. 


Wugm 

OUTPUT 

TECHNOLOGIES 


Central  Region 
6130  S.  38th  St.,  Ste.  A 
Lincoln,  NE  685 1 6-3666 
Fax  402  423-6295 


CALL 

423-0077 


•Based  on  CCITT  #1  Chari.  Canon  magneto  optical  disk  sold  separately. 

•’Model  #DD5001S.  MS-DOS  and  Windows  are  registered  trademarks  of  Microsoft  Corporation 
CFView  is  trademark  of  Canon  Information  Systems.  Inc. 
iBMe  is  a registered  trade  mark  of  International  Business  Machines  Corporation. 

©1992  Canon  U S A..  Inc. 
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(continued  from  page!3A) 

making  in  the  hands  of  physicians  and 
patients. 

4.  Protection  of  the  patient-physician  rela- 
tionship from  the  spreading  corporate  and 
government  domination  of  health  care. 

5.  Competition  in  the  marketplace  to  slow 
the  increased  rate  of  health  care  spending. 

6.  Elimination  of  needless  bureaucracy. 

7.  Professional  liability  reforms  that  cap  non- 
economic damages,  limit  plaintiff  attor- 
neys' fees,  and  minimize  defensive  medi- 
cine. 

The  ad  also  stressed  physicians  must  have 

direct  involvement  in  a reformed  health  system 

to  better  serve  the  interests  of  their  patients. 

★ * * 

AMA  LEADERS  CALL  ON 
CONGRESS  TO  ACT 

At  a March  8 press  conference  during  the 
"Partnership  in  Action"  meeting,  AMA  Board 
Chair  Lonnie  R.  Bristow,  MD,  reiterated  the 
medical  profession's  commitment  to  reform. 

"Doctors  and  patients  want  Congress  to  set 
aside  partisanship  and  create  new  legislation 
that  provides  health  care  for  everyone,"  he 
said."  At  the  same  time,  Congress  must  build 
stronger  professional  and  patient  involvement 
into  the  system  itself  to  balance  the  growing 
domination  of  giant  insurance  companies  and 
for-profit  corporations  whose  focus  is  on  the 
bottom  line." 

"While  each  proposal  opens  a door  to  re- 
form, currently  no  single  plan  will  get  the  job 
done.  It's  time  for  a fresh  start  and  a strong 
finish." 

★ ★ ★ 

MEMBERS  OF  CONGRESS 

HEAR  FROM  PHYSICIANS 

The  "Partnership  in  Action"  event  gave  many 
physicians  an  opportunity  to  meet  with  their 
representatives  in  Congress. 

On  Monday  evening,  March  7,  a series  of 
dinners  drew  71  members  of  Congress  to  the 
Stouffer  Mayflower  Hotel  to  meet  with  their 
physician  constituents. 

On  Wednesday  morning,  participants  were 
briefed  by  the  AMA  Washington  staff  before 
heading  off  to  Capital  Hill  to  meet  with  their 
congressional  representatives. 

Ten  members  of  Congress  who  are  sponsors 
of  health  system  reform  legislation  spoke  at  the 
meeting:  Sens.  John  Chafee  (R,  R.I.),  Robert 

(continued  on  page  1 5A) 

14- A Nebraska  Medical  Journal  April  1994 


AMA  NEWS  NOTES 


Dole  (R,  Kan.),  Phil  Gramm  (R,  Texas),  Orrin 
Hatch  (R,  Utah)  and  Edward  Kennedy  (D,  Mass.), 
and  Reps.  Jim  Cooper  (D,  Tenn.),  John  Dingell 
(D,  Mich.),  Newt  Gingrich  (R,  Ga.)  James 
McDermott,  MD  (D,  Wash.)  Roy  Rowland,  MD 
(D,  Ga.) 

They  were  preceded  on  the  platform  by 
Eleanor  Clift,  White  House  correspondent  for 
Newswee/cand  Fred  Barnes,  senior  editor  of  the 
New  Republic.  Clift  commented  that  there  was 
an  emerging  consensus  in  Washington  that  the 
"status  quo  won't  do."  She  pointed  to  a growing 
willingness  in  both  parties  to  compromise  and 
predicted  legislation  could  be  enacted  by  Octo- 
ber. 

Barnes  said  the  original  Clinton  bill  was  in 
serious  trouble  because  "People  don't  like  it," 
and  stated  that  the  White  House  must  be 
willing  to  compromise  or  no  legislation  will  be 
enacted  this  year. 

Speaking  on  behalf  of  the  Clinton  administra- 
tion, Dingell  said,  "We  have  to  control  costs.  In 
a Japanese  car,  about  $200  to  $500  goes  for 
health  care.  In  the  United  States,  it's  about 
$1,800  per  car."  Kennedy  called  comprehen- 
sive coverage  the  "cornerstone  of  real  reform," 
and  insisted  that  some  type  of  employer-man- 
dated  coverage  is  necessary. 

From  the  Republican  side,  Gramm  stated, 
"Let's  fix  what's  broken  without  destroying  the 
greatest  system  in  the  world.  Speak  on  behalf  of 
the  person  who  hasn't  been  heard  from  in  this 
debate  — speak  for  your  patients." 

Congressional  speakers  outlined  highlights 
of  their  bills.  Two  common  themes:  a degree  of 
optimism  that  legislation  would  be  enacted  in 
this  session  of  Congress,  and  an  awareness  that 
a great  deal  of  compromising  will  be  necessary 
if  any  bill  is  to  win  final  approval.  As  McDermott 
commented,  'This  is  the  time  to  send  your 
message  to  Congress." 

His  concern  was  echoed  by  AMA  EVP  James 
S.  Todd,  MD:  "We  must  make  our  voice  heard. 
This  is  truly  the  moment  of  truth.  We  have  the 
best  chance  in  our  lifetime  to  fix  the  problems 
of  the  health  system." 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr .)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine  s peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it.  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 ■3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201) 569-8502 
1-800-237-9083 


A Special  Invitation  to  Nebraska 
Medical  Association  Members 


V/S/T 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 


• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

ZiP 

Rent/ House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

Income  from  almorry,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a bass  for  repaying  the  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

M 

Rent/ House  Payment  $ 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

Income  from  almony  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a bass  for  repaying  ths  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accouit  Ninber 

Balances 

Payment 

Address 

Accart  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability  and  that  everything  stated  m this  application  6 true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  mtormation,  obtar  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signatire  ndicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Sigratue  Date  Co- Applicant  Signatue  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee.  Overlimit  Fee,  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2 Overlimit  fee  - $10.00  and  3.  Returned  check 
fee  — $15.00 

Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  1 5.9%  APR 

Vanable  (Rate  Information 

The  vanable  rate  will  be  determined  by  the  “Pnme  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March,  June,  September  and  December  The  credit  card  rate  will 
be  the  "Pnme"  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  information  about  the  costs  of  the  card  descnbed  in  this  application  is  accurate  as  of  February  1 993.  when  it 
was  printed  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P.O  Box  7.  Omaha,  NE  68101  -0007  FirsTier®  Bank.  N A.  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Lower  expenses. 

Higher  returns.  Exceptional  service. 

Higher 

tax-free  yields. 


Introducing  the  T.  Rowe  Price 
Summit  Municipal  Funds.  Now  you 

can  earn  higher  tax-free  income  with- 
out sacrificing  service.  The  Summit 
Municipal  Funds  employ  a low-expense 
strategy  to  provide  higher  income, 
exempt  from  federal  taxes* 

Unlike  other  low-expense  funds, 
there  are  no  a la  carte  fees  for  check- 
writing, exchanges,  and  redemptions. 

In  addition  to  these  services,  you'll 
also  receive  a quarterly  newsletter, 
plus  a single  consolidated  statement 
of  your  T.  Rowe  Price  investments. 

And,  you'll  have  access  to  highly 
trained  service  representatives,  who 
will  not  only  handle  your  transactions, 
but  also  provide  timely  information  on 
the  fixed-income  markets. 


Achieving  higher  tax-free  income 
through  lower  expenses 


YIELDS 

3.16% 

Tax-equivalent 
36%  tax  rate 

2.02% 

Current  yield  as 
of  2/28/94 


The  Summit  Municipal 
Money  Market  Fund  combines 
the  advantages  of  federally  tax- 
free  income,  principal  safety, 
and  liquidity.  * * 


yields  The  Summit  Municipal 

6.23%  Intermediate  Fund  offers 

T36%qmrietf  a tax-free  "middle  ground" 

3 99%  between  a stable,  lower-yielding 
current  yteid  as  money  fund  and  a more  volatile, 
of  2/20/94  higher-yielding  long-term  fund. 


These  three  funds  are  part  of  a family 
of  new  low-expense  municipal  and 
income  funds  from  T.  Rowe  Price. 
These  funds  are  100%  no  load  with 
no  sales  charges  of  any  kind.  The 
minimum  Summit  Fund  investment 


YIELDS 

7.45% 

Tax-equivalent 
36%  tax  rate 

4.77% 

Current  yield  as 
of  2/20/94 


The  Summit  Municipal 
Income  Fund  offers  the  long- 
term investor,  who  can  tolerate 
higher  risk,  an  opportunity  to 
maximize  tax-free  income. 


is  $25,000. 

Call  24  hours  for  a 
Summit  Investment  Kit 

1-800-341-1209 


SMF021837 


Invest  With  Confidence 

T.  Rowe  Rice 


0.5%,  3.2%,  and  2.6%  are  the  total  returns  for  the  three  months  since  inception  10/31/93  to  1/31/94  for  the  Summit  Municipal  Money  Market  Fund,  the  Summit 
Municipal  Intermediate  Fund,  and  the  Summit  Municipal  Income  Fund,  respectively.  These  figures  are  not  annualized,  and  include  changes  in  principal  value  and  reinvested  dividends. 
Total  returns  represent  past  performance.  Investment  return  and  principal  will  vary  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase.  *Some  income  may 
be  subject  to  state  and  local  taxes  and  the  federal  alternative  minimum  tax.  **The  Money  Fund's  yield  is  not  fixed  or  guaranteed  by  the  U.S.  Government  and  there  is  no  assurance  the 
Fund  will  be  able  to  maintain  a stable  $1.00  net  asset  value.  Yields  and  share  prices  of  bond  funds  will  vary  with  interest  rate  changes.  Request  a prospectus  with  more  complete  infor- 
Jmation,  including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Price  Investment  Services,  Inc.,  Distributor. 


17th  Annual 
Black  Hills  Seminar- 

Advances  in 
Clinical  Pediatrics 

Rushmore  Plaza  Holiday  Inn 
Rapid  City,  South  Dakota 
June  15-17,  1994 

Sponsored  by: 

University  of  South  Dakota 
School  of  Medicine  in  association  with  the 
Annual  Meeting  of  the 
South  Dakota  Chapter  of  the  AA.P. 

Topic  areas  include: 

Adolescent  Medicine,  Ethics,  Infectious  Disease, 
Pediatric  Neurology,  Child  Psychiatry. 
CME  Credit  will  be  available 

Contact: 

Lawrence  R.  Wellman,  M.D.  or  Joan  Bevers 
USD  School  of  Medicine 
1100  South  Euclid  Avenue  • PO.  Box  5039 
Sioux  Falls,  SD  57117-5039 

(605)  333-7178 


ATTENTION: 

EMERGENCY  CARE 
PROVIDERS 

Continuing  Medical 
Education  Opportunity 

Emergency  & Critical  Care 
Conference 

Village  East  Resort 
Okoboji,  Iowa 

June  30-July  1,  1994 


Two  half -day  sessions 
sponsored  by  USD 
School  of  Medicine 
Call  605/339-6790 
for  information 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  C A 94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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...a  promise  to 
defend ... 


HERE  ARE  THE  FACTS:  Over  25%  of  America's  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL-  when  the  allegations 
are  frivolous,  or  highly  emotional-  you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


THE 


Medical  Protective  Company 

FORT  WAYNE,  INDIANA 

‘ProfessionaC ‘Protection  Exclusively  since  1899 


A+  (Superior)  A.M.Best 


AA  (Excellent)  Standard  and  Poor's 


Imagine  A Medical  Center 
At  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable 
support  for  your  j 4-»  Enter 
patient  practice.  % 

Enter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center 


Attention-Deficit 
Hyperactivity  Disorder 

• Easily  Distracted 

• Impulsive 

• Poor  Listening  Skills 

• Short  Attention  Span 

• Discipline  Problems 

• Poor  School  Performance 

• Inability  to  Sit  Still 

A child  with  Attention-Deficit 
Hyperactivity  Disorder  (ADHD)  often 
wants  to  be  good,  but  impulsive 
behavior  and  short  attention  spans 
interfere  with  efforts.  Often  others  may 
not  recognize  the  symptoms,  and 
without  diagnosis  and  treatment,  the 
child’s  self-esteem  may  suffer. 


If  you  have  a patient  you  think 
may  be  suffering  from  ADHD,  call  the 
Methodist  Richard  Young 
Consultation  Line.  A free  service  for 
professionals,  the  consultation  line 
can  provide  you  with  information  and 
assist  with  assessments  and 
admitting. 

Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 


MEIHODIST  & 

RICHARD  YOUNG 


Mental  Health  Care 


THE  NEBRASKA  MEDICAL  ASSOCIATION 
126th  ANNUAL  SESSION 


Plan  to  Attend 

THE  INAUGURAL  DINNER 

All  physicians  and  spouses  are  cordially  invited  to  attend  the 
installation  of  Frederick  F.  Paustian,  M.D.  as  President  of  the 
Nebraska  Medical  Association. 


Frederick  F.  Paustian,  M.D. 


Cabaret  Theatre 


5.30  p.m.  — Presidents'  Reception  (cash  bar) 

6:30  p.m.  — Inaugural  Ceremony 
7:00  p.m.  — Dinner  featuring  "Cuisines  of  the  World" 
followed  by  Cabaret  Theatre, 

Omaha's  premiere  cabaret  troupe  - $29.50 


Saturday,  April  30, 1994 
Marriott  Hotel,  Omaha,  Nebraska 


THE  NEBRASKA  MEDICAL  ASSOCIATION 
126th  ANNUAL  SESSION 


DOMESTIC  AND  ADOLESCENT  VIOLENCE 


9:00  a.m.  — 
10:15  a.m.  — 


11:20  a.m.  — 
12:00  noon  — 
1:00  p.m.  — 

2:10  & 3:10  — 
p.m. 

4:00  p.m.  — 


Plenary  Session 

"Domestic  Violence:  An  Overview" 

Breakout  Sessions 
"Spouse  Abuse" 

"Child  Abuse" 

"Abuse  of  the  Elderly" 

Morning  Session  Overview 
Luncheon  - $14.50 
Plenary  Session 

"Adolescent  Violence  in  Nebraska:  The  Physician's  Role" 
"Adolescents  at  Risk:  What  Do  We  Say  To  Them?" 
Breakout  Sessions 
"Substance  Usage  in  Adolescents" 

"Depression  in  Adolescents" 

"Adolescent  Sexuality" 

Afternoon  Session  Overview 


Saturday,  April  30, 1994 
Marriott  Hotel,  Omaha,  Nebraska 


PRESIDENT'S  PAGE 


Wrapping  It  Up 


ROBERT  F.  SHAPIRO,  M.D. 


Each  year  when  the  Nebraska  Medical  Asso- 
ciation president  is  inaugurated  he/she  (some- 
day) receives,  in  addition  to  the  usual  regalia  of 
office,  a plaque  which  is  decorated  with  a 
coach,  a pumpkin,  and  the  admonition  to  "Re- 
member It's  only  a Pumpkin."  This  plaque  is  kept 
for  the  year  and  passes  to  the  next  president.  Its 
purpose,  serving  as  a reminder  that  the  office  is 
more  important  than  the  officer,  is  to  instill 
proper  humility;  one  year  and  it's  over. 

Alas,  this  is  my  last  President's  Page.  It  has 
been  an  interesting,  challenging,  and  some- 
times vexing  year.  The  people  you  work  with 
and  the  issues  you  encounter,  however,  make 
it  truly  a once  in  a lifetime  experience. 

The  responsibilities  and  corresponding  time 
commitments  associated  with  the  NMA  presi- 
dency have  increased  over  the  years  fueled  by 
the  many  changes  in  our  medical  and  political 
environment.  One  could  never  begin  to  keep 
them  sorted  out,  much  less  keep  up  with  them 
without  the  tireless  assistance  of  Bill  Schellpeper, 
our  dedicated  executive  director,  who  essen- 
tially serves  as  the  president's  chief  of  staff. 

Great  help  and  support  from  the  rest  of  the 
staff  is  increasingly  important.  It  has  been  grati- 
fying to  watch  Jim  Ruigh,  our  assistant  execu- 
tive director,  continue  to  master  his  job,  assum- 
ing new  responsibilities  on  behalf  of  the  medical 
association.  Kelly  Madcharo,  recently  desig- 
nated as  an  administrative  assistant,  has  demon- 
strated remarkable  organizational  skills.  Bobbie 
Mayrose  has  edited  lengthy  tapes  from  our 
perhaps  too  many  meetings  into  minutes,  which 
made  us  seem  smarter  and  more  articulate  than 
we  were.  Kris  Lawton  and  Janet  Swanson  com- 
plete our  multi-talented  team  of  dedicated  work- 
ers. My  heartfelt  thanks  to  them  all. 

My  thanks  to  the  Board  of  Directors,  our 
Speaker,  Vice-speaker,  and  House  of  Delegates, 
which  has  deliberated  long  and  well  to  formu- 
late sound  policies,  which  attempt  to  balance 


Robert  F.  Shapiro,  M.D. 

the  thoughts,  feelings,  and  preferences  of  our 
diverse  and  independent-minded  constituency 
of  Nebraska  physicians. 

Commission  and  committee  chairholders  and 
members,  who  perform  the  detail  work  of  our 
organization,  have  been  diligent  and  have  gen- 
erated a number  of  good  ideas. 

Our  AMA  delegation  headed  by  Dr.  Roffman 
has  done  an  outstanding  job  of  representing  us. 
A special  note  of  thanks  goes  to  Dr.  Carl 
Cornelius,  who  is  stepping  down  after  many 
years  of  service  to  the  Nebraska  delegation  and 
the  North  Central  Medical  Conference,  a coali- 
tion of  midwestern  states  to  which  we  belong. 

Chuck  Pallesen,  David  Buntain,  and  Mary 
Campbell,  our  lobbyists,  have  worked  their 
hearts  out  for  us  and  have  truly  done  great  jobs 
in  difficult  and  sometimes  exasperating  times. 
They  have  had  to  work  in  the  State  Capitol  and 
in  the  hearing  rooms  of  the  health  department 
to  advocate  our  views,  vying  with  single-minded 
constituencies  who  had  focused  agendas  and 
non-compromising  positions. 

I want  to  thank  my  wife,  Dottie,  for  her 
forbearance;  she  allowed  me  to  assume  what 
has  amounted  to  another  half-time  job;  and  to 
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thank  my  associates,  who,  when  the  need  was 
there,  were  helpful. 

The  NMA's  soon-to-be-installed  president,  Dr. 
Fred  Paustian,  is  a person  whom  I have  admired 
and  respected  since  I was  a medical  student.  He 
has  been  marvelous  to  work  with  this  past  year 
and  was  a great  source  of  understanding,  wis- 
dom, and  considerable  political  savvy.  The  asso- 
ciation will  be  in  good  hands. 

When  all  is  said  and  done,  however,  the  most 
important  factor  in  the  equation  is  YOU,  the 
supporting  member.  You  provide  the  resources 
which  enable  the  association  to  carry  out  its 
agenda  of  activities  for  you  and  your  patients. 
To  continue  to  serve  as  advocates  for  our 
patients,  and  to  be  able  to  practice  medicine  in 
a desirable  and  appropriate  environment  in  the 
future  will  necessitate  even  more  activity  and 
more  effort  on  all  of  our  parts. 

Elaborating  further  on  membership  participa- 
tion, it  has  been  gratifying  to  see  many  of  our 
younger  colleagues  stepping  up  to  express  an 
interest  in  and  even  a demand  for  a significant 
voice  in  the  decision  making  process.  (Even 
more  of  these  people  would  be  better.)  This  is 
as  it  should  be,  since  they  will  have  the  longest 
time  to  practice  living  with  the  consequences. 
Still,  the  wisdom  and  experience  of  more  senior 
physicians  are  also  required.  We  must  continue 
to  contribute  and  not  walk  away  from  future 
challenges. 

During  my  year  as  president,  one  major  goal 
was  to  focus  on  access  to  medical  care.  To  that 
end,  much  time,  work  and  effort  was  directed 
towards  insuring  that  all  physicians  and  hospi- 
tals would  be  able  to  participate  in  the  Medic- 
aid Managed  Care  Program;  and  not  have 
access  restricted  to  a "narrow  network  of  pro- 
viders", which  might  be  offered  by  commercial 
HMOs.  Dr.  Caudill,  our  secretary-treasurer,  de- 
serves special  commendation  for  his  efforts  in 
this  area. 

To  foster  a climate  which  promoted  and 
permitted  patient  choice  in  selecting  a physi- 
cian, we  sponsored  "willing  provider"  legisla- 
tion. L.B.  1 341,  The  "Patient  Freedom  of  Choice 
Act"  would  have  assured  doctors  and  hospitals 
a fair  opportunity  to  participate  in  PPO  plans. 
This  bill  would  have  meant  many  patients  would 
not  have  to  switch  from  their  current  physicians 
in  order  to  receive  care.  Unfortunately,  at  least 
for  now,  the  "choice"  argument  did  not  prevail 
over  the  "economic"  arguments. 


The  rest  of  this  last  President's  Page  will  focus 
on  our  Nebraska  Department  of  Health  and  its 
capability  to  serve  as  a resource  to  inform  us 
about  our  use  of  the  potential  effectiveness  of 
preventive  medicine  in  Nebraska.  This  informa- 
tion can  be  of  value  to  us  in  clinical  practice. 

A few  weeks  ago,  I was  visiting  with  Dr.  Mark 
Horton,  our  director  of  health.  We  were  discuss- 
ing potential  impacts  of  measures  to  prevent  or 
detect  disease  at  an  early  stage.  Our  conversa- 
tion led  me  to  use  a portion  of  the  April  President's 
Page  to  briefly  introduce  the  topics  with  the 
May  issue  of  the  Journal  featuring  a detailed 
guest  editorial  by  Doctor  Horton,  and  a scien- 
tific article  by  Bryan  Rettig  and  Norman  Nelson 
from  the  Nebraska  Department  of  Health  in 
collaboration  with  Robert  Faulk,  M.D.  from 
Medical  Imaging  P.C.  The  editorial  and  article 
will  discuss  and  review  Nebraska's  experience 
with  mammography  as  a means  to  detect  early 
carcinoma  in  the  over  50  female  population. 
We  thank  Dr.  Ben  Gelber,  our  editor,  for  his  co- 
operation. 

Years  ago  (1962)  as  a second  year  medical 
student,  I perceived  public  health  with  its  em- 
phasis on  preventive  medicine  and  clinical 
medicine  to  be  different  worlds.  Karl  Potthoff, 
our  professor  of  public  health,  taught  me  to 
appreciate  the  value  of  preventive  medicine  in 
its  own  context,  but  I never  really  grasped  the 
two  disciplines  as  a continuum  useful  in  clinical 
medicine. 

Today,  that  has  changed.  We  live  in  a world 
of  "managed  care".  Efficient  and  effective  re- 
source utilization  is  key  to  providing  proper 
care  in  a time  of  contracting  economic  re- 
sources. Like  a Fram  oil  filter,  we  can  pay  now 
at  relatively  small  cost  or  pay  later  at  great  cost. 

Information  from  thefield  of  preventive  medi- 
cine has  become  an  important  resource  we  can 
and  should  incorporate  into  our  practices  to 
help  do  our  jobs  better,  more  efficiently,  and 
less  expensively. 

Dr.  Horton's  editorial  and  Bryan  Rettig's  ar- 
ticle exemplify  how  techniques  employed  by 
specialists  in  public  health  can  be  used  to 
gather  information  to  evaluate  our  performance 
with  a particular  procedure  and  make  judge- 
ments about  what  is  being  done  and  what  we 
can  do  better. 

For  example,  when  a procedure  like 
mammography  becomes  generally  accepted  as 
desirable  and  available,  then  the  gold  standard 
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would  be  to  have  1 00%  of  the  people  who  will 
be  benefited  by  the  study  examined.  As  will  be 
indicated  in  the  article  next  month,  the  Ameri- 
can Cancer  Society  and  the  National  Cancer 
Institute,  both  recommend  that  women  over  50 
years  of  age  have  screening  mammography  as 
well  as  a clinical  breast  exam  annually.  Achiev- 
ing this  target  may  not  always  be  attainable; 
however,  it  should  be  our  goal.  (There  is  still 
controversy  about  the  value  of  mammography 
in  women  under  age  50,  and  this  category  was 
not  evaluated.) 

The  Nebraska  Behavioral  Risk  Factor  Surveys 
study  cited  in  the  article  restricts  evaluation  to 
women  over  50.  From  the  survey  it  appears  that 
Nebraska  data  is  improving;  however,  as  you 
will  see,  we  are  still  doing  poorly  compared  to 
the  rest  of  the  nation.  The  article  also  discusses 
reasons  why  this  might  be. 

If  we  use  this  information  to  change  our 
practice,  we  make  a positive  contribution  to  our 
patients'  health.  We  must  make  that  effort. 


Another  important  consideration  is  the  ob- 
servation that  in  a small  but  significant  number 
of  cases,  abnormal  findings  (not  Nebraska  expe- 
rience) were  not  followed  up.  It  is  noted  that 
with  a computerized  data  base  generating  a 
follow-up  letter  that  follow-up  was  significantly 
better.  In  addition  to  promoting  mammography, 
we  will  want  to  have  in  place  procedures  to 
assure  optimum  follow-up. 

To  supplement  efforts  we  direct  towards 
procedures  over  which  we  have  control; 
mammograms,  pap  smears,  PSAs,  and  lipid 
screens,  we  can  take  the  opportunity  to  edu- 
cate people  about  significant  lifestyle  changes, 
which  have  the  potential  to  add  meaningful 
healthy  years  to  their  lives.  These  efforts  would 
reflect  the  interrelationship  between  pubic  health 
and  clinical  medicine. 

My  year  of  President's  Pages  is  at  an  end.  It 
has  been  a pleasure  to  serve  you  as  your 
president. 
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Among  the  many  things  that  will  denote  the 
year  1 993,  will  be  a flurry  of  interest  in  polls  and 
surveys.  In  football,  for  example,  what  ordi- 
narily is  a very  straight  forward  process  of 
ranking  America's  top  collegiate  teams  became 
a controversial  issue.  By  December,  the  Associ- 
ated Press  Poll  ranked  a team  with  one  defeat 
ahead  of  three  other  teams  with  no  defeats. 
Much  politicking  occurred  over  the  issue  of 
which  team  was  really  better,  with  the  actual 
team  records  becoming  obscured  in  the  pro- 
cess. 

Of  interest  was  the  fact  that  the  Associated 
Press  pollsters  were  always  identified.  These 
men  and  women  were  sportswriters  who  fol- 
lowed football  closely.  Because  of  their  particu- 
lar expertise,  their  opinions  as  to  who  was  #1, 
#2,  etc.,  were  highly  valued. 

Of  further  interest  was  the  fact  that  these 
votes  were  made  public.  Consequently,  fans 
knew  which  reporters  ranked  undefeated  Ne- 
braska first,  and  in  one  instance,  which  reporter 
ranked  Nebraska  eighth.  Each  reporter  felt  very 
strongly  that  his/her  position  was  correct,  and 
reflected  the  fairest  rankings  of  the  college 
teams.  However,  many  different  sports  journal- 
ists seemed  to  have  different  reasons  for  rank- 
ing teams  in  the  manner  they  chose. 

I thought  of  all  this  the  other  day  when  I 
received  a letter  and  ballot  from  US  News  and 
World  Report  asking  me  to  vote  on  the  top 
twenty  medical  schools  in  America.  Appar- 
ently, university-based  residency  directors  have 
received  these  sorts  of  ballots  for  several  years. 
However,  having  spent  the  last  several  years  in 
a community-based  family  practice  program 
and  only  the  past  six  months  with  a residency 
which  was  medical  school-based,  this  sort  of 
voting  was  new  to  me. 

Most  of  us  are  familiar  with  the  US  News  and 
World  Report  list  of  "bests".  The  magazine  annu- 
ally publishes  its  list  of  the  top  ten  colleges,  law 
schools,  medical  schools,  etc.  I had  always 
thought  this  process  was  interesting,  but  had 
never  imagined  that  I would  have  an  opportu- 


nity to  cast  a vote.  Consequently,  I read  the 
ballot  and  instructions  carefully. 

In  reviewing  the  instructions,  I found  that  US 
News  and  World  Report  had  arbitrarily  divided 
American  medical  schools  into  two  groups. 
One  group  represented  the  60  medical  schools 
which  annually  receive  the  most  research  fund- 
ing. The  other  grouping  was  for  institutions 
whose  primary  mission,  in  the  opinion  of  US 
News  and  World  Report,  was  to  produce  pri- 
mary care  physicians.  Physicians  were  sent  a 
ballot  which  included  one  or  the  other  of  these 
two  groups,  but  not  both. 

At  the  outset,  this  sort  of  arbitrary  segrega- 
tion left  me  more  than  a little  miffed.  Was  US 
News  and  World  Report  trying  to  imply  that  a 
medical  school  could  not  be  a recipient  of  large 
grants  and  still  produce  primary  care  physi- 
cians? Or  perhaps,  in  order  to  produce  primary 
care  physicians,  the  institution  is  supposed  to 
turn  its  back  on  research.  Either  way,  I was 
uncomfortable  with  this  sort  of  categorization. 

It  didn't  help  that  I had  obviously  been  cho- 
sen to  receive  a ballot  for  the  research-oriented 
schools.  My  ballot  contained  some  of  the  most 
prestigious  institutions  in  the  country,  but  did 
not  include  either  Creighton  University  or  the 
University  of  Nebraska.  For  that  matter,  neither 
my  alma  mater,  the  University  of  Missouri,  nor 
the  two  medical  schools  in  West  Virginia  at 
which  I had  formerly  held  clinical  appoint- 
ments, were  included  either. 

In  spite  of  this,  I picked  up  the  ballot  and 
prepared  to  mark  it.  I read  the  instructions 
again.  I was  to  mark,  from  this  list,  the  20  schools 
that  produced  the  best  physicians. 

The  best  physicians.  That's  what  the  ballot 
said.  Not  the  best  researchers.  Not  the  best 
academicians.  Not  the  best  article  droppers 
and  journal  quotes.  But  the  best  physicians. 

I looked  out  the  window  and  shook  my  head. 
Does  US  News  and  World  Report  really  know 
what  they're  asking  me,  I thought?  Just  a few 
days  earlier  I had  read  an  article  by  Dr.  Robert 
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Petersdort,1  President  of  the  American  Associa- 
tion of  Medical  Colleges,  documenting  the 
dismal  performance  of  those  medical  schools 
that  did  not  have  departments  of  family  prac- 
tice in  producing  primary  care  physicians. 
Petersdorf's  data  showed  that  medical  schools 
without  family  practice  departments  not  only 
produced  virtually  no  family  physicians,  they 
produced  virtually  no  general  pediatricians  or 
general  internists,  either.  Even  when  the  defini- 
tion of  primary  care  was  stretched  "to  the  max", 
these  schools  still  had  a pathetic  track  record  for 
producing  "generalists". 

I took  a deep  breath,  and  began  to  mark  my 
ballot.  "If  best  physicians  is  what  you  want,  US 
News  and  World  Report,"  I thought,  "then  the 
schools  that  produce  the  best  physicians  (in  my 
opinion)  will  be  what  you  get."  But  if  by  1 993  an 
American  medical  school  does  not  have  within 
its  structure  a department  of  family  practice, 
much  less  other  family  practice  experiences 
and  role  models  to  its  students,  how  can  it  be 
viewed  as  an  institution  that  can  produce  qual- 
ity physicians?  If  I was  to  vote  for  the  schools 
that  produced  the  best  physicians,  I obviously 
could  not  vote  for  those  schools  that  had  no 
department  of  family  practice  — regardless  of 
that  school's  prestige,  grant  funding,  or  re- 
search reputation. 

I smiled  at  the  thought  of  those  schools,  all  of 
which  having  no  department  of  family  practice, 
would  not  be  marked  on  my  ballot,  Forget  it 
Harvard.  Take  a hike  Yale.  Sorry  about  that 
Johns  Hopkins.  Washington  University  in  St. 
Louis?  Take  your  Manual  of  Medical  Therapeu- 
tics and  shove  it.  You  won't  get  my  vote. 
University  of  Chicago,  your  list  of  Nobel  prize 
winners  is  impressive.  But  with  no  department 
of  family  practice,  your  academic  and  intellec- 
tual foundation  is  incomplete. 

Stanford  and  Northwestern?  Both  have  rel- 
egated family  practice  to  the  second  class  citi- 
zen status  of  a "division"  or  a "section".  This  tells 
me  that  you  may  understand  that  family  prac- 
tice is  important,  but  don't  recognize  it  as  being 
as  important  as  other  specialties.  Your  names 
won't  be  circled  on  my  ballot.  But  what's  this? 
Emory  University  now  has  a department  of 
family  practice!  For  years  this  Atlanta-based 
institution  was  a bastion  of  anti-family  practice 
sentiment.  Recently  family  practice  has  gone 
from  being  persona  non  grata  to  a full  fledged 
department.  Only  time  will  tell  if  this  is  a true 
educational  conversion,  or  a marketing  ploy.  If 
the  former  is  true,  they  may  get  my  vote  next 
year. 


What,  then,  was  left  to  mark?  Actually,  some 
very  fine  schools  on  this  research-oriented  list 
had  a track  record  of  supporting  family  practice. 

In  addition  to  being  a world  renowned  medi- 
cal facility,  the  Mayo  Medical  School  has  been 
a strong  supporter  of  family  practice  for  years. 
Dartmouth  University,  with  its  Main-affiliated 
residency  programs,  also  stood  out  on  the  list. 

The  University  of  Washington,  the  University 
of  Iowa,  the  University  of  Michigan,  Case  West- 
ern Reserve,  the  University  of  Texas-Southwest- 
ern, and  the  University  of  Virginia  all  with  strong 
family  practice  departments,  received  my  vote. 

And  finally,  there  was  Duke  University.  This 
was  the  medical  school  with  a long  standing 
department  of  family  practice,  who,  just  a few 
years  ago,  decided  that  family  practice  was  not 
a part  of  the  "mission"  of  the  university.  Duke 
announced  that  it  would  close  its  department  of 
family  practice.  Immediately,  several  hundred 
practicing  family  physicians  in  North  Carolina 
contacted  Duke  to  wish  the  institution  well,  and 
inform  it  that  all  tertiary  referrals  would  now  be 
going  to  other  institutions.  Almost  as  quickly, 
Duke  announced  that  all  of  this  talk  about 
dropping  family  practice  had  been  a misunder- 
standing, and  the  department  would  stay.  With 
a chuckle,  I gave  Duke  my  vote.  Any  academic 
medical  center  that  displays  such  a high  degree 
of  common  sense  deserves  recognition. 

As  I mailed  my  ballot,  I wondered  if  my  own 
ranking  of  medical  schools  would  cause  any 
sort  of  stir  among  the  vote  counters.  Would 
someone  pick  up  my  ballot  and  wonder  who 
was  this  crazy  guy  from  Omaha  who  refused  to 
vote  for  some  of  America's  prestigious  institu- 
tions? Or  would  my  ballot  be  computer  scored, 
and  reveal  itself  as  only  a meaningless  blip  on  a 
computer-generated  display  of  votes? 

If  the  latter  is  true,  I will  at  least  have  the 
satisfaction  of  knowing  that  I honestly  voted  for 
those  schools  listed  on  my  ballot  that  I believed 
produced  the  best  quality  physicians. 

However,  if  the  former  is  true,  like  the  sports- 
writer  who  chose  to  rank  Nebraska  eighth,  it 
might  just  rattle  someone  at  US  News  and 
World  Report  enough  to  want  to  contact  me  for 
an  explanation.  If  this  is  the  case,  they  know 
where  they  can  reach  me. 

I would  be  glad  to  give  them  an  earful. 
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INTRODUCTION 

Transplacental  hemorrhage 
has  been  implicated  as  the 
cause  of  sensitization  of  Rh 
negative  women  with  an  Rh  positive  fetus.1  This 
most  often  occurred  at  the  time  of  delivery. 
Evidence  exists  that  sensitization  can  occur 
throughout  pregnancy.2  For  Rh  negative 
women  experiencing  a fetal  death,  the  possibil- 
ity of  sensitization  to  the  Rh  antigen  and  a 
subsequent  infant  with  Hemolytic  Disease  of 
the  Newborn  (Rh  HDN)  can  become  a reality. 
A greater  threat  exists  when  a spontaneous 
abortion  is  followed  by  a dilatation  and 
curettage.  To  eradicate  Rh  HDN,  it  is  necessary 
to  identify  and  administer  Rh0  (D)  Immune 
Globulin  (Rh  IG)  to  unsensitized  Rh  negative 
women  whose  fetus  or  husband  is  Rh  positive 
or  of  unknown  Rh  type  experiencing  a fetal 
death.  The  data  were  collected  to  compliment 
a previous  study  of  Rh  negative  women  deliver- 
ing live  newborns  from  January  1,1973  through 
December  31,  1982.3  Periodic  future  surveys 
will  be  helpful  in  determining  areas  of  omissions 
of  Rh  IG.  The  data  were  collected  during  the 
period  when  only  postpartum  IG  was  adminis- 
tered. 

METHODS  AND  MATERIALS 

In  Nebraska,  regulations  require  that  a fetal 
death  of  twenty  (20)  or  more  weeks  be  re- 
ported to  the  Nebraska  State  Health  Depart- 
ment.4 An  inquiry  was  sent  to  each  hospital's 
record  room  administrator  by  the  Division  of 
Maternal  and  Child  Health  to  identify  the  Rh 
types  of  both  the  mother  and  fetus,  and  whether 
Rh  IG  had  been  administered.  A member  of  the 
Maternal  and  Child  Health  staff  personally  re- 
viewed the  hospital  records  when  the  responses 
noted  the  Rh  types  of  the  women  and/or  fetus 
were  unknown,  or  the  Rh  IG  was  omitted  when 
indicated.  The  hospital  records  of  all  women 
sensitized  to  the  Rh  antigen  were  also  reviewed 
by  a staff  member.  Low  response  rates  and 
difficulties  in  the  logistics  of  verification  of 
responses  to  fetal  deaths  occurring  at  home 


(Table  1)  introduced  biases  which  were  not 
thought  to  be  significant  to  include. 

This  retrospective  survey  was  initiated  ap- 
proximately three  years  after  the  prospective 
survey  of  the  utilization  rates  for  Rh  IG  for  a live 
birth.  The  review  of  the  hospital  records  fre- 
quently occurred  three  to  five  years  after  the 
hospitalization  for  the  fetal  death. 

RESULTS 

From  January  1, 1 973  through  December31, 
1983  there  were  2,347  fetal  death  certificates 
(Table  1 ) filed  with  the  Bureau  of  Vital  Statistics 
of  the  Nebraska  State  Health  Department.5  For 
the  ten  years,  fetal  deaths  of  twenty  or  more 
weeks  of  gestation  numbered  approximately 
0.91%  of  live  hospital  births  in  Nebraska.  The 
number  ranged  from  a low  of  one  hundred 
ninety-five  (195)  in  1976,  to  a high  of  two 
hundred  fifty-six  (256)  in  1 974,  with  an  average 
of  two  hundred  thirty-five  (235). 

Data  relevant  to  2,265  hospitalized  women 
experiencing  a fetal  death  of  twenty  (20)  or 
more  weeks  were  analyzed  (Table  1 and  Table  2). 

The  percent  of  documented  Rh  negative 
and  unknown  Rh  types  averaged  1 6.2%  for  the 
ten  years.  The  expected  theoretical  percentage 
in  the  general  population  is  1 5%.3  For  the  entire 
study  period  22  women  (0.97%)  were  not  Rh 
typed.  During  the  first  five  years  fourteen  (14) 
women  did  not  have  a recorded  Rh  type.  This 
was  reduced  to  eight  (8)  in  the  second  five 
years.  In  only  one  year  (1 980)  were  the  Rh  types 
of  all  women  determined. 

When  a multiple  gestation  pregnancy  oc- 
curred, only  one  fetal  Rh  type  was  recorded.  If 
one  or  more  fetuses  were  more  positive,  only 
one  was  counted  as  positive;  likewise,  if  one  or 
more  fetuses  were  negative,  only  one  was 
recorded  as  negative.  This  procedure  was  used, 
as  the  prime  concern  of  the  study  at  that  time 
was  to  determine  the  utilization  of  Rh  IG.  Table 
3 reveals  the  Rh  types  of  the  fetuses  delivered 
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by  women  who  were  Rh  negative  and  of  an 
unknown  Rh  type. 

The  percent  of  fetuses  who  were  Rh  positive 
plus  fetuses  whose  Rh  type  was  unknown  was 
86.7%.  This  is  greater  than  the  expected  theo- 
retical percentage;  in  the  general  population,  a 
pregnant  Rh  negative  woman  having  an  Rh 
positive  fetus  is  65%.3  For  the  entire  ten  years, 


forty-three  (43)  or  1.9%  of  the  fetuses  (using  a 
single  count  for  a multiple  gestation)  did  not 
have  a recorded  Rh  type.  There  were  twenty- 
five  (25)  fetuses  whose  Rh  type  was  unknown  in 
the  first  five  years,  compared  to  eighteen  (18) 
without  a documented  Rh  type  in  the  second 
five  years.  With  one  exception,  all  mothers 
whose  Rh  type  was  unknown  had  a fetus  whose 
Rh  type  was  not  recorded. 


TABLE  1 

Fetal  deaths,  twenty  (20)  or  more  weeks,  reported  to  the  Nebraska  State  Health  Department. 
Number  of  fetuses  excluded  from  survey.  Number  of  women  included  in  survey,  1973  through  1982. 


YEAR 

1973 

1974 

1975 

1976 

1977 

1978 

1979 

1980 

1981 

1982 

Total  Number  of  Fetal 
Death  Certificates 
Submitted  to  Nebraska 
State  Health  Department 

250 

256 

233 

195 

216 

231 

242 

248 

234 

242 

Fetuses  Delivered  At  Home 

4 

2 

3 

6 

3 

4 

4 

2 

2 

0 

Missing  Hospital  Records 

6 

3 

0 

0 

0 

0 

2 

1 

0 

0 

Excess  Number  of  Fetuses 
(Multiple  Gestations) 

2 

4 

3 

2 

5 

5 

3 

8 

4 

4 

Number  of  Women  Experiencing 

A Fetal  Death  Included 

in  Survey’  238 

247 

227 

187 

208 

222 

233 

237 

228 

238 

’Multiple  Gestations  Counted  Once 

Number  of  women  experiencing  a fetal  death  in 

TABLE  2 

Nebraska  hospitals;  Rh  status  of  women,  1 973  through  1 982. 

YEAR 

1973 

1974 

1975 

1976 

1977 

1978 

1979 

1980 

1981 

1982 

Number  of  Women  Experiencing 
A Fetal  Death  238 

247 

227 

187 

208 

222 

233 

237 

228 

238 

Rh  Status  of  Women 
Negative 

34 

36 

40 

33 

21 

36 

36 

39 

37 

32 

Unknown 

4 

6 

1 

2 

1 

1 

2 

0 

3 

2 

Percent  of  Rh  Negative 
and  unknown  Rh  Type  Women 

16% 

17% 

18.1% 

18.7% 

10.6% 

16.7% 

1 6.3% 

1 6.5% 

1 7.5% 

14.3% 

TABLE  3 

Rh  Status  of  fetuses  delivered  from  Rh  negative  and  unknown  Rh  type  women.  Nebraska  hospitals,  1973  through  1982. 

YEAR 

1973 

1974 

1975 

1976 

1977 

1978 

1979 

1980 

1981 

1982 

Rh  Status  of  Fetuses 
Delivered  by  Rh  Negative 
Women  and  Women  of 
unknown  Rh  Type 
Positive 

29 

26 

34 

28 

19 

30 

25 

30 

31 

22 

Unknown 

7 

10 

4 

3 

1 

2 

7 

1 

4 

4 

Negative 

2 

6 

3 

4 

2 

5 

6 

8 

5 

8 

Percent  of  Rh  Positive 
and  unknown  Rh  Fetuses 

94.7% 

85.7% 

92.7% 

88.6% 

90.9% 

86.5% 

84.2% 

79.5% 

87.5% 

76.5% 

Delivered  by  Rh  Negative 
and  women  of  unknown  Rh  Type 
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Table  4 shows  the  number  and  percent  of 
women  experiencing  a fetal  death  of  20  or 
more  weeks  sensitized  to  the  Rh  antigen  as 
documented  on  the  hospital  chart. 

During  the  first  five  years  twenty-seven  (27) 
were  sensitized.  The  number  was  reduced  to 
ten  (10)  during  the  second  five  years. 

Utilization  ratios  of  Rh  IG  were  calculated  by 
dividing  the  number  of  postpartum  women 
receiving  the  Rh  IG  by  the  number  of  women 
eligible  for  Rh  IG.  The  cardinal  requirement  of 
administration  to  an  unsensitized  Rh  negative 
woman  with  an  Rh  positive  fetus  was  followed. 
Additional  candidates,  considered  to  be  at  risk 
of  sensitization,  included  women  whose  Rh 
type  was  unknown  and  who  had  a fetus  whose 
Rh  type  was  either  positive  or  unknown.  The 
utilization  percentages  and  number  of  omis- 
sions are  summarized  in  Table  5.  Forty-one  (41 ) 
postpartum  women  for  the  entire  period  did 
not  receive  Rh  IG.  Twenty-two  (22)  of  these 
omissions  occurred  in  women  whose  Rh  type 
was  not  recorded. 

The  hospital  records  revealed  only  three 
women  refused  the  Rh  IG  (one  each  in  1974, 
1 975  and  1 982).  Refusals  were  not  counted  as 
an  omission.  Two  of  the  women  had  postpar- 
tum sterilizations  and  in  one  family  the  father 
was  to  have  a vasectomy. 

DISCUSSION 

If  Rh  Hemolytic  Disease  of  the  Newborn  is  to 
be  eradicated,  Rh  negative  women  in  the  repro- 
ductive cycle  experiencing  an  unscheduled 


event  such  as  a fetal  death  need  protection  with 
Rh  IG.  Rh  positive  red  cells  enter  the  maternal 
circulation  via  tiny  breaks  in  the  integrity  of  the 
Chorionic  Villus.  Fetal  erythrocytes  have  been 
found  in  varying  numbers  in  the  maternal  circu- 
fetuses  who  did  not  have  a recorded  Rh  type. 
Omissions  were  more  apt  to  occur  in  an  obstet- 
rical center  (number  = 25),  which  usually  had 
more  than  300  deliveries  a year,  than  at  a 
community  level  hospital  (number  = 1 6).  From 
the  fetal  death  certificates,  it  was  determined 
thattwenty-two  (22)  of  the  forty-one  (41)  women 
who  did  not  receive  the  Rh  IG  had  no  living 
children  at  the  time  of  the  study. 

As  part  of  a series  on  events  leading  to  Rh 
isoimmunization  in  Nebraska  women,  the  num- 
ber of  Rh  negative  women  at  risk  of  being 
sensitized  in  any  one  year  can  be  influenced  by 
a number  of  "environmental  factors".  Fertility 
rates,  the  number  of  previous  pregnancies,  live 
birth  order,  desired  number  of  children,  and  a 
pregnancy  prior  to  the  introduction  of  Rh  IG 
can  alter  the  trend  in  the  number  of  women 
sensitized.  During  the  first  five  years  1,107 
women  had  experienced  a fetal  death  and 
twenty-seven  (27)  women  were  sensitized 
(mean  5.4,  S.E.M.  + 1.0,  p.  < 0.05);  during  the 
second  five  years  1,158  women  had  experi- 
enced a fetal  death  and  ten  (10)  (mean  2.0, 
S.E.M.+  0.3,  p.  < 0.05)  were  sensitized.  Because 
of  the  large  number  of  variables  present,  it  is  not 
possible  to  attribute  this  statistically  significant 
improvement  to  the  utilization  of  Rh  IG.  During 
the  first  five  years  2.36%  of  the  cohort  was 
sensitized;  during  the  second  five  years  0.86% 


TABLE  4 

Number  and  percent  of  women  experiencing  a fetal  death  who  were  sensitized  to  the  Rh 
Antigen.  Nebraska  hospitals,  1973  throuth  1 982.  Mean,  + S.E.M.  and  p - value  < 0.05  in  text. 


YEAR  1973 

1974 

1975 

1976 

1977 

Total 

Number  of  Women  Experiencing 
A Fetal  Death  Who  Were  8 

Sensitized  to  Rh  Antigen 

7 

6 

3 

3 

27 

Percent  of  Women  Experiencing 
A Fetal  Death  Who  Were  3.4% 

2.8% 

2.6% 

1.6% 

1 .4% 

Sensitized  to  Rh  Antigen 

YEAR  1978 

1979 

1980 

1981 

1982 

Total 

Number  of  Women  Experiencing 
A Fetal  DeathWho  Were  3 

2 

2 

1 

2 

10 

Sensitized  to  Rh  Antigen 

Percent  of  Women  Experiencing 
A Fetal  Death  Who  Were  1.4% 

0.86% 

0.84% 

0.44% 

0.84% 

Sensitized  to  Rh  Antigen 
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were  sensitized.  In  1973,  3.4%  of  the  study 
cohort  were  sensitized;  this  was  reduced  to 
0.84%  in  1982.  An  analysis  of  the  women 
sensitized  will  be  presented  in  a future  publica- 
tion. 

An  overall  utilization  ratio  of  83.8%  of  the  Rh 
Immune  Gloublin  would  indicate  that  the  prac- 
ticing physician  is  aware  of  the  value  of  Rh  IG 
in  the  prevention  of  Rh  Hemolytic  Disease  of 
the  Newborn.  During  the  first  five  years  82.3% 
(mean  4.6,  S.E.M.  + 5.2,  p.  < 0.05)  of  the  eligible 
women  received  the  Rh  IG.  During  the  second 
lation  as  early  as  the  10th  or  11th  week  of 
gestation.6  The  Rh  antigen  has  been  demon- 
strated in  the  fetus  as  early  as  the  38th  day  of 
gestation  and  there  is  evidence  of  blood  circu- 
lation by  4 weeks.  The  risk  of  Rh  isoimmunization 
increases  with  the  gestational  age.  Atone  month 
it's  virtually  negligible,  approximately  2%  of  two 
months  and  9%  at  three  months  and  beyond. 
Gaps  in  the  utilization  of  preventive  measure 
(Rh  IG)  for  women  with  fetal  wastage  may  be 
substantial. 

The  data  were  collected  for  a ten  year  period 
from  an  obstetrical  population  receiving  care  in 
a defined  geographical  location.  Educational 
programs  for  the  use  of  the  Rh  IG  were  started 
in  1968.  The  time  interval  to  identify  the  risk 
population  (women  experiencing  a fetal  death 
of  20  or  more  weeks)  and  the  collection  of  the 
data  varied  between  three  and  five  years. 

The  results  obtained  are  a reflection  of  the 
data  missing  in  the  hospital  records.  The  num- 
ber of  women  who  were  designated  as  being  at 
risk  of  sensitization  to  the  Rh  antigen  is  prob- 
ably inflated  by  the  missing  data  (Rh  types) 
which  appears  to  be  dependent  on  whether 
prenatal  care  was  obtained.  For  the  entire  co- 
hort during  the  ten  years,  four  (4)  women 
definitely  had  no  prenatal  care  and  another 
nine  (9)  were  suspect  of  no  prenatal  care,  from 
information  provided  by  the  hospital  record 


and  birth  certificate.  It  was  noted,  if  the  mother 
did  not  have  a recorded  Rh  type  (number  =22) 
likewise  her  fetus  (number  = 21 ) did  not  have  a 
documented  Rh  type.  During  the  first  five  years 
fourteen  (14)  women  did  not  have  a recorded 
Rh  type.  This  was  reduced  to  eight  (8)  during 
the  second  five  years.  Of  these  eight,  two  (2) 
definitely  had  no  prenatal  care  and  six  (6)  are 
suspect  of  none.  In  Nebraska  during  the  same 
timeframe,  95%  of  the  mothers  with  a live  birth 
and  prenatal  care  in  the  first  (78%)  or  second 
trimester.  Overall,  forty-three  (43)  fetuses  did 
not  have  a recorded  Rh  type;  twenty-five  (25) 
during  the  first  five  years  eighteen  (18)  during 
the  second  five  years.  The  mothers  of  seven  of 
the  fetuses  with  an  unknown  Rh  type  had  a 
postpartum  sterilization  without  the  adminis- 
tration of  Rh  IG. 

The  percent  of  eligible  women  (at  risk  of  Rh 
sensitization)  who  received  the  Rh  IG  is  noted 
in  Table  5.  For  the  ten  years  the  average  utiliza- 
tion was  83.8%  in  contrast  to  the  average 
utilization  for  postpartum  women  after  a live 
birth  of  95%  (99.5%  in  1982).3  As  previously 
reported,  the  number  of  omissions  (Table  5) 
was  related  to  the  number  of  women  and 
fetuses  who  did  not  have  a recorded  Rh  type, 
five  years  85.3%  (mean  3.6%,  S.E.M.  + 3.7  p.  < 
0.05)  of  the  eligible  women  received  the  Rh  IG. 
There  was  no  statistical  increase  noted  for  the 
second  five  year  period.  Lack  of  prenatal  care 
and  education  of  Rh  disease  may  have  influ- 
enced some  women  to  leave  the  hospital  early, 
prior  to  receiving  the  Rh  IG.  It  is  possible  that 
some  eligible  postpartum  women  received  the 
Rh  IG  at  their  physician's  office.  Whereas,  the 
study  on  the  utilization  of  Rh  IG,  for  women 
with  a live  newborn,  was  prospective  in  nature, 
with  an  Rh  log  as  a reminder  for  hospital 
personnel.  This  study  was  retrospective. 

CONCLUSION 

An  unscheduled  event,  such  as  woman  expe- 
riencing a fetal  death  of  twenty  (20)  or  more 


TABLE  5 

Percent  of  eligible  women  experiencing  a fetal  death  and  eligible  to  receive  RH  IG. 
Numer  of  Omissions.  S.E.M.  and  P in  text.  Mean,  I S.E.M.  and  p - value  < 0.95  in  text 


YEAR 

1973 

1974 

1975 

1976 

1977 

Percent  received  Rh  IG 

75% 

65.5% 

87.5% 

89.3% 

94.1% 

Number  of  Omissions  Rh  IG 

7 

9 

3 

3 

1 

YEAR 

1978 

1979 

1980 

1981 

1982 

Percent  received  Rh  IG 

90% 

71.9% 

93.3% 

88.2% 

83.3% 

Number  of  Omissions  Rh  IG 

2 

7 

2 

4 

3 
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weeks,  resulted  in  only  an  83.8%  utilization  of 
Rh  Immune  Globin  between  January  1,  1973 
and  December  31,  1983. 
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INTRODUCTION 

IN  the  recent  past  there  have 
been  several  studies1,2  di- 
rected at  isolated  systolic  hyp- 
ertension and  its  treatment.  In  this  review,  an 
attempt  will  be  made  to  answer  pertinent  ques- 
tions regarding  this  entity.  The  complications  of 
isolated  systolic  hypertension  and  those  pa- 
tients at  greatest  risk  will  be  delineated  with 
special  emphasis  on  treatment  options  and 
strategies. 

MECHANICS  OF  ISOLATED 
SYSTOLIC  HYPERTENSION 

Isolated  systolic  hypertension,  by  definition, 
is  a systolic  blood  pressure  equal  to  or  greater 
than  1 60  mm/Hg  and  a diastolic  blood  pressure 
equal  to  or  less  than  90  mm/Hg.  It  is  well 
established  that  this  is  primarily  a disease  of  the 
elderly,  and  the  risk  factors  for  the  development 
of  isolated  systolic  hypertension  are  increasing 
age,  sex  (with  women  having  a higher  preva- 
lence than  men),  and  obesity  (specifically,  in 
women).3  Understanding  the  mechanism  of  iso- 
lated systolic  hypertension  involves  a knowl- 
edge of  the  determinants  of  the  systolic  arterial 
pressure.  Cardiac  output,  stroke  volume,  left 
ventricular  ejection  velocity,  total  peripheral 
resistance,  and  arterial  distensibility  or  compli- 
ance are  the  components  of  systolic  arterial 
pressure.  It  is  known  that  cardiac  output4,  stroke 
volume5,  and  left  ventricular  ejection  velocity5 
do  not  increase  with  age.  Cardiac  output  com- 
monly decreases  with  age.4  It  is  well  established 
that  increased  total  peripheral  resistance  results 
in  an  increase  in  systolic  blood  pressure,  dias- 
tolic blood  pressure,  and  mean  arterial  pressure 
and  is  not  a cause  for  isolated  systolic  hyperten- 
sion6. Studies  have  also  shown  that  increased 
total  peripheral  resistance  is  seen  in  normoten- 
sive  elderly  patients5  and  this  is  most  likely  a 
phenomenon  of  aging  and  not  necessarily  a 
causative  mechanism  for  isolated  systolic  hy- 
pertension. The  mechanism  is  felt  to  be  de- 
creased arterial  compliance,  with  a resultant  in- 
crease in  systolic  blood  pressure  and  a decrease 
in  diastolic  blood  pressure.6 


COMPLICATIONS  OF  ISOLATED 
SYSTOLIC  HYPERTENSION 

The  dangers  of  isolated  systolic  hypertension 
need  to  be  addressed  so  a decision  can  be 
made  concerning  the  potential  benefits  of  treat- 
ment. In  the  Framingham  Study  in  1 98 1 7,  iso- 
lated systolic  hypertension  was  found  to  predis- 
pose to  stroke  independent  of  arterial  rigidity. 
Patients  with  isolated  systolic  hypertension  had 
2-4  times  as  many  strokes  as  normotensive 
patients  and  their  diastolic  blood  pressure  added 
little  or  nothing  to  this  stroke  risk  assessment. 
The  recently  published  Systolic  Hypertension  in 
the  Elderly  Program  (SHEP)  trial2  revealed  a 
54%  decrease  in  left  ventricular  failure,  a 36% 
decrease  in  stroke,  and  a 25%  decrease  in 
coronary  artery  disease  in  treated  subjects. 
Cardiovascular  mortality  was  20%  lower  in  the 
treated  vs.  placebo  groups.  In  the  Medical 
Research  Council  (MRC)  trial1  treatment  with  a 
diuretic  reduced  the  risk  of  stroke  31%,  coro- 
nary events  44%  and  all  cardiovascular  events 
35%,  when  compared  to  placebo.  These  stud- 
ies served  to  delineate  the  importance  of  drug 
therapy  as  opposed  to  placebo  (or  no  treat- 
ment) in  preventing  the  morbidity  and  mortality 
associated  with  isolated  systolic  hypertension. 

TREATMENT  OF  ISOLATED 
SYSTOLIC  HYPERTENSION 

Once  a decision  has  been  made  to  treat, 
several  options  are  open  to  the  clinician.  Impor- 
tant considerations  include  the  recognition  that 
we  are  working  with  an  elderly  population  and 
that  treatment  should  be  individually  tailored  to 
meet  their  needs  and  that  side  effects,  cost,  and 
problems  with  postural  hypotension  always  need 
to  be  kept  in  mind.  Recommendations  should 
include  weight  loss,  sodium  restriction,  exercise, 
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limitingof  alcohol,  and  avoidance  of  drugs  known 
to  precipitate  hypertension.  If  drug  therapy 
needs  to  be  used,  one  should  always  start  with 
low  doses,  use  a standing  blood  pressure  to 
assess  adequate  treatment,  and  have  a target 
systolic  blood  pressure  goal  of  160  mg/Hg  or 
less.  Standing  blood  pressure  is  preferable, 
especially  in  the  elderly8,  since  aggressive  treat- 
ment of  supine  blood  pressure  often  leads  to 
orthostatic  symptoms  with  minimal  activity. 
Orthostatic  symptoms  or  cerebral  ischemia  at  a 
specific  blood  pressure  can  aid  the  clinician  in 
establishing  a target  blood  pressure.  When 
reviewing  the  studies12  it  appears  that  treating 
with  medication  patients  in  a high-risk  category 
could  be  the  wisest  use  of  resources.  Those  with 
high  risk  can  be  defined  as  smokers,  those  with 
known  coronary  artery  disease,  those  with  pre- 
vious cerebral  vascular  accidents,  and  those 
with  known  complications  of  hypertension,  i.e. 
renal  insufficiency  and  aortic  aneurysms. 

Low  dose  diuretic  therapy,  i.e.  hydro- 
chlorothiazide 1 2.5  mg  to  25  mg,  appears  to  be 
the  drug  of  choice.  Chlorthalidone  was  the 
diuretic  used  in  the  SHEP  trial2  that  had  the 
most  convincing  results.  With  such  low  dose 
diuretics,  the  V.A.  Cooperative  Study9  docu- 
mented that  the  serum  potassium  level  is  not 
reduced  as  significantly  as  occurs  with  the 
higher  dose,  but  that  the  reduction  in  blood 
pressure  is  similar  between  the  lower  and  the 
higher  dose  of  diuretics.  Most  importantly,  the 
decrease  in  morbidity  and  mortality  associated 
with  isolated  systolic  hypertension  has  been 
best  documented  with  diuretic  treatment.  In 
SHEP2,  beta  blockers  offered  some  decrease  in 
morbidity  and  mortality  but  in  the  Medical 
Research  Council  trial1  they  provided  neither. 
Though  the  side  effect  and  effectiveness  profile 
of  calcium  channel  blockers  and  ACE  inhibitors 
are  comparable,  studies  addressing  their  effect 
on  morbidity  and  mortality  in  isolated  systolic 
hypertension  have  not  been  done. 


SUMMARY 

Isolated  systolic  hypertension  is  a distinct 
disease  entity  associated  with  serious  morbid- 
ity and  mortality,  in  particular,  stroke.  The  mecha- 
nism of  systolic  hypertension  appears  to  be  a 
reduction  in  arterial  compliance.  Identification 
of  patients  at  greatest  risk  is  paramount.  A 
simple  nonpharmacologic  or  pharmacologic 
intervention  can  decrease  isolated  systolic  hy- 
pertension, enhance  quality  of  life  and  prevent 
major  cardiovascular  and  cerebrovascular  com- 
plications. 
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ASK  A LAWYER 


1 . When  is  it  appropriate  to  use  restraints  on  an 

unsafe  patient? 

Federal  regulations  on  the  use  of  restraints 
reflect  a significant  change  in  the  way  health  care 
providers  are  starting  to  view  the  use  of  such 
devices.  Medical  literature  has  indicated  that  rou- 
tine employment  of  restraints  is  not  effective  legal 
risk  management.  In  fact,  commentators  have 
predicted  that  litigation  associated  with  injuries 
from  the  use  of  restraints  will  be  even  more 
substantial  in  frequency  and  severity  than  litiga- 
tion associated  with  the  non-use  of  restraints. 

As  a result,  the  federal  regulations  embodied 
in  OBRA  of  1 987  may  provide  useful  guidance  as 
they  require  that  restraints  may  not  be  used  for 
discipline  or  convenience,  but  may  only  be  used 
when  required  to  treat  the  patient's  medical  symp- 
toms. According  to  the  statute,  prior  to  the  use  of 
restraints,  there  must  be  a consultation  with  ap- 
propriate health  professionals,  such  as  physical 
therapists,  regarding  less  restrictive  alternatives.  If 
less  restrictive  alternatives  are  inappropriate,  the 
use  of  the  restraining  device  must  first  be  ex- 
plained to  the  patient,  a family  member,  or  a legal 
representative  who  agrees  to  this  alternative  treat- 
ment employed  only  for  a specific  period  of  time. 
If  medical  symptoms  are  life  threatening  (such  as 
dehydration  or  electrolyte  imbalance)  a restraint 
may  be  used  to  provide  necessary  life-saving 
treatment. 

2.  What  should  be  included  in  our  facility's 

written  policy  on  the  use  of  restraints? 

Both  federal  regulations  embodied  in  OBRA 
of  1987  and  state  guidelines  for  the  State  of 
Nebraska  require  medical  facilities  to  develop  and 
implement  a clear  written  policy  on  the  use  of 
restraints.  The  State  of  Nebraska  Department  of 
Health  Regulations,  Title  1 75,  Chapters  8 and  1 2: 
Regulations  and  Standards  for  Intermediate  Care 
Facilities  and  Skilled  Nursing  Facilities  state  that 
such  policies  must  clearly  delineate  at  least  the 
following: 


1.  An  order  must  indicate  the  specific  rea- 
sons for  use  of  restraints,  and  type  of 
restraint  to  be  used. 

2.  The  use  of  restraints  shall  be  temporary 
and  the  resident  will  not  be  restrained  for 
an  indefinite  amount  of  time. 

3.  A resident  placed  in  the  restraint  shall  be 
checked  at  least  every  thirty  (30)  minutes 
by  appropriately  trained  staff  and  an  ac- 
count must  be  kept  of  this  surveillance. 

4.  Reorders  are  issued  only  after  a review  of 
the  resident's  condition. 

5.  The  use  of  a restraint  shall  never  be  em- 
ployed as  punishment,  for  the  conve- 
nience of  staff,  or  as  a substitute  for  super- 
vision. 

6.  Mechanical  restraints  must  avoid  physical 
injury  to  the  resident  and  provide  a mini- 
mum of  discomfort. 

7.  The  opportunity  for  motion  and  exercise 
must  be  provided  for  a period  of  not  less 
than  ten  (10)  minutes  during  each  two  (2) 
hours  in  which  restraints  are  employed, 
except  at  night. 

8.  The  practice  of  locking  residents  in  their 
rooms  or  the  use  of  locked  restraints  also 
constitutes  physical  restraint,  and,  when 
utilized,  must  be  in  compliance  with  the 
requirements  of  the  Regulations  promul- 
gated by  the  State  Fire  Marshal,  as  well  as 
meet  the  requirements  contained  in  this 
standard. 


★ ★★ 

"Ask  a Lawyer'  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  with  the  assistance  of  UNL  College  of  Law 
student  Jane  Kemper  of  the  Cline  Williams  Law  Office.  Questions 
relating  to  specific  detailed  factual  situations  should  continue  to  be 
referred  to  your  own  counsel. 
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The  NMAA  has  spent  the  year  trying  some 
new  things  but  still  struggling  with  some  prob- 
lems that  seem  to  plague  us  year  after  year. 

This  year  we  combined  our  mid-winter  meet- 
ing with  Legislative  Day  in  the  hope  of  attract- 
ing more  participants.  Some  business  needs  to 
occur  mid-winter,  so  it  seems  necessary  to 
include  something  between  September  and 
April,  on  our  calendar.  Our  joint  effort  in  the 
April  Walk/Run  for  the  benefit  of  Make-A-Wish 
Foundation  seemed  like  a reason  for  the  differ- 
ent county  alliances/auxiliaries  to  feel  some 
connection.  I hope  they  did. 

As  a state  alliance,  we  have  encouraged  the 
NMA  and  our  members  to  do  what  they  can  to 
educate  people  about  domestic  violence.  We 
helped  sponsor  Marilyn  Van  Derbur  when  she 
spoke  in  Lincoln  last  fall  at  the  "There's  No 
Excuse  For  Domestic  Abuse"  kick-off  campaign. 


Carmen  Kleager,  NMAA  Vice-President  has 
contacted  District  Councilors  in  the  hope  that 
they  will  distribute  in  their  communities  AMAA 
brochures  on  family  violence.  We  are  very 
pleased  that  the  NMA  has  chosen  to  address 
the  issue  of  domestic  violence  at  its  Scientific 
Sessions,  April  30th. 

At  this  point,  membership  is  less  than  hoped 
for  but  steadily  moving  upward.  Our  total  on 
March  31  will  "tell  the  tale."  Motivating  and 
enlisting  NMAA  members  to  attend  meetings, 
do  their  committee  assignments,  and  promote 
the  group  are  never-ending  challenges.  The  NMA 
appears  to  be  a strong  organization.  I see  us  as 
physicians'  spouses  endorsing  its  efforts  in  sup- 
port of  our  spousesand  the  health  of  patients  in 
Nebraska. 

My  theme  this  year  has  been  "Partners  In 
Medicine's  Future."  I know  that's  how  I feel.  Do 
you? 
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WELCOME  NEW  MEMBERS 


Patrick  J.  McGrath,  M.D. 

220  West  Leota 
North  Platte,  NE  69101 

George  W.  Bartholow,  M.D. 

1 700  N.  Victory  Rd. 

Norfolk,  NE  68701-1209 

Jeffrey  D.  Matthes,  M.D. 

1600  S.  48th  St. 

Lincoln,  NE  68506 

Ameeta  B.  Martin,  M.D. 

St.  Elizabeth  CHC 
555  S.  70th  St. 

Lincoln,  NE  68510 

Laurel  L.  Crusinberry,  M.D. 
2221  S.  17th  St.,  #102 
Lincoln,  NE  68502 

Wen  Shean  Cherng,  M.D. 

St.  E's  Neonatal  Dept. 

555  S.  70th  St. 

Lincoln,  NE  68510 

Kirk  A.  Kinberg,  M.D. 

600  N.  Cotner,  #208 
Lincoln,  NE  68505 

Richard  A.  Cruisinberry,  M.D. 
Urology,  P.C. 

4740  A Street 
Lincoln,  NE  68510 

Ann  C.  Evelyn,  M.D. 

2221  S.  17th  St.,  #105 
Lincoln,  NE  68502 

Kurstin  Friesen,  M.D. 

St.  E's  Pediatric  Express  Care 
555  S.  70th  St. 

Lincoln,  NE  68510 

Don  L.  Henslee,  M.D. 

4740  A Street 
Lincoln,  NE  68510 

Jeffrey  T.  Marple,  M.D. 

2627  Stockwell 
Lincoln,  NE  68502 


Jon  Allen  Hupp,  M.D. 

2221  S.  17th  St.,  #106 
Lincoln,  NE  68502 

Steven  L.  Martin,  M.D. 

1919  S.  40th  St.,  #300 
Lincoln,  NE  68506 

Rafael  Tatay,  M.D. 

2221  S.  17th  St.,  #203 
Lincoln,  NE  68502 

Douglas  P.  Tewes,  M.D. 

1000  S.  13th  St.,  P.O.  Box  2636 
Lincoln,  NE  68502 

Jennifer  H.  Cyr,  M.D. 

11920  Burt  St.,  #170 
Omaha,  NE  68154 

Lawrence  Fitzgerald,  M.D.  (reinstated) 
12713  S.  28th  Ave. 

Omaha,  NE  68123 

Andrew  C.  Friedman,  M.D. 

UNMC  - 600  S.  42nd  St. 

Omaha,  NE  68198-3280 

Stacey  L.  Hennesy,  M.D. 

OB/GYN  Health  Center 
10101  Maple  St. 

Omaha,  NE  68134 

Kristen  Engdahl  Hoffman,  M.D. 

720  N.  87th  St.,  #100 
Omaha,  NE  68114 

Frederick  A.  McCurdy,  M.D. 

UNMC,  Dept.  Orthopaedic  Surg. 
P.O.  Box  982165 
Omaha,  NE  68198-2165 

James  R.  Neff,  M.D. 

UNMC  - 600  S.  42nd  St. 

Omaha,  NE  68198-1080 

Jeffrey  S.  Nelson,  M.D. 

8552  Cass  St. 

Omaha,  NE  68114 

Robert  S.  Kohlbacher,  M.D. 

Our  Lady  of  Lourdes  Hospital 
1 500  Koenigstein 
Norfolk,  NE  68701 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

APRIL  22-23,  1994  — Advanced  Laparoscopy 
for  Gynecologists  - St.  Joseph  Hospital  and 
Creighton  University  Campus,  Omaha,  NE. 

MAY  2,  1994  — Abruptio  Placenta  - OB  Out- 
reach Program  at  Offutt  Air  Base,  Omaha,  NE. 

MAY  1 9-22,  1 994  — A Review  of  Orthopaedics 
and  Orthopaedic  Pathology  - Criss  II  Building, 
Creighton  University,  Omaha,  NE. 

MAY  27-29,  1994  — Family  Medicine  Update, 
Okoboji,  IA. 

JUNE  6,  1 994  — Medical  Therapy  of  the  Fetus  - 
OB  Outreach  Program  at  Offutt  Air  Base, 
Omaha,  NE. 

JUNE  29,  1994  — Couple  to  Couple  League  - 
"Natural  Family  Planning:  The  Time  Has  Come" 
- St.  Joseph  Hospital,  Omaha,  NE. 

JULY  27-28,  1994  — Current  Concepts  in  Sub- 
acute Care  - Marriott  Hotel,  Omaha,  NE. 

AUGUST  4-8,  1994  — Anesthesiology  Review 
Course  - Professional  Seminars  - Nashville,  TN. 

AUGUST  1 2-1 3, 1 994 — Advanced  Laparoscopy 
for  Gynecologists  - St.  Joseph  Hospital  and 
Creighton  University  Campus,  Omaha,  NE. 

SEPTEMBER,  18-24,  1994  — Anesthesiology  Re- 
view Course  - Professional  Seminars  - Boston, 
MA. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68 1 78. 

MAYO  FOUNDATION 

SEPTEMBER  12-14,  1994  — The  Norwegian- 
American  Orthopaedic  Society,  Program  site: 
Rochester,  MN. 

SEPTEMBER  23-24,  1994  — The  Lower  Extrem- 
ity Amputee:  A Multidisciplinary  Approach, 
Mayo  Foundation,  Rochester,  Minnesota,  Reg- 
istration fee:  $300,  1 5 credit  hours  in  Category 
I AMA. 

OCTOBER  1 5-1 6,  1 994  — International  Sympo- 
sium on  Myeloproliferative  Disorders,  Program 
Site:  Rochester,  MN. 
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OCTOBER  23-27,  1 994  — Advances  in  Diagnos- 
tic Radiology,  The  Cloister,  Sea  Island,  Georgia. 
Registration  fee:  $595,  22.5  credit  hours  in 
Category  1 AMA. 

For  further  information:  Contact  Postgraduate  Courses, 
Section  of  Continuing  Medical  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone:  Toll  Free  800-323- 
2688  (U.S.). 

METRO  OMAHA  MEDICAL  SOCIETY/ 
OMAHA  MIDWEST  CLINCAL  SOCIETY 

TUESDAY,  APRIL  26, 1994  — "HowtoCollectfor 
Control".  Jeff  Staads,  exclusive  instructor  on 
Collections  for  the  Medical-Dental-Hospital 
Bureaus  of  America  will  present  a workshop 
from  9:00  a.m.  to  4:00  p.m.  at  Midlands  Com- 
munity Hospital,  Papillion,  NE.  Cost  is  $59  for 
MOMS,  OMCS  and  NMA  member  offices.  $80 
for  non-member  offices. 

TUESDAY,  MAY  3, 1 994  — "Elder  Abuse:  Out  of 
the  Shadows",  New  Tower  Inn,  Omaha,  NE. 
Kenneth  Chelucci,  M.D.  speaker.  Examine  the 
detection  and  documentation  of  elder  abuse 
and  the  physician's  role  in  maintaining  the 
chain  of  evidence.  2 credit  hours  in  Category  1 
AMA. 

SATURDAY,  JUNE  18,  1994  — "Family  Health 
Day  at  Henry  Doorly  Zoo",  Omaha,  NE.  CME 
for  physicans  with  added  events  for  families. 
$120  for  CME  and  family  activities.  Topics: 
Asthma,  Diabetes,  Cholesterol  and  Hyperten- 
sion. 7 credit  hours  in  Category  1 AMA  and  6.5 
credit  hours  AAFP. 

TUESDAY,  JUNE  7,  & WEDNESDAY,  JUNE  8, 
1 994—  Half  day  seminars  on  "The  Art  of  Good 
Patient  Relations"  (training  for  physician's  office 
staffs).  Instructor:  Janice  K.Woerth,  Ph.D.  Wash- 
ington D.C. 

WEDNESDAY,  JUNE  8,  1994  — "Reduced  or 
Denied  Claims:  How  To  Prevent  Them". 
Insructor:  Janice  K.  Woerth,  Ph.D.,  Washington 
D.C. 

For  further  information  on  any  of  the  above  seminars 
contact  the  MOMS/OMCS,  7906  Davenport,  Omaha,  NE 
68114,  (402)  393-1415. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

THURSDAY  - SATURDAY,  APRIL  1 4-1 6,  1 994  — 
2nd  Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Marriott  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

1 1 DAYS,  APRIL  18-29,  1994  — Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  NE.  Target  Audience:  Family 
Physicians,  Fee:  $1100  - two  week  session, 
$750  - one  week  session,  $1 250  - split  sessions. 

THURSDAY-FRIDAY,  JUNE  12-15,  1994  — 
Nuclear  Antigens  asTargets  for  CancerTherapy, 
Red  Lion  Hotel,  Omaha,  Nebraska.  Target  Au- 
dience: Obstetrics  and  Gynecology,  Oncology/ 
Hematology  & Researchers. 

THURSDAY-SATURDAY,  JULY  14-16,  1994  — 
1 994  National  Conference  on  Family  Violence: 
Research  and  Practice,  Holiday  Inn  Centre, 
Omaha,  Nebraska.  Target  Audience:  Multidis- 
ciplinary (health  professionals,  sociologists, 
criminal  Justice). 

TUESDAY-FRIDAY,  JULY  19-22,  1994  — Pan  Pa- 
cific Lymphoma  Conference,  The  Ritz  Carlton 
-Mauna  Lani,  Kohala  Coast,  Hawaii.  Target  Au- 
dience: Oncology/Hematology  & Researchers. 

FRI  DAY-SUN  DAY,  AUGUST  19-21,  1994  — Im- 
aging and  Breast  Cancer,  Omaha  Marriott  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Radiolo- 
gists, Primary  Care  Physicians. 

MONDAY,  SEPTEMBER  26  - SATURDAY, 
OCTOBER  1,  1994  — Emergency  Medicine, 
1994,  Skills  and  knowledge  for  the  Practicing 
Physicians,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska,  Target  Audience: 
Emergency  Medicine  Physicians  and  others 
who  provide  care  in  the  ER.  Fee:  $700. 


ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT—  Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider and  Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS 
— Provider 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuting  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-5915. 


WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

THURSDAY-FRIDAY,  APRIL  21-22,  1994  • Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRIDAY-SUNDAY,  JUNE  24-26,  1994  • Frontiers 
In  Endourology,  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  Clayman,  M.D. 

For  further  information  on  any  of  the  above  seminars 
contact:  Continuing  Medical  Education,  Washington  Uni- 
versity School  of  Medicine,  Campus  Box  8063,  660  South 
Euclid  Avenue,  St  Louis,  Missouri,  63110-1093,  (800) 
325-9862. 
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AMA  NEWS  NOTES 


MEDIA  BRIEFING  AND  CONFERENCE 
FOCUS  ON  VIOLENCE  AT  HOME 

"Out  of  the  Darkness:  Real  Issues  in  Family 
Violence"  was  the  title  of  the  AMA  March  10 
media  briefing  in  Washington,  D.C. 

The  briefing  preceded  the  AMA's  three-day 
National  Conference  on  Family  Violence:  Health 
& Justice,  an  invitational  symposium  for  health 
and  law  family  violence  professionals. 

George  Gallup,  Jr.,  announced  results  of  the 
Gallup  International  Institute's  1994  survey  on 
teen  violence  and  discussed  the  impact  of  guns 
in  the  home. 

The  National  Conference  on  Family  Vio- 
lence brought  together  experts  from  more  than 
100  health,  justice,  social  service,  education 
advocacy  groups  and  the  media. 

The  conference  was  designed  to  help  health 
professionals  better  recognize  the  signs  of  fam- 
ily violence  and  develop  local  programs  to 
reduce  violence  and  improve  services. 

Conference  speakers  included  Janet  Reno, 
U.S.  attorney  general;  David  Satcher,  MD,  di- 
rector of  the  Centers  for  Disease  Control  and 
Prevention;  Joycelyn  Elders,  MD,  U.S.  surgeon 
general;  and  Donna  Shalala,  PhD,  secretary  of 
HHS. 


AMA  ALERTS  PHYSICIANS  TO  GET 
INVOLVED  NOW  AND  MAKE  REFORM  WORK 

The  AMA  has  launched  an  urgent  "get  in- 
volved now"  campaign,  calling  on  physicians  to 
help  create  a reformed  health  system  patients 
deserve. 

"Right  now,  Congress  is  making  decisions 
that  will  change  the  shape  of  the  nation's  health 
care  system.  Decisions  that  will  change  the  way 
you  practice  medicine  and  the  way  your  pa- 
tients receive  treatment.  That's  why  it  is  crucial 
for  you  to  get  involved  now.  This  is  your  call  to 
action." 

"Certain  key  elements  must  be  included  in 
the  final  plan  if  we  are  to  enhance  competition 
and  preserve  the  quality  of  the  health  care 
system." 

Physician  involvement  is  vital,  the  AMA  said. 
"Now  more  than  ever  we  need  your  support 
and  your  voice  to  get  our  message  across." 

AMNews'  March  14  cover  wrap  headline, 
"Voice  + Choice  + Coverage  = AMA  support," 
spelled  out  specific  reform  measures  physicians 
want  Congress  to  enact:  coverage  for  every- 
one, choice  for  patients  and  a voice  for  physi- 
cians. 

The  message  also  outlined  several  effective 
steps  physicians  must  take  to  make  reform 
work. 


"bOCTOR  BARNEy  CAN  SEE  HER  TOMORROW  MORNING,  WHEN  THE  BI& 
HAND  15  ON  THE  S/X  4N&  7HE  LITTLE  H4NC?  IS  ON  THE  TESJ.  " 
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s:  Specialty  business  meetings  are  limited  to  specialty  group  members 
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Nebraska  Academy  of  Ophthalmology 

Saturday,  April  30,  7:30  a.m.,  Nebraska  Suite  A 

Nebraska  Society  of  Internal  Medicine 

Saturday,  April  30,  7:30  a.m.,  Nebraska  Suite  B 
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- Describe  the  health  care  professional's  responsibility  and 

liability  in  reporting  abuse  and  neglect  of  the  elderly; 

- Discuss  the  accurate  and  appropriate  gathering  of  evidence; 
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violence  or  of  becoming  the  victims  ol  violence, 

Discuss  one  viewpoint  of  youth  violence  from  the  perspective 
of  a pediatric  residency  experience  and  that  of  an  office 
practice. 
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entertainment  and  to  partially  offset  the  cost  of  the  Inaugural  Dinner 
Ceremonies.  The  Association  expresses  its  appreciation  for  this  support. 
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Friday,  April  29,  8:30  a.m.  through  12:15  p.m. 
Marriott  Hotel 


ALLIANCE  PROGRAM 
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of  dreamsongs,  a salute  to  the  blues,  and  stunning  vocal  jazz 
arrangements  of  such  numbers  as  The  More  I See  You,  All  The 
Things  You  Are,  Candy,  Blues  in  The  Night,  Birth  of  the  Blues,  and 
Stormy  Weather. 


NEBRASKA  MEDICAL  ASSOCIATION  ALLIANCE  PAST  PRESIDENTS  OF  THE 

NEBRASKA  MEDICAL  ASSOCIATION  ALLIANCE 
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PAST  PRESIDENTS  OF  THE  PAST  PRESIDENTS  OF  THE 

NEBRASKA  MEDICAL  ASSOCIATION  NEBRASKA  MEDICAL  ASSOCIATION 
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NEBRASKA  MEDICAL  JOURNAL 
1994  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1994  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1995. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1994.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310  • Lincoln,  NE  68502 
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Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R Schenken,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 
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GRAND  ISLAND 


LINCOLN,  cont. 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
Wiliam  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 

OBS I b I HICS  - GYNECOLOGY  Karen  M.  Higgins,  M..D. 

John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-94 


COLON  & 
RECTAL  CLINIC 

ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 

PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466  2221  S.  17th  St,  SUITE  405  1-800-MED-LINC 

LINCOLN,  NE  68502 

1-95 

The 

D 

HEART  , , , ; 

■_■■■  CONSULTATIVE 

o'  " fi"  Jr  1 r r 

UeniGl  of  Nebraska 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

PHILLIP  E.  BURKET,  M.D. 

• Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Faidley  P.0  Box  5345  Grand  Island.  NE  68802 

Office:  (308)  382-3994  1-800-233-3994  FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-94 

Phone  (402)  466-S259  or  1 -£00-633-5462  494 

LINCOLN 


BURN 

CARE 

NEBRASKA 


BURN 

CARE 


NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-94 


eye. 


j surgical 
: associates 


5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 

(402)  489-8838  (402)  483-7700 

or 

1-800-633-5462 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva.  Nebraska 
Nebraska  City.  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-94 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Heidnck,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L Hodge,  M.D.,  F.A.C.O.G. 

Gregory  W.Heidrick,  M.D , F.A.C.O.G 

Yvonne  K.  Davenport,  M D . F.A.C.O.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

r—  24  HOURS  - 7 DAYS  A WEEK  — i 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME * 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-94 

rm 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Fteckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified  or  Board  Eligible 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 
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NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

1919  South  40th  Street 

(402)489-6554 

Suite  300 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-94 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

1919  South  40th  Street  (402)  489-6554 

Suite  300  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-94 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  493-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  100*  Lincoln.  NE  68510  11  94 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 

| P.C.^ 


•GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  • HAND  SURGERY 
•JOINT  DISEASE  & TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 
•CHILDRENS  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-94 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 


9-94 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 


Benjamin  R.  Gelber,  M.D. 
LouisJ.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 


Phone:  402-475-4948 

10-94 
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pathology 

medical 

services 


© 


A Nichols  Institute  Affiliate 


SAMUELE.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D, 
DEBORAH  K.  DAVIDSON.  D O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D, 
GEORGE  E.GAMMEL,  M.D, 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.KUTSCH,  M.D. 
STEFFAN  R.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT F.  SHAPIRO,  M.D. 
AINA  I.  SILENIEKS,  M.D. 
DANIEL  J.  TILL.  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 


6-94 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-94 


Jtrairie  surgical 

ASSOCIATES  P C 


John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 


Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-94 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  2221  South  17th  Street 
Lincoln,  Nebraska  68502 

B-94 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  6851 0 
(402)  489-8888  9.94 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-94 


OMAHA 


T TE°logy 

v-^enterr 


Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  FAC.S.  R.  Michael  Kroeger,  M.D.,  FAC.S. 

Harvey  A.  Konigsderg,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  FAC.S. 

Jeoffrey  Deeths,  M.D.,  FAC.S.  Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 


Ill  S.  90th  Street 
Omaha,  NE  68114 
(402)  397-9800 
800-882-4770 


• Satellite  Clinic 
Papillion,  NE 


3-95 
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BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  ne  68124 
(402)398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

D.  Randall  Pritza,  M.D. 

• 'J.Qt: 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-94 


Eye  Physicians 
Omaha 

4353.  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 

Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 

Michael  A.  Halsted,  M.D. 

Kathryn  E.  Hodges,  M.D. 

11-94 
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Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8662  CASS  ST. 

402-397-7400 

FREMONT  • 415  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
in  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


COLUMBUS  • 2363  18lh  AV. 

402-563-3379 

NORFOLK  - 1 300  NEBRASKA  AV. 

402-379-3250 

GRAND  ISLAND  • 1806  N.  CLEBURN 

308-381-1700 

3-95 


I FIRST 


EVE 


ASSOCIATES 

Building  Ljxjn  a Proud  Heritage 
of  F-\|x*n  Eye  Care 


Stanley  M.  Truhlsen.  M.D.. 
emeritus 

C.  Rex  Latta.  M.D. 


John  W.  Pemberton.  M.D. 


John  T.  Ramsell.  M.D. 

Donald  L.  Arkfeld,  M.D. 
Raymond  M.  Crossman.  111.  M.D. 
D.  Francis  Arkfeld,  M.D. 


Camilla  R.  Parson.  M.D. 

Michael  L.  Goldstein.  M.D. 
Since  ihhg 


8in  Dodge  St. 
Omaha.  NE 
681  14-41  15 
(4021  390-81 1 I 

2IO  Regency  Pkvvy 
Omaha.  NE 
68 1 1 4-3726 
(402)  391-3131 

4242  Famam  St. 
Omaha.  NE 
68131-2810 
(402)  552-2300 

3353  L S(. 

Omaha.  NE 
68107-2500 
(4021  390-81 1 I co 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleaon,  M.D. 
Michael  C.  Longley,  M.D. 

Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


402-397-6661 

9110  West  Dodge  Road,  Suite  290  East 
Omaha,  Nebraska  68114-3359 

8-94 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D.  FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D.  BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D.  R.  MICHAEL  GROSS.  M.D. 

T.  KEVIN  O'MALLEY,  M.D.  TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.TIEDEMAN,  M.D. 

Hand  Surgery  Disorders: 

Joint  Replacement  • The  Spine  & Knee 

Sports  Medicine  • Foot  & Ankle 

Work  Related  Injuries  & Evaluations  • Shoulders  Elbow 

CALLS  ANSWERED  24  HOU  RS 

771 0 Mercy  Rd.  Suite  500 399-8550 

Appointments 399-8484  Billing 399-9301 

3-95 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 

After  Hours 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 

390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
John  L.  Bluhm 

Administrator  11-94 
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wm  - me 

PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  MeFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  "P  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1.95 


7441  ’O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


gTTiT? 

OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbluff,  Nebraska  69361 


Phone:  (308)  635-391 1 

Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA 

(308)  284-401 1 

9.  SIDNEY 

(308)  635-3911 


10.  KIMBALL 

(308)  635-3911 


TIME  FOR  A MOVE? 

Practice  opportunities  for  IM,  FR  OB/GYN,  Peds. 


"We  won’t  sell  you  on  a practice  - 
if  we  don’t  have  it,  we’ll  find  it." 


Nebraska 

45+  Cities 

Omaha 

Lincoln 

Hastings 

Norfolk 

Imperial 

Papillion 


National 

750+Cities 

Tampa 
Kansas  City 
Chicago 
Cincinnati 
Des  Moines 
St.  Louis 


Every  City,  town  and  community  in  the  country 


Inc. 

M-F  lam-7  pm,  sat  1 1 -4pm  CST 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full  -time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  IA  50021,  phone  1-800- 
729-7813  or  51 5-964-2772. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island,  NE  68801. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  I A,  5002 1 , phone  1 -800-729-781 3 . 

FAMILY  PRACTICE:  Excellent  opportunity  for  BC/ 
BE  family  practitioner  to  join  busy,  well  established 
multi-specialty  clinic.  Share  call  with  eight  FP  part- 
ners, no  ER.  Excellent  benefit  package  includes 
malpractice  insurance,  health  and  life  insurance, 
relocation  expense  and  CME  benefits.  Kearney  is  an 
excellent  University  town  of  30,000,  family  oriented 
with  excellent  schools  and  a strong,  progressive 
economy,  and  a diverse  array  of  recreational  and 
cultural  activities.  For  more  information  contact  Ryan 
Page  at  (308)  237-2141  or  write  to  Kearney  Clinic, 
P.C.,  211  West  33rd  Street,  Kearney,  NE  68848. 

EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  North  Memorial  Medical  Center  primary  care 
network.  Openings  are  available  for:  Family  Practice, 
Internal  Medicine  and  OB/GYN  physicians,  and 
Physician  Assistants.  These  opportunities  offer  stabil- 
ity without  sacrificing  autonomy.  Single  and  multi- 
specialty groups  in  urban,  suburban,  and  semi-rural 
settings.  Teaching  opportunities  with  North/Univer- 
sity of  Minnesota  residency  program.  Competitive 
compensation  structures  and  flexible  schedules  with 
independent  or  hospital  owned  group  practices. 
Immediate  access  to  Minneapolis/St.  Paul  attrac- 
tions. Central  to  Minnesota's  abundant  lakes  coun- 
try. If  you  are  BC/BE  send  your  CV  or  call  in 
confidence:  North  Medical  Programs,  North  Memo- 
rial Medical  Center,  3300  Oakdale  Ave.  North, 
Robbinsdale,  MN  55422-2900.  Nationwide  and 
Canada  1-800-275-4790. 


INTERNAL  MEDICINE,  FAMILY  PRACTICE  AND 
OB-GYN  PRACTICE  OPPORTUNITIES:  Rural  lake 
country  community  is  seeking  the  above  practitio- 
ners to  join  an  active  12  physician  multispecialty 
group.  Quality,  comfortable  living  environment,  mul- 
tiple recreational  activities,  fine  educational  oppor- 
tunities and  cultural  activities  abound.  Opportunity 
includes  relaxed  call,  liberal  salary  and  exceptional 
benefits.  Send  curriculum  vitae  or  inquiries  to:  Lake 
Region  Clnic,  P.C.,  Attention  Joel  Rotvold,  P.O.  Box 
1 100,  Devils  Lake,  ND  58301,  or  call  collect  at  701- 
662-2157  for  further  information. 

MEDISOFT  ADVANCED  is  accounts  receiveable, 
insurance  billing,  practice  management,  appoint- 
ment scheduling,  and  MUCH  MORE!  Delivering 
state-of-the-art  features  with  unparalleled  ease  of 
use!  Even  electronic  claims  processing!  Call  T.  W. 
Associates,  1-800-862-7762. 

FAMILY  PRACTICE:  Excellent  opportunity  for  BC/ 
BE  family  practitioner  to  join  well  established  clinic  in 
Cozad,  Nebraska.  Cozad  is  an  All  American  Commu- 
nity located  in  central  Nebraska.  Excellent  benefit 
package  offered  with  an  excellent  income  guaran- 
tee. Interested  physicians  send  CV  to:  Physician 
Recruitment,  Box  108,  Cozad,  NE  69130,  or  call 
(308)  784-2261. 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure,  Executive  Vice  President 
8502  West  Center  Road,  P 0 Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68 144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen,  Executive  Director 
3624  Fam am  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave  , #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106- 1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr  , #204,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 
6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph  D , Director 
4600  Valley  Road,  Lincoln,  NE  685 10 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
16 18  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  New  port  Ave .,  #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D.,  President 
2808  S.  80th  Ave. , #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave  . , #208,  Omaha,  NE  68 152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave. , #30 1,  Omaha,  NE  68152-2116 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave  , #308.  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
Peter  E.  Diedrichsen,  M.D.,  President 
233  So.  13thSt, Suite  1512, Lincoln, NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown,  PA-C,  President 
P.O.  Box  3 1280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  ,68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA.  President 
625  S.  14th  St.,  #200,  Lincoln, NE  68508 
Nebraska  Association  of  Pathologists 
Samuel  E.  Boon,  M.D.,  President 
601  North  30  th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph  D.  Lynch,  M.D.,  President 
UNMC  - 600  §. 42nd  St  , Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L Filipi,  Executive  Director 
7101  Newport  Ave  ,#201,  Omaha,  NE  68152-2 158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes,  Administrator 
3001  Douglas,  7th  Floor  N.,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Dnve,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D  , President 
233  S.  13th  Street,  Suite  15 12,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St. , Lincoln,  NE  685 10 


Nebraska  Department  of  Health 

Mark  B Horton,  M.D.,  M.S.P.H.,  Director 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O.  Box  5232,  Grand  Island,  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

WilUam  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L Schellpeper,  Executive  Secretary 
233  So.  13th  St„  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941 0 Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E 22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D 
2221 S.  17thSt.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
622 1 South  58th  Street,  Suite  A,  Lincoln,  NE  685 16 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Mark  Diercks,  M.D  , President 
2206 S.  lOthSt., Omaha, NE68108 
Nebraska  Radiological  Society 
Joseph  M.  Stavas,  M.D.,  President 
233  S.  13th  St.,  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  • 

American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D.,  President 
2205  S.  10th  St.,  Omaha,  NE  68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121 S.  56th St.,  Lincoln, NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

Raymond  Schulte,  M.D.,  Chairman 
4239  Famam  St. , #734,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D  , President 
233  So.  13th  St.,  Suite  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 
Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  68516 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln, NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D,  President 
1 1 1 S.  90  th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W 2nd  St.,  P.O  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68 1 14 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 

830 1 Dodge  St . , Omaha,  NE  68 1 14,  (402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Carol  A Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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The  prescription  for  changing 
telephone  needs 


Telrad’s  Key  Bx  816  business  telephone  system  expands  to  meet 
the  demands  of  your  growing  practice. 

• Cost  effective  plug-in  modules  let  you  expand  from  four  to  eight  central  office  lines 
and  from  eight  to  sixteen  phones 

• Choose  from  a variety  of  station  instruments  to  precisely  meet  your  office  needs 

• Many  timesaving  features  including  Direct  Station  Selection  and  Busy  Lamp  Field 

• Full-featured  capabilities  at  an  affordable  price 


Save  5% 


now  on  the 
purchase  of 
a Telrad  Key  Bx  81 6 system  with  your 
Nebraska  Medical  Association  membership. 
The  Association  will  also  receive  non-dues 
income  from  your  purchase. 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/331-0607 
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Medical  Services 


Specialists  in  Medical 
Liability  Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

For  more  information  contact 
Don  Morgan,  Medical  Marketing  Specialist 
2600  Westown  Parkway 
P.O.  Box  65459 

West  Des  Moines,  Iowa  50265-0459 
800.362.2480 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
contact  your  independent  insurance  agent  or  Don  Morgan. 


Treating  Cancer  Takes 
Teamwork 


I^oday,  leading  cancer  experts  are  combining 
sophisticated  treatment  modalities  — surgery, 
chemotherapy  and  radiation  therapy  — with 
increasingly  better  results.  This  type  of  care  requires 
new  levels  of  collaboration  between  surgeons, 
medical  oncologists,  radiation  oncologists, 
radiologists,  pathologists  and  other  health  care 
professionals. 

The  Methodist  Cancer  Center  was  designed  from 
the  ground  up  to  foster  an  interdisciplinary 
approach  to  cancer  care.  In  this  special  setting , 
up  to  two  dozen  doctors  contribute  their 
expertise  and  understanding  of  cancer  care. 
Tljey  confer  weekly  to  develop  comprehensive 
treatment  plans  for  people  who  have  been 
diagnosed  with  cancer. 

Interdisciplinary  care  teams,  composed  of 
specialty  physicians,  oncology  nurses,  pharmacists, 
therapists,  dietitians,  counselors,  social  workers  and 
chaplains  and  guided  by  a medical  oncologist, 
provide  care  at  the  Methodist  Cancer  Center.  They 
coordinate  services  to  meet  the  patient's  home 
health  care  needs  and  meet  regularly  to  assess 
patient  progress.  The  patient's  primary  physician 
receives  regular  updates  and  participates  in  follow- 
up care. 

For  more  information  on  the  services  available 
through  the  Methodist  Cancer  Center  or  to  refer  a 
patient,  call  the  Physicians’  Priority  Line, 
1-800-627-6363. 


“The  Methodist  Cancer  Center  will 
enhance  patient  care  by  integrating 
multiple  cancer  treatment  specialists 
and  services  in  a single  location.” 

David  Silverberg.  MD, 
medical  oncologist 


& 

METHODIST 

CANCER  CENTER 

8303  DODGE  ST.,  OMAHA,  NE 

Located  adjacent  to  Methodist  Hospital 


Chances  are,  your  next  trauma  patient 
survived  an  accident  like  this. 


^Tianks  to  improved  emergency  medical  care, 
you'll  be  treating  more  patients  who  have  survived 
severe  accidents. 

Surviving  is  one  thing.  Learning  to  walk,  returning 
to  work  or  having  fun  again  is  another. 

With  medical  rehabilitation,  there's  a good  chance 
that  your  patients  can  recover  and  avoid  long  term 
care,  improve  their  quality  of  life  and  save  thousands 
of  dollars. 

For  information  on  referrals  or  admission,  contact 
Darlene  Barker,  RN  at  402-483-9525  or  800-676-5448. 


Madonna  Rehabilitation  Hospital 

5401  South  Street  • Lincoln.  N'E  68506 
On-site  family  lodging  available 


Nebraska's  comprehensive  medical  rehabilitation  facility  for  children  and  adults 


Storz 

Cancer  Institute 


Living  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patterns'  physical , 
emotional , social  and  spiritual  needs.  Storz  Cancer  Institute  proi’ides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 


Cancer  Support  Team 

Storz  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  services  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physi- 
cal  therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 


For  more  information , call  the  Storz  Cancer  Institute  at  402-552-6932 
or  call  MD  Source  toll-free  at  1 - 800-552-5552 . 


ITT-  CLARKSON 

. HOSPITAL 


44th  & Dewey  Avenue  • Omaha,  Nebraska 
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FOR  THE  NASAL  AND 
NON-NASAL  SYMPTOMS 
OF  SEASONAL 
ALLERGIC  RHINITIS 


A 

Clear  Choice  In 
Antihistamine 
Therapy 


• Proven  efficacy 


• Once-a-day  dosing 


• Low  incidence  of  adverse  effects 


Clear  Benefits 
From  Start  To  Finish 


Nonsedating* 


The  incidence  of  sedation  with 
CLARITIN  Tablets  (8%)  was  similar 
to  that  of  placebo  (6%)  at  the 
recommended  dose. 


CLARITIN  Tablets  started  working  A 
in  some  patients  in  as  soon  as 
30  minutes;  65%  of  patients 
experienced  relief  within  2 hours. ' 


Rapid-actingf 


In  controlled  clinical  trials  using  the  recommended  dose,  the 
incidence  of  headache  (12%),  somnolence  (8%),  fatigue  (4%), 
and  dry  mouth  (3%)  with  CLARITIN  Tablets  was  similar  to  that 
of  placebo  (11%,  6%,  3%,  and  2%,  respectively). 

• Over  1 billion  patient  days  of 
worldwide  experience 


* In  studies  with  CLARITIN  Tablets  at  doses  2 to  4 times  higher  than  the  recommended  dose 
of  10  mg,  a dose-related  increase  in  the  incidence  of  somnolence  was  observed. 

t Relief  began  in  13%  of  treated  patients  vs  4%  of  placebo-treated  patients  within 
30  minutes  IP-  04).  At  2 hours,  48%  of  patients  receiving  placebo  experienced  relief. 
Distribution  of  onset  bmes  was  significantly  earlier  for  CLARITIN  Tablets  vs  placebo  tP=03) 

Please  see  following  page  for  brief  summary  of  Prescribing  Information. 


Once-a-day 


Claritin 

sm(bratadine) 


CLARITIN® 

brand  of  loratadine 

TABLETS 


PRODUCT 

INFORMATION 


Long-Acting  Antihistamine 


DESCRIPTION  CLARITIN  Tablets  contain  1 0 mg  micromzed  loratadine.  an 
antihistamine,  to  be  administered  orally.  They  also  contain  the  following 
inactive  ingredients:  corn  starch,  lactose,  and  magnesium  stearate 

Loratadine  is  a white  to  off-white  powder  not  soluble  in  water,  but  very 
soluble  in  acetone,  alcohol,  and  chloroform.  It  has  a molecular  weight  of 
382  89.  and  empirical  formula  of  CaHnCIN202;  its  chemical  name  is  ethyl  4- 
(8-chloro-5.6-dihydro-1 1 W-benzo[5,6]cyclohepta[1 ,2-fi]pyridin-1 1 -ylidene)- 
1-piperidmecarboxylate  and  has  the  following  structural  formula: 

°*  ,oc2h5 

6 

CLINICAL  PHARMACOLOGY  Loratadine  is  a long-acting  tricyclic  antihista- 
mine with  selective  peripheral  histamine  H,-receptor  antagonistic  activity. 

Human  histamine  skin  wheal  studies  following  single  and  repeated  1 0 mg 
oral  doses  of  CLARITIN  Tablets  have  shown  that  the  drug  exhibits  an  anti- 
histaminic  effect  beginning  within  1 to  3 hours,  reaching  a maximum  at  8 to 
12  hours  and  lasting  in  excess  of  24  hours.  There  was  no  evidence  of  toler- 
ance to  this  effect  after  28  days  of  dosing  with  CLARITIN  Tablets. 

Pharmacokinetic  studies  following  single  and  multiple  oral  doses  of  lo- 
ratadine in  115  volunteers  showed  that  loratadine  is  rapidly  absorbed  and 
extensively  metabolized  to  an  active  metabolite  (descarboethoxyloratadme). 
The  specific  enzyme  systems  responsible  for  metabolism  have  not  been 
identified.  Approximately  80%  of  the  total  dose  administered  can  be  found 
equally  distributed  between  urine  and  feces  in  the  form  of  metabolic  prod- 
ucts after  10  days.  The  mean  elimination  half-lives  found  in  studies  in  nor- 
mal adult  sublets  (n  = 54)  were  8.4  hours  (range  = 3 to  20  hours)  for 
loratadine  and  28  hours  (range  = 8 8 to  92  hours)  for  the  major  active 
metabolite  (descarboethoxyloratadme).  In  nearly  all  patients,  exposure  (AUC) 
to  the  metabolite  is  greater  than  exposure  to  parent  loratadine. 

In  a study  involving  twelve  healthy  geriatric  subjects  (66  to  78  years  old), 
the  AUC  and  peak  plasma  levels  (Cmax)  of  both  loratadine  and  descarbo- 
ethoxyloratadme  were  significantly  higher  (approximately  50%  increased) 
than  in  studies  of  younger  subjects  The  mean  elimination  half-lives  for  the 
elderly  subjects  were  1 8 2 hours  (range  = 6.7  to  37  hours)  for  loratadine  and 
17.5  hours  (range  = 11  to  38  hours)  for  the  active  metabolite. 

Loratadine,  dosed  once  daily,  had  reached  steady-state  by  the  fifth  daily 
dose.  The  pharmacokinetics  of  loratadine  and  descarboethoxyloratadme  are 
dose  independent  over  the  dose  range  of  10  to  40  mg  and  are  not  signifi- 
cantly altered  by  the  duration  of  treatment. 

In  the  clinical  efficacy  studies,  CLARITIN  Tablets  were  administered  be- 
fore meals.  In  a single-dose  study,  food  increased  the  AUC  of  loratadine  by 
approximately  40%  and  of  descarboethoxyloratadme  by  approximately  1 5% 
The  time  to  peak  plasma  concentration  (Tmax)  of  loratadine  and  descarbo- 
ethoxyloratadine  was  delayed  by  1 hour  with  a meal.  Although  these  differ- 
ences would  not  be  expected  to  be  clinically  important,  CLARITIN  Tablets 
should  be  administered  on  an  empty  stomach. 

In  patients  with  chronic  renal  impairment  (Creatinine  Clearance 
< 30  mL/min)  both  the  AUC  and  peak  plasma  levels  (Cmax)  increased  on 
average  by  approximately  73%  for  loratadine;  and  approximately  by  120% 
for  descarboethoxyloratadme.  compared  to  individuals  with  normal  renal 
function.  The  mean  elimination  half-lives  of  loratadine  (7.6  hours)  and 
descarboethoxyloratadme  (23.9  hours)  were  not  significantly  different  from 
that  observed  in  normal  subjects.  Hemodialysis  does  not  have  an  effect  on 
the  pharmacokinetics  of  loratadine  or  its  active  metabolite  (descarboethoxy- 
loratadine)  in  subjects  with  chronic  renal  impairment. 

In  patients  with  chronic  alcoholic  liver  disease  the  AUC  and  peak  plasma 
levels  (Cmax)  of  loratadine  were  double  while  the  pharmacokinetic  profile  of 
the  active  metabolite  (descarboethoxyloratadme)  was  not  significantly 
changed  from  that  in  normals.  The  elimination  half-lives  for  loratadine  and 
descarboethoxyloratadme  were  24  hours  and  37  hours,  respectively,  and 
increased  with  increasing  severity  of  liver  disease 

There  was  considerable  variability  in  the  pharmacokinetic  data  in  all  stud- 
ies of  CLARITIN  Tablets,  probably  due  to  the  extensive  first-pass  metabolism 
Individual  histograms  of  area  under  the  curve,  clearance,  and  volume  of  dis- 
tribution showed  a log  normal  distribution  with  a 25-fold  range  in  distribu- 
tion in  healthy  subjects. 

Loratadine  is  about  97%  bound  to  plasma  proteins  at  the  expected  con- 
centrations (2.5  to  1 00  ng/mL)  after  a therapeutic  dose.  Loratadine  does  not 
affect  the  plasma  protein  binding  of  warfarin  and  digoxin.  The  metabolite 
descarboethoxyloratadme  is  73%  to  77%  bound  to  plasma  proteins  (at  0.5 
to  100  ng/mL). 

Whole  body  autoradiographic  studies  in  rats  and  monkeys,  radiolabeled 
tissue  distribution  studies  in  mice  and  rats,  and  in  vivo  radioligand  studies 
in  mice  have  shown  that  neither  loratadine  nor  its  metabolites  readily  cross 
the  blood-brain  barrier  Radioligand  binding  studies  with  guinea  pig  pulmo- 
nary and  brain  H,-receptors  indicate  that  there  was  preferential  binding  to 
peripheral  versus  central  nervous  system  H,-receptors 

Clinical  trials  of  CLARITIN  Tablets  involved  over  10,700  patients  who  re- 
ceived either  CLARITIN  Tablets  or  another  antihistamine  and/or  placebo  in 
double-blind  randomized  controlled  studies.  In  placebo-controlled  trials, 
10  mg  once  daily  of  CLARITIN  Tablets  was  superior  to  placebo  and  similar 
to  clemastine  (1  mg  BID)  or  terfenadme  (60  mg  BID)  in  effects  on  nasal  and 
non-nasal  symptoms  of  allergic  rhinitis.  In  these  studies,  somnolence  oc- 
curred less  frequently  with  CLARITIN  Tablets  than  with  clemastine  and  at 
about  the  same  frequency  as  terfenadine  or  placebo.  In  studies  with 
CLARITIN  Tablets  at  doses  2 to  4 times  higher  than  the  recommended  dose 


of  10  mg.  a dose-related  increase  in  the  incidence  of  somnolence  was 
observed.  Therefore,  some  patients,  particularly  those  with  hepatic  or  renal 
impairment  and  the  elderly,  may  experience  somnolence. 

In  a study  in  which  CLARITIN  Tablets  were  administered  at  4 times  the 
clinical  dose  for  90  days,  no  clinically  significant  increase  in  the  QTc  was  seen 
on  ECGs 

INDICATIONS  AND  USAGE  CLARITIN  Tablets  are  indicated  for  the  relief  of 
nasal  and  non-nasal  symptoms  of  seasonal  allergic  rhinitis. 

CONTRAINDICATIONS  CLARITIN  Tablets  are  contraindicated  in  patients 
who  are  hypersensitive  to  this  medication  or  to  any  of  its  ingredients. 
PRECAUTIONS  General:  Patients  with  liver  impairment  should  be  given  a 
lower  initial  dose  (10  mg  every  other  day)  because  they  have  reduced  clear- 
ance of  CLARITIN  Tablets. 

Drug  Interactions:  The  coadministration  of  a single  20  mg  dose  of 
CLARITIN  Tablets  (double  the  recommended  daily  dose)  and  a 200  mg  dose 
of  ketoconazole  twice  daily  to  1 2 subjects  resulted  in  increased  plasma  con- 
centrations of  loratadine  (180%  increase  in  AUC)  and  its  active  metabolite, 
descarboethoxyloratadme  (56%  increase  in  AUC).  However,  no  related 
changes  were  noted  in  the  QTc  on  ECGs  taken  at  2. 6.  and  24  hours  after  the 
coadministration  of  loratadine  and  ketoconazole.  Also,  there  were  no  sig- 
nificant differences  in  clinical  adverse  events  between  CLARITIN  Tablet 
groups  with  or  without  ketoconazole 

Other  drugs  known  to  inhibit  hepatic  metabolism  should  be  coadminis- 
tered with  caution  until  definitive  interaction  studies  can  be  completed.  The 
number  of  subjects  who  concomitantly  received  macrolide  antibiotics,  cime- 
tidme,  ranitidine,  or  theophylline  along  with  CLARITIN  Tablets  in  controlled 
clinical  trials  is  too  small  to  rule  out  possible  drug-drug  interactions.  There 
does  not  appear  to  be  an  increase  in  adverse  events  in  subjects  who  received 
oral  contraceptives  and  CLARITIN  Tablets  compared  to  placebo 

Carcinogenesis.  Mutagenesis,  and  Impairment  of  Fertility:  In  an  18- 
month  oncogenicity  study  in  mice  and  a 2-year  study  in  rats,  loratadine  was 
administered  in  the  diet  at  doses  up  to  40  mg/kg  (mice)  and  25  mg/kg 
(rats).  In  the  carcinogenicity  studies,  pharmacokinetic  assessments  were 
carried  out  to  determine  animal  exposure  to  the  drug  AUC  data  demon- 
strated that  the  exposure  of  mice  given  40  mg/kg  of  loratadine  was  3.6 
(loratadine)  and  18  (active  metabolite)  times  higher  than  a human  given 
10  mg/day.  Exposure  of  rats  given  25  mg/kg  of  loratadine  was  28  (lorata- 
dine) and  67  (active  metabolite)  times  higherthan  a human  given  10  mg/day. 
Male  mice  given  40  mg/kg  had  a significantly  higher  incidence  of  hepato- 
cellular tumors  (combined  adenomas  and  carcinomas)  than  concurrent  con- 
trols. In  rats,  a significantly  higher  incidence  ot  hepatocellular  tumors 
(combined  adenomas  and  carcinomas)  was  observed  in  males  given 
10  mg/kg  and  males  and  females  given  25  mg/kg.  The  clinical  significance 
of  these  findings  during  long-term  use  of  CLARITIN  Tablets  is  not  known. 

In  mutagenicity  studies,  there  was  no  evidence  of  mutagenic  potential  in 
reverse  (AMES)  or  forward  point  mutation  (CHO-HGPRT)  assays,  or  in  the 
assay  for  DNA  damage  (Rat  Primary  Hepatocyte  Unscheduled  DNA  Assay) 
or  in  two  assays  for  chromosomal  aberrations  (Human  Peripheral  Blood 
Lymphocyte  Clastogenesis  Assay  and  the  Mouse  Bone  Marrow  Erythrocyte 
Micronucleus  Assay).  In  the  Mouse  Lymphoma  Assay,  a positive  finding 
occurred  in  the  nonactivated  but  not  the  activated  phase  of  the  study 

Loratadine  administration  produced  hepatic  microsomal  enzyme  induc- 
tion in  the  mouse  at  40  mg/kg  and  rat  at  25  mg/kg,  but  not  at  lower  doses. 

Decreased  fertility  in  male  rats,  shown  by  lower  female  conception  rates, 
occurred  at  approximately  64  mg/kg  and  was  reversible  with  cessation  of 
dosing.  Loratadine  had  no  effect  on  male  or  female  fertility  or  reproduction 
in  the  rat  at  doses  of  approximately  24  mg/kg. 

Pregnancy  Category  B:  There  was  no  evidence  of  animal  teratogenicity 
in  studies  performed  in  rats  and  rabbits  There  are.  however,  no  adequate 
and  well-controlled  studies  in  pregnant  women  Because  animal  reproduc- 
tion studies  are  not  always  predictive  of  human  response.  CLARITIN  Tablets 
should  be  used  during  pregnancy  only  if  clearly  needed 

Nursing  Mothers:  Loratadine  and  its  metabolite,  descarboethoxylorata- 
dine,  pass  easily  into  breast  milk  and  achieve  concentrations  that  are  equiv- 
alent to  plasma  levels  with  an  AUC^/AUC,*,,™  ratio  of  1.17  and  0.85  for  the 
parent  and  active  metabolite,  respectively.  Following  a single  oral  dose  of 
40  mg,  a small  amount  of  loratadine  and  metabolite  was  excreted  into  the 
breast  milk  (approximately  0.03%  of  40  mg  over  48  hours).  A decision 
should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother.  Caution  should 
be  exercised  when  CLARITIN  Tablets  are  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  12 
years  have  not  been  established. 

ADVERSE  REACTIONS  Approximately  90,000  patients  received  CLARITIN 
Tablets  10  mg  once  daily  in  controlled  and  uncontrolled  studies.  Placebo- 
controlled  clinical  trials  at  the  recommended  dose  ot  10  mg  once  a day  var- 
ied from  2 weeks’  to  6 months'  duration.  The  rate  of  premature  withdrawal 
from  these  trials  was  approximately  2%  in  both  the  treated  and  placebo 
groups. 


REPORTED  ADVERSE  EVENTS  WITH  AN  INCIDENCE  OF  MORE  THAN  2% 
IN  PLACEBO-CONTROLLED  ALLERGIC  RHINITIS  CLINICAL  TRIALS 
PERCENT  OF  PATIENTS  REPORTING 


LORATADINE 

10  mg  QD 
n * 1 926 

PLACEBO 

n = 2545 

CLEMASTINE 

1 mg  BID 
n = 536 

TERFENADINE 

60  mg  BID 
n = 684 

Headache 

12 

11 

8 

8 

Somnolence 

8 

6 

22 

9 

Fatigue 

4 

3 

10 

2 

Dry  Mouth 

3 

2 

4 

3 

Adverse  event  rates  did  not  appear  to  differ  significantly  based  < 
or  race,  although  the  number  of  non-white  subjects  was  relative 

In  addition  to  those  adverse  events  reported  above,  the  followi 
events  have  been  reported  in  2%  or  fewer  patients. 

Aulonow/c  Nervous  System  Altered  salivation,  increased 
altered  lacrimation.  hypoesthesia.  impotence,  thirst,  flushing. 

Body  As  A Whole  Conjunctivitis,  blurred  vision,  earache 
tinnitus,  asthenia,  weight  gam,  back  pain,  leg  cramps,  malaise, 
rigors,  fever,  aggravated  allergy,  upper  respiratory  infection,  ani 
edema. 

Cardiovascular  System  Hypotension,  hypertension,  palpita 
cope,  tachycardia. 

Central  and  Peripheral  Nervous  System  Hyperkinesia,  bleph 
paresthesia,  dizziness,  migraine,  tremor,  vertigo,  dysphoma 

Gastrointestinal  System  Abdominal  distress,  nausea,  vomi 
lence.  gastritis,  constipation,  diarrhea,  altered  taste,  increase 
anorexia,  dyspepsia,  stomatitis,  toothache. 

Musculoskeletal  System  Arthralgia,  myalgia. 

Psychiatric  Anxiety,  depression,  agitation,  insomnia,  paromri, 
impaired  concentration,  contusion,  decreased  libido,  nervousne 

Reproductive  System  Breast  pain,  menorrhagia,  dysmenorrhe 

Respiratory  System  Nasal  dryness,  epistaxis,  pharyngitis 
nasal  congestion,  coughing,  rhinitis,  hemoptysis,  sinusitis,  snee 
chospasm.  bronchitis,  laryngitis. 

Skin  and  Appendages  Dermatitis,  dry  hair,  dry  skin,  urticaria 
ritus,  photosensitivity  reaction,  purpura. 

Urinary  System  Urinary  discoloration,  altered  micturition. 

In  addition,  the  following  spontaneous  adverse  events  have  bei 
rarely  during  the  marketing  of  loratadine:  peripheral  edema;  ab 
patic  function,  including  jaundice,  hepatitis,  and  hepatic  necrosi: 
seizures;  breast  enlargement;  erythema  multiforme:  and  anaphy 

DRUG  ABUSE  AND  DEPENDENCE  There  is  no  information  to  ir 
abuse  or  dependency  occurs  with  CLARITIN  Tablets. 

OVERDOSAGE  Somnolence,  tachycardia,  and  headache  hav 
ported  with  overdoses  greater  than  10  mg  (40  to  180  mg).  In  II 
overdosage,  general  symptomatic  and  supportive  measures 
instituted  promptly  and  maintained  for  as  long  as  necessary. 

Treatment  of  overdosage  would  reasonably  consist  of  erne: 
syrup),  except  in  patients  with  impaired  consciousness,  followed 
ministration  of  activated  charcoal  to  absorb  any  remaining  drug, 
is  unsuccessful,  or  contraindicated,  gastric  lavage  should  be 
with  normal  saline.  Saline  cathartics  may  also  be  of  value  for  ra| 
of  bowel  contents.  Loratadine  is  not  eliminated  by  hemodialysi 
known  if  loratadine  is  eliminated  by  peritoneal  dialysis. 

Oral  LDsu  values  for  loratadine  were  greater  than  5000  mg/kg 
mice.  Doses  as  high  as  10  times  the  recommended  clinical  dos 
no  effects  in  rats,  mice,  and  monkeys. 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  12  years 
over:  One  10  mg  tablet  daily  on  an  empty  stomach. 

In  patients  with  liver  failure,  10  mg  every  other  day  should  tx 
ing  dose 

HOW  SUPPLIED  CLARITIN  Tablets,  10  mg,  white  to  off-white  ci 
tablets,  impressed  with  the  product  identification  number  45 
side;  and  "CLARITIN  10"  on  the  other;  high  density  polyethylene | 
ties  of  100  (NDC  0085-0458-03).  Also  available,  CLARITIN  Umt-ol 
ages  of  14  tablets  (7  tablets  per  blister  card)  (NDC  0085-0458-f 
tablets  (10  tablets  per  blister  card)  (NDC  0085-0458-05);  and  10 
Unit  Dose-Hospital  Pack  (NDC  0085-0458-04). 

Protect  Unit-of-Use  packaging  and  Unit  Dose-Hospital  I 
excessive  moisture.  Store  between  2 and  30’C  (36  and  86  F) 


Schering  Corporation 
Kenilworth,  NJ  07033  USA 

Rev.  9/93 

Copyright  © 1992. 1993,  Schering  Corporation.  All  rights  reservi 


Lower  expenses. 

Higher  returns.  Exceptional  service. 


Higher 

tax-free  yields 


Introducing  the  T.  Rowe  Price  Summit 
Municipal  Intermediate  Fund.  Now  you  can  earn 
higher  tax-free  income  without  incurring  undue  risk 
and  without  sacrificing  service.  The  Summit  Municipal 
Intermediate  Fund  invests  in  an  intermediate-term 
portfolio  of  investment-grade  municipal  bonds.  And, 
the  Fund  employs  a low-expense  strategy  to  achieve 
higher  income,  exempt  from  federal  taxes — without 
the  volatility  of  a long-term  fund.* 

As  a Summit  Fund  investor,  you'll  pay  no  a la  carte  fees  for  services. 
Checkwriting,  exchanges,  and  redemptions  are  free.  You'll  also  receive 
a free  newsletter  and  a single  consolidated  statement  of  your  T.  Rowe 
Price  investments.  And,  you'll  have  access  to  highly  trained  service 
representatives,  who  will  not  only  handle  your  transactions,  but  also 
provide  information  on  the  fixed-income  markets. 

This  is  one  of  six  new  Summit  low-expense  funds  from  T.  Rowe  Price. 

Of  course,  all  T.  Rowe  Price  funds  are  100%  no  load.  Minimum  Summit 
Fund  investment  $25,000. 

Call  24  hours  for  a free 
Summit  Investment  Kit 

1-800-341-5602 


Invest  With  Confidence 

T.RoweRice 

1.2%  is  the  total  return  for  the  four  months  since  inception  10/31/93  to  2/28/94.  This  figure  is  not  annualized.  It  includes  changes  in  principal  value  and  reinvested  dividends.  Total 
return  represents  past  performance.  Investment  returns  and  principal  value  will  vary,  and  shares  may  be  worth  more  or  less  at  redemption  than  at  original  purchase.  “Some  income  may  be 
subject  to  state  and  local  taxes  and  to  the  federal  alternative  minimum  tax.  Yields  and  share  prices  of  bond  funds  will  fluctuate  with  interest  rate  changes.  Request  a prospectus  with  more 
complete  information,  including  management  fees  and  other  charges  and  expenses.  Read  it  carefully  before  you  invest  or  send  money.  T.  Rowe  Price  Investment  Services,  Inc..  Distributor. 


YIELDS 

6.72% 

Tax-equivalent 
36%  tax  rate 

4.30% 

Current  yield  as 
of  3/27/94 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Professional  Full  Service 


MEDICAL  ACCOUNT  COLLECTIONS 

by 

Battling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the  For  more  information  on  our  services,  contact  the 

exclusive  endorsement  of  the  Nebraska  Med-  Nebraska  Medical  Association  office  or  Bartling  and 

ical  Association  in  providing  medical  account  Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
collections.  68516,  (402)  421-1600. 


...a  promise  to 
defend... 


HERE  ARE  THE  FACTS:  Over  25%  of  America's  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL-  when  the  allegations 
are  frivolous,  or  highly  emotional-  you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


THE 


Medical  Protective  Company 

FORT  WAYNE,  INDIANA 

Trofessionaf  ‘Protection  ‘Exclusive fy  since  1899 


A+  (Superior)  A. M. Best 


AA  (Excellent)  Standard  and  Poor's 


*Tte(ka&ki  "TKedicat  /t&tociatitot  e 
fauttcUUtot,  (iMfutriU,  cuut  (itaUeM,  Utt&ievU  fin 


FOUNDATIONS 


BUSINESS  INTERESTS 


OLNEY  FOUNDATION 


HOSPITALS 


BLUE  CROSS  AND  BLUE  SHIELD 
OF  NEBRASKA 

BCBSN-NMA  Health  Care  Plan 
HMO  Nebraska 
PPO  Nebraska 
Medicare  Supplemental 


ARCHBISHOP  BERGAN  MERCY  HOSPITAL 
BISHOP  CLARKSON  MEMORIAL  HOSPITAL 
BRYAN  MEMORIAL  HOSPITAL 
CHILDRENS  HOSPITAL 
GOOD  SAMARITAN  HEALTH  SYSTEMS 
IMMANUEL  MEDICAL  CENTER 
LINCOLN  GENERAL  HOSPITAL 
MARY  LANNING  MEMORIAL  HOSPITAL 
METHODIST  RICHARD  YOUNG  HOSPITAL 
NEBRASKA  METHODIST  HOSPITAL 
ST.  ELIZABETH  COMMUNITY  HEALTH  CENTER 
ST.  FRANCIS  MEDICAL  CENTER 
UNIVERSITY  HOSPITAL/UNMC 


CHIRON  VISION 

Eye  Surgical  Supplies 


MEAD  JOHNSON  NUTRITIONALS 

Enfamil 

Lactofree 

ProSobee 

Sustacal 


MEDICAL  LIABILITY  MUTUAL 
INSURANCE  COMPANY  OF  NEBRASKA 

Physicians'  Professional  Liability  Insuranc 


MEDICAL  PROTECTIVE  COMPANY 

Professional  Liability  Insurance 


MERCK  HUMAN  HEALTH  DIVISION 

Proscar 

Mevacor 

Vasotec 

Zocor 
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MUTUAL  OF  OMAHA  COMPANIES 
GROUP  OPERATION 


W.L.  GORE  & ASSOCIATES, 


Exclusicare  HMO  Option 
Mutually  Preferred  Preferred  Provider  Option 
Mutually  Preferred  Dental 
Group  Life/Disability  Products 


MEDICAL  PRODUCTS  DIVISION 

Stretch  Aortic  GORE-TEX®  Grafts 
Stretch  Vascular  Grafts 
GORE-TEX®  Cardiovascular  Patches 
Dura  Point  Needles  & GORE-TEX®  Suture 


PFIZER  LABS 

Norvasc 

Zithromax 


WYETH-AYERST  LABORATORIES 

Effexor 

Premarin 


Oruvail 

Lodine 


PROCTER  & GAMBLE  PHARMACEUTICALS 

Macrobid 

Didronel 

Entex 


ROERIG  DIVISION,  PFIZER  INC 

Cardura 

Diflucan 

Unasyn 

Zoloft 


ST.  PAUL  FIRE  & MARINE  INSURANCE 
COMPANY 

Physicians'  Professional  Liability 
Professional  Office  Package 


Asacol 


XEROX  CORPORATION 


Copiers 
Fascimilies 
Laser  Printers 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbme-l6a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon!  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 13  4 1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000  s NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed . , p . 176-188 
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3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201) 569-8502 
1-800-237-9083 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  C A 94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  WT.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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Who  do  you  talk  to 
when  your  patients 
show  symptoms  of 
a Post-Traumatic 
Stress  Disorder? 


Post-Traumatic 
Stress  Disorder 

*Flashbacks 
•Nightmares 
•Explosive  Personalities 
•Irritability 

•Lack  of  Concentration 
•Poor  Memory 
•Panic  Attacks 


Post-Traumatic  Stress  Disorder  (PTSD), 
a complex  and  frightening  condition, 
haunts  its  victims  with  traumatic 
experiences  from  their  past,  in  painful, 
recurring  dreams  or  flashbacks,  the 
sufferers  relive  disturbing  events.  The 
disorder  can  strike  anyone  who  has 
survived  violent  crimes,  physical  and 
sexual  abuse,  war  or  disasters.  It  affects 
their  ability  to  function  and  relate  to 
others. 

If  you  have  a patient  you  think  may  be 
suffering  from  PTSD,  call  the  Methodist 
Richard  Young  Consultation  Line.  A free 
service  for  professionals,  the  consultation 
line  can  provide  you  with  information  and 
assist  with  assessments  and  admitting. 

Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 

METHODIST  & 

RICHARD  YOUNG 


Mental  Health  Care 


A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

He. 

Rent/House  Payment  S 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec  # 

Bus,  Phone  ( ) 

Incomes 

No,  of  yeare 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/ House  Payment  S 

Employer/Group 

Address 

Social  Sec  # 

Bus,  Phone  ( ) 

Incomes 

No  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  almony  child  swxi  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accouit  Number 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  ol  age  or  older  and  subied  to  no  legal  disability  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signatixe  Date  Co-Applicant  Signature  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

SO 

Late  Fee.  Overiimit  Fee.  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2.  Overiimit  fee  - $10.00  and  3.  Returned  check 
fee  — $1500 

Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR 

Vanable  Rate  Information 

The  variable  rate  will  be  determined  by  the  “Prime  Rate ' 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March,  June,  September  and  December  The  credit  card  rate  will 
be  the  "Pnme"  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  information  about  the  costs  of  the  card  descnbed  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  pnnted.  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P O Box  7,  Omaha,  NE  68101  -0007  FirsTier*  Bank,  N A,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Imagine  A Medical  Center 
At  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable 
support  for  your  4-J  Enter 
patient  practice.  I 

Enter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center 


Nebraska  Medical  Association  President,  Frederick  F.  Paustian,  M.D.,  receives  a plaque  com- 
memorating increased  membership  by  Nebraska  physicians  in  the  American  Medical  Association. 
The  award  was  presented  at  the  AMA  Leadership  Conference  in  San  Francisco  by  Lonnie  Bristow, 
M.D.,  Chair,  AMA  Board  of  Trustees. 


Timothy  A.  Burd,  a student  of  Creighton  University  School  of  Medicine,  received  the  AMA/Claxo 
Achievement  Award  from  Lonnie  Bristow,  M.D.,  Chair,  AMA  Board  ofTrusteesatthe  AMA  Leadership 
Conference  in  San  Francisco.  The  award  is  presented  to  25  medical  students  annually  in  recognition 
of  exceptional  leadership  abilities  or  achievements  in  non-clinical  community  activities. 
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Health  Care  Delivery  Reform  - Adaptation  Not  Capitulation 


FREDERICK  F.  PAUSTIAN,  M.D. 


The  following  inaugural  address  was  presented  April  30,  1994 


Health  care  delivery  reform,  as  conceived  by 
the  medical  delivery  industry  and  the  govern- 
ment, has  been  the  major  topic  of  debate  and 
concern  among  physicians  for  the  past  year  and 
it  can  be  anticipated  it  will  continue  to  the 
major  topic  for  at  least  the  next  5 years. 

I was  rather  amused  at  the  humor  expressed 
by  Dr.  Donald  J.  Schroeder,  President  of  the 
Oregon  Medical  Association,  when  he  ad- 
dressed the  AOA  initiates  at  the  Creighton 
University  School  of  Medicine  in  early  March 
1994.  So  as  to  avoid  any  potential  insensitivity 
regarding  gender,  race,  ethnic,  and  cultural 
factors,  he  related  the  story  of  the  little  girl 
strawberry  commenting  to  the  little  boy  straw- 
berry, "If  you  had  stayed  in  your  bed  and  I had 
stayed  in  mine  we  wouldn't  be  in  this  jam 
today".  I do  not  believe  the  comment  accu- 
rately reflects  the  consequences  of  our  past 
action.  Medicine  did  stay  in  its  bed,  relative  to 
the  need  for  health  care  delivery  reform,  while 
others  aggressively  got  out  of  their  bed  and 
now  look  at  the  jam  we  are  in  today.  If  we  had 
risen  from  our  comfortable  bed  and  aggres- 
sively sought  medical  care  delivery  reform  and 
cost  containment,  we  very  likely  could  have 
avoided  many  of  the  major  confrontations  with 
which  we  are  currently  faced. 

Organized  medicine  during  the  past  one  to 
two  years  has  undertaken  a tremendous  task,  in 
the  face  of  very  negative  societal  and  govern- 
mental attitude,  of  assessing  our  current  medi- 
cal care  delivery  model  and  analyzing  the  rec- 
ommended health  care  reform  models  of  a 
variety  of  plans.  Medicine  now  recognizes  the 
need  for  significant  health  care  delivery  re- 
forms, and  has  built  a foundation  of  principles 
upon  which  we  can  formulate  an  effective 
health  care  delivery  plan  for  the  nation  with 
adaptations  for  the  respective  states.  These 
principles  will  require  major  modification  of  our 
existing  medical  care  delivery  systems,  educa- 
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tion  and  adaptation  of  physicians  to  those 
systems,  and  acceptance  of  cost  containment 
methods.  However,  these  principles  do  not 
require  capitulation  to  the  ill  conceived  con- 
cepts of  others  who  would  like  to  relegate  the 
medical  profession  to  a submissive  group  of 
subordinates  to  government  and  the  managed 
health  care  industry. 

Let  us  take  a look  at  these  principles  and  my 
perceptions  as  to  where  we  should  position 
ourselves.  I shall  greatly  appreciate  your  com- 
ments in  subsequent  discussions  as  to  alterna- 
tive viewpoints. 

Universal  Health  Care  Insurance  coverage  is 
a laudable  and  highly  desirable  goal  so  as  to 
obtain  at  least  a satisfactory  standard  of  health 
care  for  all  citizens  of  this  country.  However,  it 
does  not  have  to  be  solely  government  owned 
and  issued.  For  the  population  with  income 
above  a reasonable  poverty  level,  it  can  be 
competitively  planned  and  marketed  by  private 
industry  under  appropriate  policies  and  regula- 
tions. Comparable  health  care  insurance  for  the 
indigent,  on  the  other  hand,  is  the  responsibility 
of  society  as  a whole  and,  therefore,  should  be 
planned  and  managed  by  government. 
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Uniform  Access  to  Health  Care  beyond  the 
consideration  of  cost,  which  is  at  least  reduced 
as  a barrier  by  universal  insurance  coverage,  is 
a far  different  problem.  Cultural  diversity  and 
geographic  location  are  two  factors  which  pre- 
vent uniform  access  to  desired  health  care  for 
each  citizen.  A major  effort  must  be  extended 
to  identify  and  strategically  locate  heath  care 
centers  throughout  each  state  with  associated 
transportation  systems  to  at  least  physically 
facilitate  access  to  needed  care.  A physician  in 
every  town  with  a population  of  at  least  1 000  !s 
no  longer  feasible  nor  can  such  a ratio  be 
justified. 

It  is  now  evident  that  Freedom  of  Choice 
must  encompass  multiple  categories  of  deci- 
sions by  individuals.  Initially,  the  concept  of 
freedom  of  choice  related  to  the  selection  of  a 
physician  by  a patient.  Now  it  has  become  a 
matter  of  patient  selection  of  a medical  care 
delivery  company,  a medical  delivery  system 
plan,  followed  by  selection  of  a physician  who 
is  contracted  with  the  company  and  the  plan. 
Futhermore,  there  is  a problem  of  freedom  of 
choice  of  the  physician  to  contract  with  the 
company  and  a medical  care  delivery  plan 
based  on  meeting  certain  company  selection 
criteria.  And,  then  there  are  the  problems  of  de- 
selection of  physicians  as  determined  by  plan 
management  and  the  rights  of  patients  to  select 
out  of  plan  physicians  based  on  their  medical 
care  need.  If  is  my  contention  that  we  must  take 
a very  strong  positive  position  on  the  freedom 
of  choice  of  physicians  by  patients  and  freedom 
of  choice  by  physicians  to  select  the  medical 
care  delivery  plan  with  which  they  wish  to 
contract  and  that  de-selection  of  physicians 
from  plans  can  only  occur  under  the  circum- 
stance of  due  process  based  on  specific  publi- 
cized criteria.  In  addition,  when  patients  have 
the  perceived  need  for  out-of-plan  physician 
health  care,  they  should  be  able  to  select  such 
a physician  service  under  plan  coverage  with 
only  a modest  increase  in  cost. 

Uniform  Basic  Health  Care  Benefits  are  a 
must  for  the  people  of  this  country  but  cover- 
age for  medical  services  beyond  basic  health 
care  must  be  dependent  on  each  state's  and 
individual  citizen's  economic  circumstances. 
The  individual  who  has  the  need  for  health  care 
beyond  that  covered  by  the  plan  should  have 
the  right  to  seek  such  care.  There  should  not  be 
a marked  financial  or  other  penalty  against 
citizens  for  seeking  to  obtain  health  care  from 
legitimate  sources  beyond  that  which  is  cov- 
ered by  their  respective  plan.  There  must  be 
guarantees  within  any  health  care  plan  delivery 
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system  which  protects  the  physician-patient 
relationship  and  provides  for  a sense  of  health 
care  security  on  the  part  of  the  patient. 

Health  Care  Reform  Financing  is  obviously  a 
huge  problem  which  should  not  be  the  sole 
responsibility  of  any  single  resource  such  as 
employers. 

A pluralistic  financing  system  involving  em- 
ployers, government,  and  individuals  which 
requires  health  care  insurance  for  every  citizen 
is  much  more  reasonable  and  realistic.  The 
burden  of  health  care  costs  cannot  be  afforded 
by  any  single  segment  of  our  economy  includ- 
ing government.  Employers  should  provide 
health  care  insurance  under  the  circumstances 
of  negotiated  contracts  with  employees.  Indi- 
viduals should  have  the  right  to  utilize  a variety 
of  methods  to  finance  their  own  health  care 
with  similar  tax  write  offs  to  those  which  are 
accorded  employers.  The  establishment  of 
medical  services  accounts,  or  so-called  medical 
IRA's,  warrants  strong  consideration  as  a unique 
method  for  individuals  to  provide  for  their  own 
health  care  coverage.  All  of  us  as  citizens  of  our 
respective  states  and  the  United  States  have  an 
obligation  through  government  to  provide  for 
the  health  care  coverage  of  that  unfortunate 
segment  of  our  population  who,  for  a variety  of 
reasons,  are  unable  to  pay  for  their  own  health 
care  insurance.  The  financial  burden  for  the 
provision  of  health  care  for  the  indigent  is  a 
societal  responsibility  and  not  that  of  any  one 
category  of  our  population  such  as  providers  of 
health  care.  In  very  way  we  must  be  alert  to  the 
very  popular  legislative  actions  which  in  one 
way  or  another  levy  a provider  tax  against  those 
who  are  responsible  for  the  delivery  of  health 
care.  Such  potential  actions  must  be  defeated 
before  they  are  ever  allowed  to  be  imple- 
mented. 

In  any  plan  of  health  care  delivery  reform 
there  must  be  included  significant  Malpractice 
Reform.  The  cost  of  malpractice  insurance  pre- 
miums represents  only  a small  fraction  of  the 
total  cost  of  health  care.  However,  the  defen- 
sive practices  of  physicians,  so  as  to  avoid 
malpractice  litigation,  contributes  in  a large 
manner  to  the  total  cost  of  medical  care  ser- 
vices. It  is  very  important  to  reduce  the  cost  of 
defensive  medicine  but  at  the  same  time  there 
must  be  protection  for  physicians  for  not  per- 
forming every  diagnostic  test  and  then  being 
accused  of  negligence. 

The  establishment  of  and  compliance  with 
Practice  Parameters  is  one  approach  which 


might  be  used  to  afford  such  protection.  Mal- 
practice insurance  costs  conceivably  can  be 
significantly  reduced  by  systems  of  alternative 
dispute  resolution,  limits  on  plaintiff  attorney 
fees,  and  capping  non-economic  damage.  The 
most  important  factor,  however,  remains  that 
of  protection  of  physicians  against  litigation 
through  the  establishment  of  and  compliance 
with  appropriate  practice  parameters. 

Hand  in  hand  with  the  development  of  prac- 
tice parameters  is  the  necessity  for  Uniform 
Quality  Standards  of  Health  Care.  The  setting  of 
such  standards  must  be  the  responsibility  of 
medical  care  professionals  as  opposed  to  the 
establishment  and  implementation  of  standards 
by  economists  and  other  non-health  profession- 
als. Quality  standards  determination,  however, 
cannot  be  the  sole  prerogative  of  physicians 
and  appropriately  should  include  the  consum- 
ers of  health  care,  that  is  the  patient,  so  as  to 
provide  proper  balance. 

Cost  Containment  relative  to  medical  care 
services  is  a recognized  must  by  everyone  if  our 
economy  is  to  remain  balanced  and  stable.  The 
application  of  so-called  spending  caps  and  glo- 
bal budgets  does  not  benefit  patients,  let  alone 
physicians,  and  certainly  does  not  permit  a 
balanced  economy.  The  consequences  of  such 
methods  of  economic  control  results  in  depriv- 
ing the  delivery  of  health  care  to  those  in  need 
and  is,  therefore,  unacceptable.  As  Dr.  Kenneth 
Shine  of  the  Institute  of  Medicine  stated,  total 
health  care  costs  are  a consequence  of  volume 
times  price.  Therefore,  the  only  ways  by  which 
cost  containment  can  be  obtained  is  through 
reduction  in  the  volume  of  health  care  services 
and/or  a reduction  in  price.  Physicians  have 
already  accepted  and  absorbed  a reduction  in 
price  as  is  evident  by  the  decrease  in  physician 
income  by  approximately  30%  when  compar- 
ing doctors  income  from  the  year  1991  with 
that  of  1993.  To  further  reduce  physician  in- 
come will  result  in  repression  of  the  profession 
and  a shifting  of  potential  health  care  providers 
to  more  attractive  fields  of  endeavor.  There- 
fore, the  focus  must  be  on  volume.  No  one 
desires  to  deprive  patients  of  necessary  medi- 
cal services  by  any  system  of  rationing  despite 
the  pragmatic  aspects  of  such  a method. 


A major  method  by  which  volume  can  be 
reduced  is  through  Behavior  Modification  of 
our  citizens  as  regards  those  behaviors  which 
are  knowingly  detrimental  to  health.  The  obvi- 
ous factors  include  smoking,  alcohol,  drugs, 
obesity,  sexual  promiscuity,  and  violence.  We 
cannot  expect  to  have  immediate  returns  on 
behavior  modification.  It  is  a very  slow  educa- 
tion based  process  as  exemplified  by  the  public's 
very  gradual  acceptance  of  the  untoward  ef- 
fects of  smoking,  the  benefits  of  which  were  not 
realized  for  more  than  25  years.  It  is  the  respon- 
sibility of  physicians  together  with  all  education 
systems  to  bring  about  a change  in  behavior  of 
our  population  which  will  reduce  health  care 
volume  and  ultimately  cost.  Through  education 
we  must  inculcate  the  concept  that  society  as  a 
whole  as  well  each  individual  must  take  respon- 
sibility for  their  state  of  health  through  disease 
prevention  and  health  promotion. 

A large  concern  regarding  health  care  deliv- 
ery reform  relates  to  legislation  and  bureau- 
cratic policy  which  deprives  physicians  of  a so- 
called  level  playing  field  in  negotiating  health 
delivery  contracts  but  also  playing  a major  role 
in  contributing  to  the  development  of  regula- 
tions and  policy  which  pertain  to  both  health 
care  delivery  as  well  as  health  care  itself.  We  in 
medicine  must  recognize  the  positions  of  oth- 
ers in  the  development  of  our  new  system  of 
health  care  delivery  but  we  cannot  accept  a 
minor  participation  status.  In  every  way,  we  as 
physicians  as  well  as  members  of  organized 
medicine,  must  identify  ourselves  as  the  con- 
science of  health  care  reform  in  order  that  our 
patients  do  not  suffer  as  a result  of  very  short- 
sighted, so  called  cost  containment  measures. 

It  is  upon  these  ten  principles  involving  health 
care  reform  that  we  must  position  ourselves 
strategically  in  order  that  the  United  States  may 
carry  forward  into  the  next  century  the  finest 
health  care  the  world  has  ever  known.  Medi- 
cine must  have  an  understanding  of  the  needs 
of  society,  industry,  and  government.  No  longer 
can  medicine  pursue  its  own  course  in  the 
advancement  of  medical  science  or  the  deliv- 
ery of  health  care.  We  must  be  adaptable  but 
that  does  not  mean  that  we  must  capitulate  to 
forces  which  are  detrimental  to  the  care  of  our 
patients. 

Thank  you! 
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GUEST  EDITORIAL 

It's  All  In  Your  Head 

RONALD  L.  ASHER,  M.D. 

North  Platte,  NE 


It's  all  in  your  head.  Some  of  my  patients  tell 
me  they  have  heard  this.  Sadly,  I have  said  this 
myself.  In  my  office  schedule  only  a third  have 
simple  organic  problems.  Twenty  per  cent  have 
pure  "head"  problems,  such  as  "I've  checked  out 
all  the  books  in  the  library  and  I have  one  of  the 
following  eight  diseases".  The  remainder  have  a 
mixture  of  physical  illnesses  complicated  by 
anxiety  or  social  problems.  All  this  is  well  known 
to  primary  care  doctors.  The  problem  created 
by  "head"  disorders  is  well  known  also -too 
much  testing,  too  many  medicines,  and  too 
much  doctor  shopping.  A common  statement  is 
that  10%  of  the  patients  produce  90%  of  the 
headaches.  Beyond  the  excess  demand  for 
resources  is  the  fact  that  providing  care  is  often 
less  rewarding  and  certainly  less  invigorating. 
After  all,  there  are  very  few  cures  in  "head" 
medicine. 

If  a new  paradigm  for  health  care  is  being 
created,  how  should  this  group  of  "head"  cases 
be  cared  for?  Perhaps  a new  highly  paid,  highly 
revered  speciality  is  needed.  It  could  be  called 
Cephology.  The  skills  needed  are  already  de- 
fined. There  is  a need  for  a strong  knowledge  of 
pathophysiology,  utility  of  testing,  and  manage- 
ment of  resources.  The  biggest  trick  would  be 
the  ability  to  convert  this  group  from  the  dump 
category  to  that  of  a highly  prized  referral.  The 
American  Society  of  Cephologists  would  con- 
tain respected,  articulate,  and  influential  physi- 


cians. No  doubt  there  would  soon  be  an  advo- 
cacy group  - The  American  Cepholac  Founda- 
tion - to  recruit  volunteers,  organize  fund  rais- 
ers, and  influence  funding  for  research  and 
grants.  Soon  hospitals  will  create  Cephology 
centers  in  order  to  capture  market  share. 
Cephology  may  even  develop  its  own  diagnosis 
codes  and  DRGs. 

Well,  perhaps  there  is  a another  way.  The 
special  skills  of  primary  care  could  be  used  to 
advantage.  To  do  this,  primary  care  does  need 
to  be  rewarded  appropriately  for  the  time  and 
effort  needed  to  know  the  patient  personally 
and  for  the  skills  needed  to  differentiate  organic 
from  psychophysiologic  problems.  These  skills 
ought  to  be  as  well  compensated  and  respected 
as  many  technical  services.  Research  is  needed 
to  find  the  best  strategies. 

This  is  a special  group  of  people  with  special 
problems.  Their  long  term  health  and  well- 
being depends  on  the  skill  and  compassion  of 
the  medical  team,  both  to  discover  the  best 
approaches  and  to  avoid  excessive  and  danger- 
ous interventions. 

"Head"  patients  will  continue  to  be  with  us 
and  will  continue  to  require  an  inordinate 
amount  of  resources.  They  represent  a signifi- 
cant percentage  of  the  patient  population.  Their 
best  resource  is  their  primary  care  doctors  who 
needs  to  be  recognized  and  rewarded  for  the 
very  complex  and  difficult  job  they  do. 
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GUEST  EDITORIAL 

Combatting  Breast  Cancer: 

The  Roles  of  Public  Health  and  the  Clinician 

MARK  B.  HORTON,  M.D.,  M.S.P.H. 


At  least  one  in  nine  women  will  be  diagnosed 
with  breast  cancer  during  her  lifetime.  This  fact  has 
great  import  for  those  of  us  involved  in  public 
health  and  health  care  in  Nebraska.  It  is  our 
collective  responsibility  to  ensure  that  the  women 
of  Nebraska  have  available  to  them  the  latest 
technologies  and  therapies  that  allow  for  early 
detection  and  aggressive  treatment  to  minimize 
morbidity  and  mortality  from  this  dreaded  disease. 

While  significant  advances  have  been  made 
recently  in  the  understanding  of  the  etiology  and 
in  the  treatment  of  breast  cancer,  it  is  clear  that  of 
the  interventions  available  to  us  today,  routine 
breast  exam  and  mammography  for  women  50  to 
75  years  of  age  offers  the  greatest  opportunity  to 
impact  mortality  from  breast  cancer.  It  is  esti- 
mated that  mortality  can  be  reduced  at  least  30% 
by  early  detection  and  aggressive  follow-up. 

The  report  of  Rettig,  et  al.,  in  this  month's 
Nebraska  Medical  lournal.  indicated  that  most 
women  in  the  age  category  at  highest  risk  in 
Nebraska  are  not  being  regularly  screened.  The 
report  also  provides  us  with  important  information 
on  where  we  need  to  concentrate  our  efforts  to 
accomplish  more  universal  screening.  Public  health 
efforts  need  to  target  individuals  with  advanced 
age,  rural  residents,  those  living  in  relative  poverty, 
and  the  less  well-educated. 

The  report  also  highlights  the  fact  that  two- 
thirds  of  the  Nebraska  women  not  screened  had 
seen  a physician  for  a routine  check-up  in  the  year 
prior  to  the  survey,  and  that  lack  of  a physician's 
recommendation  is  one  of  the  most  prominent 
reasons  why  women  do  not  get  mammograms. 
The  report  refers  to  a recent  survey  documenting 
factors  that  deter  physicians  from  adhering  to 
recommended  screeningguidelines,  includingcost, 
accessibility,  efficacy,  and  fear  of  radiation  effects. 
Finally,  the  report  refers  to  a study  demonstrating 
the  efficacy  of  an  office-based  computer-gener- 
ated reminder  letter  in  assisting  physicians  in 
assuring  timely  follow-up  and  management  of 
abnormal  screening  mammograms. 

Using  this  report,  we  can  lay  out  a comprehen- 
sive agenda  to  accomplish  more  universal  utiliza- 
tion of  breast  exam  and  mammography  for  the 
early  detection  of  breast  cancer.  First,  we  need  to 
target  our  educational  efforts  on,  and  remove 
barriers  from,  the  elderly,  rural  residents,  the  poor, 


and  the  less  well-educated.  Second,  we  need  to 
work  to  solve  cost  and  access  issues  while  we  allay 
fears  of  radiation  risk  and  misperceptions  regard- 
ing efficacy  among  practicing  physicians  as  well  as 
the  general  public. 

The  public  health  and  medical  communities 
need  to  work  in  close  partnership  to  take  on  this 
agenda.  Public  health  role  is  to  address  popula- 
tion-based aspects:  targeted  education  efforts, 
identification  of  barriers  to  access,  and  resources 
to  address  cost.  The  "Every  Woman  Matters"  pro- 
gram is  a federal  - and  state  - funded  public  health 
initiative  with  broad  community  support  and  par- 
ticipation to  address  these  public  health  responsi- 
bilities. 

In  the  end,  however,  as  stated  in  the  article  by 
Rettig,  et  al.,  "the  degree  to  which  screening 
mammograms  can  effectively  reduce  breast  can- 
cer mortality  will  continue  to  rely  primarily  on  their 
acceptance  and  active  recommendation  by  phy- 
sicians." Public  health  efforts  cannot  succeed  with- 
out the  support  and  participation  of  practicing 
physicians. 

I join  with  the  Nebraska  Medical  lournal  and 
the  Nebraska  Medical  Association  in  their  efforts 
to  alert  the  medical  community  to  the  serious 
under-utilization  of  mammography  and  clinical 
breast  exam  for  the  early  detection  of  breast 
cancer.  And  I urge  all  clinicians  to  rededicate 
themselves  to  ensuring  that  every  woman  has 
access  to,  and  takes  advantage  of,  this  life-saving 
clinical  preventive  service.  Women  50  to  75  years 
of  age  should  be  scheduled  for  yearly  check-up  in 
the  physician's  office.  At  each  visit,  she  should  be 
reminded  of  the  importance  of  breast  self-exami- 
nation, clinical  breast  exam,  and  mammograms. 
The  technique  of  breast  self-examination  should 
be  reviewed;  and  she  should  receive  a clinical 
breast  exam  and  a referral  for  a mammogram. 
Finally,  abnormal  findings  in  self  breast  exam, 
clinical  exam,  or  mammography  should  be  ag- 
gressively pursued.  Computer-generated  reminder 
letters  will  greatly  assist  the  physician  in  this  en- 
deavor. 

While  we  await  further  advances  in  our  ability 
to  diagnose  and  treat  breast  cancer,  vigorous 
application  of  available  effective  public  health 
and  clinical  interventions  will  have  the  greatest 
impact  on  breast  cancer  morbidity  and  mortality. 
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INTRODUCTION 

Between  1988  and  1992, 1,453 

Nebraska  women  died  from 
breast  cancer,  making  it  the 
most  frequent  cause  of  cancer  deaths  among 
Nebraska  women  during  the  period.1  Since  re- 
search into  the  etiology  of  breast  cancer  has  not 
yet  definitively  determined  how  to  prevent  new 
cases  from  occurring,  the  widespread  applica- 
tion of  mammography  for  screening  asympto- 
matic women  remains  the  best  method  with 
which  to  reduce  breast  cancer  mortality.  Al- 
though the  effectiveness  of  mammography  as  a 
screening  tool  has  been  repeatedly  questioned, 
it  is  important  to  note  that  this  controversy  has 
focused  on  the  value  of  mammography  for  screen- 
ing women  less  than  50  years  old.  For  women 
who  are  50-74  years  of  age,  however,  the  evi- 
dence is  clear:  regular  screening  by  a combina- 
tion of  mammography  and  physical  breast  ex- 
amination will  significantly  reduce  breast  cancer 
mortality.2  Both  the  American  Cancer  Society 
and  the  National  Cancer  Institute  recommend 
that  women  50  years  of  age  and  over  obtain  a 
screening  mammogram  and  clinical  breast  exam 
annually.3 

The  purpose  of  this  article  is  threefold:  1)  to 
report  recent  trends  in  the  use  of  mammography 
among  Nebraska  women  50  years  of  age  and 
older,  2)  to  examine  how  mammography  use 
differs  by  certain  demographic  and  socioeco- 
nomic factors,  and  3)  among  women  who  have 
not  had  a mammogram  within  the  past  year,  to 
determine  how  long  it  has  been  since  their  last 
visit  to  a physician  for  a routine  medical  check-up. 

METHODS 

The  data  presented  here  are  from  the  1988- 
1992  Nebraska  Behavioral  Risk  Factor  Surveys 
(BRFS).  The  Nebraska  BRFS  is  a random  digit-dial 
telephone  survey  of  the  state's  adult  population 
concerning  a wide  variety  of  health-related  be- 
haviors; the  survey  is  conducted  annually  and 
currently  interviews  about  1,800  people  per 
year.  The  BRFS  was  developed  and  is  sponsored 
by  the  Centers  for  Disease  Control  and  Preven- 


tion, and  is  conducted  in  47  other  states  (and  the 
District  of  Columbia)  besides  Nebraska.  In  Ne- 
braska, the  BRFS  is  conducted  and  supported  by 
the  Nebraska  Department  of  Health's  Division  of 
Health  Promotion/Education. 

Women  who  participated  in  the  1988-1992 
BRFS  were  asked  whether  they  had  ever  had  a 
mammogram,  and  if  so,  when  they  had  had  their 
last  mammogram  and  whether  it  was  done  as 
part  of  a routine  check-up,  because  of  a breast 
problem,  or  because  of  a previous  breast  cancer. 
The  same  questions  were  asked  regarding  clini- 
cal breast  exams,  but  only  on  the  1 990-92  BRFS. 
All  1 988-1 992  BRFS  participants  were  also  asked 
how  long  it  had  been  since  their  last  routine 
check-up  by  a physician.  The  wording  of  these 
questions,  along  with  the  questions  pertaining  to 
demographic  and  socioeconomic  factors,  was 
identical  in  all  five  surveys. 

Analyses  were  restricted  to  women  50  years 
of  age  and  older.  The  results  from  individual 
years  were  used  to  analyze  trends  in  the  use  of 
mammography.  The  results  from  the  two  most 
recent  surveys  (1991-1992)  were  combined  to 
examine  the  use  of  mammography  by  demo- 
graphic and  socioeconomic  factors,  and  to  ex- 
amine the  time  since  last  routine  medical  check- 
up among  women  who  had  not  had  a 
mammogram  within  the  past  year.4  The  data 
were  weighted  to  reflect  the  age  and  racial 
composition  of  the  state  according  to  the  1 990 
U.S.  Census,  and  also  to  reflect  the  probability  of 
selection  into  the  survey  sample. 

RESULTS 

As  shown  in  Figure  1,  mammography  use 
among  Nebraska  women  50  years  of  age  and 
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FIGURE  1 

Trends  in  Mammography  Use 
Among  Women  50  Years  of  Age  and  Older. 


1988  1989  1990  1991  1992 


Year 

VW/k  Mammogram  in  Past  Yr  I I Ever  Had  Mammogram 

Source:  Nebraska  BRFS,  1988-1992 


older  increased  considerably  from  1988  to  1992. 
The  percentage  of  women  who  reported  that 
they  had  ever  had  a mammogram  increased 
from  50%  in  1 988  to  65%  in  1 992.  Similarly,  the 
percentage  of  women  who  had  a mammogram 
within  the  past  year  also  increased,  from  24%  in 
1988  to  34%  in  1992.  During  the  same  period, 
the  percentage  of  women  who  reported  that 
their  last  mammogram  was  done  as  part  of  a 
routine  check-up  increased  moderately,  from 
77%  to  85%.  In  spite  of  these  positive  trends, 
however,  Nebraska  ranked  next  to  last  in  1992 
among  the  48  states  conducting  the  BRFS  in 
terms  of  the  percentage  of  women  at  least  50 
years  of  age  who  had  had  a mammogram  within 
the  past  year.5 

Table  1 shows  that  the  percentage  of  Ne- 
braska women  50  years  of  age  and  older  who 
have  had  a mammogram  within  the  past  year 
varies  considerably  by  socioeconomic  and  de- 
mographic factors.  Women  65  years  of  age  and 
older  were  less  likely  to  have  had  a mammogram 
within  the  past  year  than  women  50-64  years  of 
age,  by  a margin  of  38%  to  29%.  Women  with  an 
annual  household  income  of  more  than  $35,000 
were  more  than  twice  as  likely  to  have  had  a 
mammogram  within  the  past  year  than  women 
with  a household  income  of  less  than  $15,000 
per  year  (52%  vs.  25%).  Similarly,  women  with  at 


TABLE  1 

Percentage  of  women  >=  50  years  of  age  who  reported 
having  had  a mammogram  within  the  past  year. 


% 

All  33 

Age 

50-64  38 

65+ 29 

Annual  household  income 

< $15,000 25 

$15,000-$35,000 38 

>$35,000  52 

Education 

<high  school  graduate 23 

high  school  graduate 34 

>high  school  47 

County  of  residence* 

rural 29 

urban 40 


‘Urban  defined  as  residence  in  Douglas,  Lancaster,  and 
Sarpy  Counties;  rural  defined  as  residence  in  all  other 
counties. 

SOURCE:  Nebraska  BRFS,  1991-1992 

least  some  college  education  were  twice  as  likely 
to  have  had  a mammogram  within  the  past  year 
than  women  who  had  not  completed  high  school 
(47%  vs.  23%).  Urban  residents  (defined  as 
anyone  living  in  either  Douglas,  Lancaster,  or 
Sarpy  Counties)  were  more  likely  than  rural 
residents  (defined  as  anyone  living  outside  of 
Douglas,  Lancaster,  or  Sarpy  Counties)  to  have 
had  a mammogram  within  the  past  year,  by  a 
margin  of  40%  to  29%. 

For  Nebraska  women  50  years  of  age  and 
older  who  have  not  had  a mammogram  within 
the  past  year,  Figure  2 shows  how  long  it  has 
been  since  their  last  visit  to  a physician  for  a 
routine  medical  check-up.  Surprisingly,  nearly 
two-thirds  (66%)  of  the  women  who  reported 
that  they  had  not  had  a mammogram  within  the 
past  year  reported  that  they  had  seen  a physician 
within  the  past  year  for  a routine  medical  check-uD. 

FIGURE  2 

Time  since  last  routine  check-up  in  women  50  and  older 
who  did  not  have  mammogram  within  the  past  year. 

Source:  Nebraska  BRFS,  1991-1992 
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and  aggressiveness,  and  any  delay  in  establishing 
a diagnosis  or  instituting  appropriate  treatment 
may  have  deleterious  consequences  for  an  indi- 
vidual patient.  Using  the  traditional  communica- 
tion methods  of  written  report  and  direct  tele- 
phone contact,  a Massachusetts  General  Hospi- 
tal study  revealed  1 6%  incomplete  evaluation  at 
3.5  months  and  6%  at  4.5  months  after  initial 
screening  mammogram.12  Similarly,  a University 
of  California-San  Francisco  (UCSF)  study  found 
11.1%  of  patients  with  abnormal  screening 
mammograms  lost  to  follow-up  after  six  months.13 
However,  using  a computerized  patient  data- 
base management  system  which  generated  re- 
minder letters,  a subsequent  UCSF  study  found 
less  than  1%  with  abnormal  screening 
mammograms  lost  to  follow-up  after  six  months.13 
Given  these  findings,  screening  facilities  in  Ne- 
braska should  consider  conducting  their  own 
follow-up  studies  and  also  consider  implementa- 
tion of  a computerized  patient  management 
system. 

SUMMARY 

Although  the  efficacy  of  screening 
mammography  has  been  surrounded  in  contro- 
versy of  late,  the  evidence  that  it  can  reduce 
breast  cancer  mortality  among  women  50-74 
years  of  age  is  extremely  sound.  In  Nebraska, 
data  from  the  state's  Behavioral  Risk  Factor  Sur- 
vey show,  that  during  the  years  1 988  to  1 992,  the 
percentage  of  women  age  50  years  and  older 
who  had  ever  had  a mammogram  rose  from 
50%  to  65%,  while  the  percentage  of  women  of 
the  same  age  who  had  had  a mammogram  within 
the  past  year  rose  from  24%  to  34%.  Nebraska 
BRFS  data  also  show  that  the  percentage  of 
women  50  years  of  age  and  older  who  have  had 
a mammogram  within  the  past  year  varies  con- 
siderably by  age,  income,  education,  and  county 
of  residence.  Among  women  who  have  not  had 
a mammogram  within  the  past  year,  66%  re- 
ported that  they  had  seen  a physician  within  the 
past  year  for  a routine  check-up.  Prompt  and 
appropriate  follow-up  of  abnormal  findings  by 
both  physicians  and  health-care  organizations  is 
also  essential  to  ensure  the  maximum  benefit  of 
screening  mammography. 


ACKNOWLEDGMENTS 

This  research  was  supported  by  Cooperative 
Agreement  #U57/CCU706734-02  between  the 
Centers  for  Disease  Control  and  Prevention  and 
the  Nebraska  Department  of  Health.  The  authors 
also  wish  to  thank  Sue  Huffman,  Coordinator  of 
the  Nebraska  BRFS,  for  her  helpful  comments 
and  suggestions  in  the  preparation  of  this  manu- 
script. 

REFERENCES 

1.  Nebraska  Department  of  Health.  1992  Vital  Sta- 
tistics Report.  Lincoln:  Bureau  of  Vital  Statistics,  (in  press). 

2.  Morrison  AS.  Screening  for  cancer  of  the  breast. 
Fni  Rev  15  (1):244-255,  1993. 

3.  American  Cancer  Society.  Cancer  Facts  and  Fig- 
ures - 1994.  Atlanta:  American  Cancer  Society,  1994. 

4.  Nebraska  Department  of  Health,  Report  of  Re- 
sults from  the  Nebraska  Behavioral  Risk  Factor  Surveys, 
1991-1992.  Lincoln:  Division  of  Health  Promotion/Edu- 
cation. (in  press). 

5.  Centers  for  Disease  Control  and  Prevention. 
Mammography  and  clinical  breast  examinations  among 
women  aged  50  years  and  older  - Behavioral  Risk  Factor 
Surveillance  System,  1992.  MMWR  42  (38):  737-741, 
1993. 

6.  Nebraska  Department  of  Health.  Cancer  Inci- 
dence and  Mortality  in  Nebraska:  1991.  Lincoln:  Ne- 
braska Department  of  Health,  1993. 

7.  Faulk  R,  Sickles  EA.  Efficacy  of  screening 
mammography  in  the  elderly.  Presented  at  the  annual 
meeting  of  the  Society  of  Breast  Imaging,  Amelie  Island, 
FL.,  April  12-14,  1993. 

8.  Centers  for  Disease  Control  and  Prevention.  Imple- 
mentation of  the  Breast  and  Cervical  Cancer  Mortality 
Prevention  Act:  1991  Progress  Report  to  Congress.  At- 
lanta: US  Department  of  Health  and  Human  Services, 
Public  Health  Service,  Centers  for  Disease  Control  and 
Prevention,  1993. 

9.  American  Cancer  Society.  1989  survey  of 
physician's  attitudes  and  practices  in  early  cancer  detec- 
tion. CA  - Cancer  I Clin  40  (2):77-101,  1990. 

10.  Lantz  PM,  Remington  PL,  Soref  M.  Self-reported 
barriers  to  mammography:  implications  for  physicians. 
Wise  Med  I 89  (1 0):602-606,  1990. 

11.  Horton  JA,  Romans  MC,  Cruess  DF. 
Mammography  attitudes  and  usage  study,  1992.  WHI  2 
(4):  180-186,  1992. 

12.  Robertson  CL,  Kopans  DB.  Communications  prob- 
lems after  mammographic  screening.  Radiology  171 
(2):3  77-3  79,  1989. 

1 3.  Monticiollo  DL,  Sickles  EA.  Computerized  follow- 
up of  abnormalities  detected  at  mammography  screen- 
ing. American  lournal  of  Radiology  155  (4):751-753, 
1990. 


O': 


138  Nebraska  Medical  Journal  May  1994 


COMMENT 

As  a radiologist  in  a group  that  reads  thou- 
sands of  mammograms  a year,  I oftentimes  tongue 
in  cheek  ask  myself  (usually  at  5 o'clock  on  Friday 
afternoon)  how  there  could  possibly  be  any 
more  women  who  need  a mammogram.  The 
truth  of  the  matter  is  that  there  are  literally 
thousands  of  women  in  Nebraska  who  should  be 
undergoing  mammography,  regardless  of  whose 
recommendations  one  follows.  The  data  pre- 
sented by  Rettig  et.  al.  has  been  a source  of 
mystery  and  concern  since  its  initial  collection  in 
the  late  1 980's.  Nebraska  has  always  been  in  the 
bottom  third  in  mammograms  and  it  was  ru- 
mored that  this  aided  in  the  award  of  the  CDC 
grant  and  creation  of  the  "Every  Women  Matters" 
Program. 

And  now  Nebraska  is  next  to  last  in  terms  of 
women  over  50  who  had  a mammogram  within 
the  past  year.  My  heartfelt  concern  is  that  some 
of  these  women  may  have  been  symptomatic  or 
in  a high  risk  group.  This  survey  grouped  all 
reasons  for  mammography,  and  from  our  per- 
sonal hospital  mammography  QA,  I know  that 
some  women  with  the  diagnosis  of  breast  cancer 
have  never  had  a mammogram.  Even  if  a pal- 
pable mass  is  present  there  may  be  a synchro- 
nous nonpalpable  or  a contralateral  breast  can- 
cer present. 

The  reasons  for  Nebraska's  low  rate  is  perplex- 
ing and  undoubtedly  due  to  a myraid  of  reasons. 
The  District  of  Columbia  had  the  highest  rate  of 
women  getting  mammograms  in  the  past  year 
(60.2%)  but  I doubt  crime  and  the  number  of 
politicians  had  any  bearing.  All  of  our  neighbor- 
ing states  were  between  41-51  % yearly  followup 
after  age  50,  with  South  Dakota  at  41%  and 
Colorado  at  51%.  Seven  states  ranked  with 
Nebraska  below  40%. 


I find  that  many  care  providers  lack  a practical 
algorithm  for  breast  problems.  And  many  are 
uncertain  of  any  screening  guidelines.  First  of  all 
I would  find  a set  of  guidelines  that  your  profes- 
sional society  has  endorsed,  or  that  you  have 
researched,  and  use  them  for  screening  pur- 
poses in  women  who  have  a negative  breast 
exam.  I espouse  the  screening  recommenda- 
tions put  forth  by  the  American  Cancer  Society 
and  American  College  of  Radiology.  A baseline 
mammogram  between  ages  35-40,  biennial 
screening  between  40-50,  and  annual  screening 
after  age  50.  This  will  raise  the  ire  of  many  who 
feel  that  screening  should  not  begin  until  age  50, 
but  I feel  we  are  still  in  the  data  collecting  stage 
of  a humbling  cancer  and  the  technical  improve- 
ments of  mammography  equipment  improve 
yearly  thereby  allowing  better  quality,  less  radia- 
tion and  potentially  an  earlier  diagnosis  of  some 
cancer  types.  It  is  not  unethical  nor  malpractice 
to  perform  mammography  before  age  50. 

Once  you  have  decided  upon  a screening 
protocol,  then  predetermine  what  you  will  do  for 
women  in  the  20-30, 30-40,  and  over  50  year  age 
groups  who  come  to  you  with  a breast  problem. 
Consulting  with  your  area  surgeon  or  radiologist 
is  recommended.  Again  mammography,  coupled 
with  ultrasound  and  biopsy  (which  can  be  either 
open,  stereotactic,  or  by  ultrasound)  will  assist 
you  in  solving  the  problem.  It  will  also  aid  you  in 
any  litigation  that  comes  down  the  dusty  road  in 
later  years.  And  yes,  mammography  is  useful  in 
women  with  implants,  and  no,  they  will  not 
rupture  during  breast  compression. 

The  good  news  is  that  when  you  are  so  low  in 
the  ratings  you  can  only  go  one  way.  Nebraska 
physicians  will  certainly  rise  to  the  challenge  of 
improving  our  mammography  rates  where  ap- 
propriate. By  the  way,  who  was  last?  Mississippi. 

Joe  Stavas,  M.D. 
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THE  initial  spread  of  squamous 
cell  carcinoma  of  the  head 
and  neck  is  usually  to  the 
cervical  lymph  nodes.  Studies  have  shown  that 
survival  decreases  significantly  and  consistently 
as  nodes  progress  from  negative  to  occult  to 
palpable.1  Shah  in  a retrospective  study  of  352 
patients  found  the  five  year  survival  to  drop 
from  69%-39%-28%  to  0%  for  patients  with 
necks  staged  NO,  N1,  N2,  and  N3,  respec- 
tively.2 (Tables  1 and  23) 

TABLE  1 

NX  Minimum  requirements  to  assess  the  regional  nodes 
cannot  be  met. 

NO  No  dimcdllv  positive  node 
N1  Single  clinically  positive  homolateral  node  3 cm  or 
less  in  diameter 

N2A  Single  clinically  positive  homolateral  node  more 
than  3 cm  but  not  more  than  6 cm  in  diameter 
N2B  Multiple  clinically  positive  homolateral  nodes,  none 
more  than  6 cm  in  diameter 
N2C  Bilateral  clinically  positive  nodes  (in  this  situation, 
each  side  of  the  neck  should  be  staged  separately; 
that  is,  N2C:  right,  N2A:  left,  N1) 

Contralateral  clinically  positive  node(s)  only 
N3  Clinically  positive  homolateral  node(s),  one  more 
than  6 cm  in  diameter 

Vikram  from  Memorial  Sloan-Kettering  Can- 
cer Center  studied  relapse  rates  above  the 
clavicles  and  distant  metastasis  in  a select  group 
of  patients.4  All  patients  were  advanced  stage 
(III  or  IV)  and  had  unfavorable  pathologic  find- 
ings; unsatisfactory  surgical  margins  (grossly, 
less  than  5 mm  and/or  microscopically  posi- 
tive), cervical  metastasis  at  multiple  levels,  or 
both.  Historical  controls  treated  by  surgery 
alone  showed  a relapse  rate  above  the  clavicles 
of  more  than  70%  within  two  years.  In  the  series 
of  patients  described  above  the  incidence  of 
relapse  above  the  clavicles  was  1 5%  when 
postoperative  radiation  therapy  was  added.3 
Certainly  treatment  of  some  form  is  indicated. 
Most  clinicians  would  also  agree  that  palpable 
neck  disease  is  best  treated  by  surgical  dissec- 
tion. The  primary  areas  of  controversy  are  how 
do  we  approach  the  clinically  negative  neck, 


and  when  is  combined  treatment  with  surgery 
and  radiation  therapy  indicated. 

Although  controversial,  many  clinicians  be- 
lieve treatment  of  the  NO  neck  can  usually  be 
accomplished  with  either  surgery  or  radiation. 
Medina  and  Byers  reviewed  389  patients  that 
had  supraomohyoid  neck  dissections  done  at 
(M.D.  Anderson  Cancer  Center).5They  found  a 
regional  recurrence  rate  of  5%  in  histologically 
negative  necks,  1 0%  in  necks  with  one  positive 
node,  and  24%  in  necks  with  multiple  histologi- 
cally positive  nodes  or  nodes  with  extracapsular 
spread  (ECS).  The  rate  of  recurrence  could  be 
reduced  to  1 5%  in  those  patients  in  the  later 
group  by  adding  postoperative  radiation 
therapy,  but  had  no  effect  on  the  survival  rates 
of  patients  with  histologically  negative  nodes  or 
those  with  one  positive  node  only.  We  believe 
that  dissection  of  the  neck  with  a >20%  statis- 
tical chance  of  harboring  occult  neck  disease 
allows  the  selective  use  of  radiation  based  on 
the  histologic  evaluation  of  the  specimen.  This 
potentially  spares  the  patient  the  lifelong 
sequelae  of  radiation  with  the  minimal  morbid- 
ity of  a selective  modified  neck  dissection.  This 
concept  will  be  developed  later. 

The  current  recommendations  for  postop- 
erative radiation  therapy  based  on  the  histol- 
ogy of  the  dissected  neck  specimen  are: 

1 . More  than  one  positive  lymph  node.  Two 
nodes  in  the  anatomic  subsite  is  not  an 
absolute  indication  for  radiation  therapy  if 
all  other  factors  are  negative. 

2.  A lymph  node  with  extracapsular  spread. 

In  spite  of  this  data  most  clinicians  agree  that 
the  single  most  consequential  cause  of  failure  in 
properly  treated  head  and  neck  cancer  is  the 
inability  to  control  the  neck.6 
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This  leaves  the  head  and  neck  oncologist 
with  several  challenges;  to  better  treat  the 
metastatic  disease  in  the  neck,  to  detect,  treat 
or  prevent  distant  metastasis,  and  to  detect, 
treat  or  prevent  second  primaries.  Close  follow- 
up and  vigorous  antismoking  counseling  must 
be  a matter  of  routine. 

Several  points  of  anatomy  and  physiology  of 
the  lymphatics  should  be  reviewed.  Anatomic 
study  of  the  lymphatics  of  the  head  and  neck 
reveals  tiny  intercalated  nodes  that  occur  any- 
where along  a lymph  channel.  Recurrences  can 
theoretically  occur  anywhere  along  these  chan- 
nels and  radiation  therapy  proposes  to 
sterilize  these  channels.  In  actual  clinical  prac- 
tice recurrences  along  these  channels  without 
prior  obstruction  is  very  rare.  Obstruction  has 
the  effect  of  stagnating  flow  and  possibly  con- 
tributing to  recurrence  and  rerouting  lymphatic 
flow  thus  causing  less  predictable  lymphatic 
spread  of  tumor  cells.  Radiation  therapy  causes 
partial  obstruction  that  is  dose  dependent. 
Tumor  replacement  of  the  node  itself  causes 
partial  or  complete  obstruction  of  lymphatic 
flow.  Surgery  produces  complete  obstruction. 
The  first  attempt  to  cure  the  patients  neck  is 
certainly  the  most  successful  as  variable  lym- 
phatic spread  is  seen  after  obstruction  that  is 
secondary  to  surgery,  radiation,  or  tumor  re- 
placement. When  cervical  lymphangiography 
is  done  after  radical  neck  dissection,  a persis- 
tent ipsilateral  obstruction  is  observed.  Subcu- 
taneous diversion  of  the  lymph  flow  is  seen 
toward  the  submaxillary  area  with  submental 
shunting  to  the  contralateral  lymph  nodes.  Fur- 
ther obstruction  of  the  lymphatic  pathway  oc- 
curs with  irradiation  or  a bilateral  neck  dissec- 
tion. It  is  of  clinical  importance  to  irradiate  as 
little  of  the  skin  as  possible  in  patients  undergo- 
ing neck  dissection  plus  radiation  therapy  in 
order  to  preserve  the  dermal  lymphatics  and 
prevent  lymphedema. 

There  are  150-350  lymph  nodes  above  the 
clavicles.  The  most  important  chain  to  the  head 
and  neck  oncologist  is  the  internal  jugular  chain 
which  stretches  from  the  base  of  the  skull  to  the 
base  of  the  neck.  Jugulodigastric  nodes  are 
described  as  lying  deep  to  the  sternoclei- 
domastoid and  posterior  belly  of  digastric 
muscles  which  form  a junction  between  the 
internal  jugular  nodes  and  the  spinal  accessory 
chains.  They  represent  an  important  but  diffi- 
cult to  detect  group  of  nodes. 

The  internal  jugular  nodes  are  divided  into 
upper,  middle,  and  lower  groups.  The  upper 


nodes  lie  anterior  or  lateral  to  the  internal 
jugular  vein  and  may  be  palpated  anterior  or 
deep  to  the  sternocleidomastoid  muscle.  Virtu- 
ally all  head  and  neck  malignancies  spread  to 
these  nodes  either  primarily  or  secondarily.  The 
middle  nodes  are  deep  to  the  sterno- 
cleidomastoid muscle  at  the  level  of  the  thyroid 
notch  and  cricoid  cartilage.  The  lower  nodes 
are  an  inconstant  group  that  lie  close  to  the 
trachea. 

The  posterior  jugular  nodes  (spinal  acces- 
sory) follow  the  course  of  the  spinal  accessory 
nerve  and  blends  with  the  internal  jugular  chain 
superiorly.  These  upper  nodes  are  sometimes 
called  junctional  nodes.  The  inferior  nodes  of 
the  chain  diverge  posteriorly  and  are  continu- 
ous with  the  supraclavicular  nodes.  The 
supraclavicular  nodes  are  located  at  the  upper 
border  of  the  clavicle.  They  receive  lymph  from 
the  head  and  neck,  ipsilateral  upper  extremity, 
breast,  thorax,  and  abdomen. 

The  submandibular  nodes  drain  the  lips, 
floor  of  month,  buccal  mucosa,  upper  and 
lower  gingiva,  nasal  vestibule,  skin  of  the  ante- 
rior face,  tongue,  palate,  submandibular  and 
sublingual  glands.  The  submental  nodes  are 
external  to  the  mylohyoid  muscle.  They  receive 
lymph  from  the  lip,  chin,  and  cheeks  and  some 
floor  of  mouth,  anterior  lower  gingiva  and  tip  of 
tongue.  Lymph  from  here  drains  to  the  subman- 
dibular and  subdigastric  nodes. 

Posteriorly  the  occipital  nodes  are  identified. 
They  drain  the  posterior  scalp  and  skin  from  the 
upper  neck.  The  preauricular  nodes  are  located 
anterior  to  the  tragus  and  superficial  to  the 
temporalis  fascia.  They  drain  the  frontal  scalp, 
temple,  nose,  eyelids,  pinna,  external  auditory 
canal,  malar  area  and  the  eustachian  tube.  The 
delphian  node  is  palpated  in  the  midline  and 
receives  prelaryngeal  lymph  from  the  thyroid 
and  larynx. 

Knowledge  of  the  lymph  node  spread  is 
paramount  in  selective  neck  dissections.  Radi- 
cal neck  dissection  as  described  by  Crile7  has 
been  the  mainstay  of  treatment  for  the  patient 
with  palpable  metastasis.  The  operation  is  ef- 
fective in  removing  metastasis  in  the  neck  but 
is  associated  with  considerable  morbidity.  It  is 
difficult  to  justify  the  use  of  the  radical  neck 
dissection  in  patients  with  bilateral  disease  or  in 
necks  clinically  negative  but  at  high  risk.  Bilat- 
eral neck  dissection  is  associated  with  an  in- 
creased mortality  and  morbidity.8  Because  of 
these  problems,  Ballantyne  and  others  at  the 
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M.D.  Anderson  Cancer  Center  began  experi- 
menting with  modification  of  the  classic  radical 
neck  dissection  to  preserve  the  spinal  acces- 
sory nerve,  sternocleidomastoid  muscle,  and 
internal  jugular  vein.9  Dissections  that  remove 
all  node  groups  removed  in  the  radical  neck 
dissection  (RND),  but  preserves  these  three 
structures  will  be  referred  to  as  the  modified 
neck  dissection  (MND).  Shortly  thereafter  ra- 
diation therapy  was  found  to  sterilize  micro- 
scopic deposits  of  cancer  in  the  neck  and  was 
added  to  the  treatment  regime.  Lineman  stud- 
ied 347  patients  that  had  radical  neck  dissec- 
tions and  compared  them  to  98  patients  that 
underwent  modified  neck  dissection  with  spar- 
ing of  the  spinal  accessory  nerve,  sternocleido- 
mastoid muscle  and  the  internal  jugular  vein  if 
possible.10  Regional  recurrence  rates  compared 
favorably  for  stages  NO,  N1,  and  N2;  with  RND 
rates  1 4%,  1 5%,  and  26%,  and  MND  rates  0%, 
1 6%,  25%,  respectively.  Radiation  therapy  was 
given  68%  in  the  RND  group  and  50%  in  the 
MND  group.  Distant  metastasis  developed  in 
10%  and  8%  in  the  RND  and  MND  groups, 
respectively.  Further  studies  have  defined  the 
indications  for  postoperative  radiation  therapy 
and  have  been  discussed  and  outlined  previ- 
ously. 

The  rationale  for  using  the  modified  neck 
dissection  include  the  following: 

1 . All  fascia  enveloping  spaces  are  wholly 
elevated  and  excised  in  both  dissce- 
tions. 

2.  Sternocleidomastoid  muscle  and  inter- 
nal jugular  vein  lie  outside  the  spaces. 

3.  Modern  surgery  fosters  functional  pres- 
ervation. 

4.  Lymph  nodes  lie  in  close  proximity  to 
the  fascia. 

5.  Some  structures  are  left  intact  for  func- 
tional reasons  in  the  RND;  carotid  arter- 
ies, vagus,  phrenic,  hypoglossal,  and 
lingual  nerves,  and  supraclavicular 
branches  of  the  brachial  plexus. 

6.  Nodes  are  never  intimately  associated 
with  vessels  or  muscles  unless  direct 
penetration  of  the  lymph  node  capsule 
has  occurred. 

7.  MND  remove  all  lymph  bearing  tissue 
removed  by  the  RND. 

8.  Recurrence  rates  in  the  neck  are  similar 
for  RND  and  MND  for  NO  and  N1 
necks. 


9.  The  MND  is  an  important  staging  tool 
for  NO  and  N1  necks  to  determine  the 
need  for  post  operative  radiation 
therapy. 

1 0.  The  MND  is  therapeutic  for  NO  and  N1 
necks  without  extracapsular  spread 
(ECS)  or  multiple  positive  nodes. 

11.  The  MND  provides  an  alternative  to 
radiation  therapy. 

12.  The  MND  avoids  unnecessary  morbid- 
ity of  dropped  shoulder,  skeletal  pain, 
limitations  of  neck  and  limb  motion, 
and  widespread  cutaneous  anesthesia 
attendant  with  the  RND. 

13.  The  MND  can  be  done  bilaterally. 

1 4.  The  long-term  survival  of  patients  is  not 
adversely  effected  in  patients  treated 
with  the  MND  instead  of  the  RND. 

15.  The  MND  maintains  protection  of  the 
carotid  artery. 

16.  Tumors  drain  in  predictable  patterns 
and  only  nodes  at  risk  need  to  be 
removed. 

The  indications  for  using  the  MND  include 
the  following: 

1.  Clinically  negative  necks  with  a high 
probability  of  occult  metastasis  (>  20%) 

2.  N1  mobile  nodes 

3.  Bilateral  neck  dissections 

4.  Necks  staged  N2c  by  virtue  of  bilateral 
or  contralateral  N1  disease. 

After  the  safety  and  indications  were  estab- 
lished for  modified  neck  dissections  the  stage 
was  set  for  the  development  of  the  selective 
neck  dissection,  a dissection  that  removes  only 
the  node  groups  at  risk.  Byers11  reviewed  1,372 
MND  done  in  967  patients  at  M.D.  Anderson 
Cancer  Center  from  the  years  1 970  to  1 980.  He 
not  only  confirmed  the  effectiveness  of  treating 
NO,  and  N1  disease  with  MND,  but  outlined  the 
criteria  for  postoperative  radiation  therapy.  In 
addition,  it  was  noted  that  predictable  patterns 
of  nodal  involvement  could  be  established  based 
on  the  site  and  stage  of  the  primary  lesion.  From 
this  data  the  concept  of  selective  neck  dissec- 
tion was  developed.  Anterior,  supraomohyoid, 
suprahyoid,  and  posterolateral  neck  dissections, 
among  others,  were  developed. 

The  safety,  indications,  and  contraindications 
have  been  tested  and  confirmed  for  each  of  the 
dissections  discussed.1 2 3 4 5 6 7 8'10-1113  The  following  is  an 
outline  of  the  most  commonly  used  selective 
neck  disssections  with  their  indications, 
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contraindications,  and  node  groups  removed. 

I.  Posterolateral  Neck  Dissection12 

A.  Node  groups  removed 

1.  Retroauricular 

2.  Suboccipital  (superficial  and  deep) 

3.  Upper  posterior  cervical  (spinal 
accessory) 

4.  Upper  jugular  chain 

B.  Indications: 

Scalp  lesions  posterior  to  a coronal 
plane  through  the  external  auditory 
canal,  (Squamous  cell  carcinoma  and 
Melanoma),  that  have  a >20%  prob- 
ability of  occult  metastasis.  This  in- 
cludes lesions  of  the  occipital  area  and 
nape  of  neck. 

C.  Other  factors: 

1.  Can  be  done  bilaterally. 

2.  Flaps  are  designed  so  that  exten- 
sion to  a RND,  MND,  or 
parotidectomy  is  possible. 

3.  Spinal  accessary  nerve  is  usually 
spared. 

4.  Most  surgeons  retract  the  splenius 
capitis  anteriorly  rather  than 
resecting  the  muscle. 

II.  Supraomohyoid  Neck  Dissection4-12 

A.  Node  groups  removed 

1.  Submental  and  submandibular 

2.  Upper  jugular  and  upper  posterior 
lymph  nodes. 

3.  All  lymph  node  bearing  tissue  ante- 
rior to  the  cutaneous  branches  of 
the  cervical  plexus  and  above 
omohyoid  muscle. 

4.  May  need  to  extend  dissection  to 
area  posterior  to  the  cervical  plexus 
or  superior  and  posterior  to  the 
spinal  accessory  nerve. 

B.  Indications 

1.  Large  T2,  T3,  T4  cancers  of  the 
floor  mouth,  oral  tongue,  alveolar 
ridge,  buccal  mucosa,  retromolar 
trigone  and  faucial  arch  with  NO 
necks.  (Necks  with  > 20%  chance 
of  harboring  occult  metastasis). 

2.  N1  necks  with  metastasis  located 
at  first  echelon  nodes. 

3.  CT  scan  suggesting  metastasis. 

4.  Difficult  to  evaluate  necks. 

5.  Necks  that  must  be  entered  surgi- 
cally for  ablation  of  the  primary 
lesion. 

6.  Inability  to  maintain  postoperative 
follow  up. 


7.  Inability  to  undergo  radiation 
therapy. 

8.  We  now  recommend  dissection 
for  all  oral  tongue  cancers  except 
very  superficial  T1  cancers.12 

C.  Other  factors 

1.  Can  be  done  bilaterally 

2.  Allows  selective  use  of  radiation 
therapy. 

3.  Adequate  treatmentfor  necks  with- 
out multiple  nodes  or  nodes  with 
ECS. 

4.  Adequate  treatment  for  certain 
salivary  gland  malignancies  and 
melanomas. 

III.  Anterior  neck  dissection 

A.  Node  groups  removed 

1.  Upper,  middle,  and  lower  jugular 
nodes 

2.  Widefield  laryngectomy  is  simply  a 
total  laryngectomy  and  bilateral 
anterior  neck  dissections. 

B.  Indications  - clinically  negative  nodes 

and: 

1.  Widefield  laryngectomy 

2.  Supraglottic  laryngectomy 

C.  Other  factors 

1.  Can  be  done  bilaterally 

2.  Allows  selective  use  of  radiation 
therapy 

In  summary,  we  believe  the  use  of  modified 
and  selective  neck  dissections  is  well  estab- 
lished. They  are  also  very  beneficial  when  prop- 
erly executed  and  used  for  the  correct  indica- 
tions. Care  must  be  taken  to  not  "stretch"  the 
indications,  however,  and  we  never  hesitate  to 
use  the  radical  neck  dissection  when  indicted. 
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COMMENTS 

Dr.  Lydiatt,  et  al  have  simplified  the  evalua- 
tion and  indications  of  selective  modified  neck 
dissection  for  carcinoma  of  head  and  neck  in 
this  article.  RND  and  MND  have  been  shown  to 
have  same  recurrence  and  survival  rate.  MND, 
obviously  avoids  unnecessary  morbidity  of 
dropped  shoulder,  cutaneous  anesthesia  and 
skeletal  pain  and  maintains  protection  of  the 
carotid  artery.  Indications  of  various  types  of 
MND  are  described  fully  well  and  it  has  been 
stressed  that  MND  preserves  the  spinal  acces- 
sary nerve,  sternocleidomastoid  muscle  and 
internal  jugular  vein.  Properly  planned  and 
executed,  MND  is  beneficial  if  performed  for 
correct  indication. 

Pradip  K.  Mistry,  M.D. 
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Thoracic  Outlet  Syndrome:  A Misunderstood 
And  Potentially  Devastating  Problem 

DAVID  H.  BINGHAM,  M.D. 

2221  South  17th  Street,  Suite  106 
Lincoln,  Nebraska  68502 


THORACIC  outlet  compression 
syndrome  encompasses  sev- 
eral different  abnormalities, 
with  the  vast  majority  (97%),  related  to  the 
nerves  of  the  brachial  plexus.  The  remainder 
are  lumped  into  arterial  and  venous  problems. 
The  thrust  of  this  discussion  is  to  better  under- 
stand this  diagnostic  dilemma  and  to  analyze 
the  neurological  and  vascular  issues  associated 
with  this  problem  and  the  best  means  to  treat 
these  entities.  The  first  operation  in  the  modern 
literature  for  this  problem  was  described  by 
Coote1  in  1861  in  London.  Progress  remained 
stagnant  for  many  years  as  supraclavicular  re- 
moval of  the  first  rib  was  the  norm,  until  the  late 
1 920's,  when  Adson2  described  division  of  the 
scalene  anticus  muscle  as  the  method  of  choice 
to  decompress  the  brachial  plexus.  Several 
years  passed  before  Clagett3  reported  the  re- 
moval of  the  first  rib  by  the  transaxillary  ap- 
proach. Roos4  in  the  mid-1970's,  summarized 
the  multiple  congenital  muscle  and  soft  tissue 
anomalies  associated  with  this  problem.  He  is 
considered  one  of  the  leading  world  experts 
today  with  respect  to  thoracic  outlet  syndrome. 

In  our  test  oriented  medical  environment, 
thoracic  outlet  syndrome  has  yet  to  effect  a 
study  that  will  diagnose  this  problem  with  a 
high  degree  of  accuracy.  This  is  partly  the 
reason  why  many  practitioners  question  the 
validity  of  this  clinical  entity.  Nerve  conduction 
studies,  electromyography,  and  somatosensory 
evoked  potentials5  have  all  been  utilized  to  aid 
in  the  diagnosis,  without  high  levels  of  success. 
These  tests,  however,  play  a significant  role  in 
evaluating  this  entity  as  a means  of  excluding 
other  diagnoses  as  a cause  of  the  patient's  pain 
and  numbness. 

Currently,  the  diagnosis  of  neurological  tho- 
racic outlet  syndrome  is  based  on  a thorough 
history  and  physical  examination  focusing  at- 
tention to  the  upper  extremity  nerves  and 
musculoskeletal  system.  The  "Adson  Maneu- 
ver", which  is  obliteration  of  affected  radial 
pulse  with  abduction  and  external  rotation  of 


the  arm,  is  a nice  test,  but  it  plays  no  role  in  the 
diagnosis  of  this  problem,  since  50%  of  the 
normal  population  are  found  to  have  a positive 
test,  but  without  symptoms.  The  three  minute 
elevated  arm  stress  test  as  described  by  Roos4 
rapidly  reproduces  the  patient's  symptom  com- 
plex in  nearly  all  people  felt  to  have  this  diagno- 
sis. The  supraclavicular  brachial  plexus  is  fre- 
quently tender  to  palpation  and  percussion. 
Historically,  these  patients  have  often  experi- 
enced antecedent  trauma  to  the  neck  and 
shoulder  girdle  area  or  perform  a repetitive 
activity  that  leads  to  symptoms  of  pain  in  the 
neck  and  shoulder  area  as  well  as  numbness 
radiating  down  the  arm  in  the  ulnar  nerve 
distribution.  Simple  tasks,  such  as  driving  the 
car  with  the  arms  elevated  on  the  steering 
wheel,  combing  or  drying  one's  hair,  as  well  as 
elevating  the  arms  to  shoulder  level  will  rapidly 
bring  on  this  symptom  complex.  These  symp- 
toms just  described  are  known  to  occur  with 
lower  plexus  (C8  ant  Tl)  thoracic  outlet  syn- 
drome. 

If  the  upper  plexus  (C5,  C6,  and  C7)  nerves 
are  involved  the  symptoms  appear  much  differ- 
ent and  the  treatment  is  likewise  not  the  same. 
These  patients  complain  of  pain  in  the  anterior 
and  lateral  portions  of  the  neck  as  well  as 
behind  the  sternocleidomastoid  muscle.  Pain 
frequently  radiates  to  the  jaw  and  ear  and  also 
spreads  to  the  scapula  and  over  the  upper 
anterior  chest  area.  The  physical  exam  reveals 
extreme  tenderness  over  the  trunk  (C5)  of  the 
brachial  plexus  especially  when  the  neck  is 
tilted  away  from  the  examiner. 

As  alluded  to  earlier,  surgical  treatment  of 
these  disorders  is  dependent  upon  the  portion 
of  the  brachial  plexus  involved.  The  lower  plexus 
problem  is  best  treated  surgically  with 
transaxillary  removal  of  the  first  rib  along  with 
resection  of  adjacent  fibrous  bands  and  muscu- 


*Reprints  request  and  correspondence  to:  David  H.  Bingham, 
M.D.,  Surgical  Assoc,  of  Lincoln,  2221  South  17th  Street,  Suite 
106,  Lincoln,  Nebr.,  68502. 
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lar  anomalies.  Anterior  scalenectomy,  via  a 
supraclavicular  approach  decompresses  the 
upper  plexus  and  allows  relief  of  this  symptom 
complex.  Some  authors  such  as  Sanders6  feel 
that  scalenectomy  plays  a significant  role  in 
treating  patients  with  lower  plexus  sympto- 
matology. 

Arterial  and  venous  complications  of  tho- 
racic outlet  syndrome  are  frequently  more  ob- 
vious and  impressive  than  the  neurological 
counterpart.  Patients  with  "effort  thrombosis" 
or  young  people  with  subclavian-axillary  vein 
thrombosis  should  be  evaluated  at  once  by 
venous  duplex  scanning  or  upper  extremity 
venography  to  determine  the  status  of  the 
affected  vein  as  well  as  the  opposite  vein.  If  the 
onset  of  symptoms  is  recent,  (within  72-96 
hours),  the  use  of  thrombolytic  agents  infused 
directly  into  the  clot  is  indicated.  If  complete 
clot  lysis  occurs,  one  should  re-evaluate  the 
affected  vein  venographically  in  both  the  neu- 
tral and  abducted-externally  rotated  position.  If 
substantial  compression  of  the  vein  occurs  in 
the  stressed  position  a first  rib  resection  would 
likely  benefit  this  patient. 

Arterial  complications  occur  more  frequently 
with  associated  cervical  ribs.  The  cervical  rib 
will  often  fuse  into  the  top  of  the  first  rib  thereby 
causing  compression  of  the  subclavian  artery 
when  the  arm  is  abducted.  This  may  lead  to 
post-stenotic  dilatation  of  the  artery  as  well  as 
aneurysm  formation.  Mural  thrombus  can  form 
in  the  wall  of  the  aneurysm  and  distal 
embolization  might  also  occur.  Angiography  is 
recommended  in  any  patient  with  a prominent 
supraclavicular  pulse  or  bruit  in  association 
with  a cervical  rib.  Treatment  depends  upon 
the  complexity  of  the  problem  at  the  time  of  the 
diagnosis,  but  could  mean  resection  of  the 
aneurysm  with  graft  placement,  complete  re- 
moval of  the  cervical  rib  and  anterior  scale- 
nectomy done  through  a combined  supracla- 
vicular and  infraclavicular  incision.  This  may  at 
times  necessitate  removal  of  a portion  of  the 
clavicle.  If  distal  thrombus  is  present  as  seen  on 
the  preliminary  arteriogram  attempts  should  be 
made  to  remove  this. 

Two  cases  are  presented  in  detail  to  illustrate 
the  severe  vascular  complications  one  may 
encounter. 

CASE  REPORTS 

Case  I.  B.  B.  is  a 42  year-old  white  female  who 
presented  with  a two  week  history  of  sudden 
onset  of  discomfort  in  her  right  arm  and  hand. 


This  would  be  made  worse  with  trivial  use  of 
the  right  arm.  She  works  as  a bank  employee 
and  several  times  each  day  lifts  20  to  50  pound 
money  bags  at  or  above  shoulder  level  onto 
shelves  in  the  bank  vault.  Physical  examination 
revealed  normal  pulses  in  the  left  arm,  but 
absent  brachial,  radial  and  ulnar  pulses  on  the 
right  arm.  X-ray  of  the  chest  and  lower  neck 
displayed  complete  cervical  ribs  bilaterally  (Fig. 
1).  Arteriogram  of  the  both  subclavian  arteries 
disclosed  aneurysmal  dictation  of  the  proximal 
left  subclavian  artery  (Fig.  2)  and  a right  subcla- 
vian artery  aneurysm  (Fig.  3)  with  a cutoff 
occlusion  of  the  proximal  brachial  artery  with 
distal  reconstitution  (Fig.  4).  She  underwent 
surgery  and  the  above  findings  were  confirmed 
as  well  as  the  presence  of  mural  thrombus  in  the 
wall  of  the  aneurysm.  The  aneurysm  was 
resected  and  an  interposition  vein  graft  placed. 
She  had  complete  removal  of  her  cervical  rib, 
anterior  scalenectomy  and  thromboembo- 
lectomy  of  the  occluded  brachial  artery.  She 
did  well  from  the  surgery  and  a few  weeks  later 
underwent  left  cervical  rib  removal  along  with 
anterior  scalenectomy.  This  case  illustrates  the 
most  severe  arterial  complication  that  one  may 
encounter  when  dealing  with  this  problem. 


FIGURE  1 

X-ray  of  the  chest  and  lower  neck  revealing  completely 
fused  cervical  ribs  bilaterally. 
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FIGURE  2 

Arteriogram  of  the  left  subclavian  artery  discloses  aneurysmal  dictation  of  the  proximal  left  subclavian  artery. 


FIGURE  3 

Right  subclavian 
arteriogram  shows 
an  aneurysm  of  the 
right  subclavian 
artery  with 
occlusion  of  the 
proximal  brachial 
artery. 
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FIGURE  4 

Arteriogram  of  the 
proximal  right 
brachial  artery 
which  reveals 
occlusion  and  distal 
reconstitution  of 
the  brachial  artery. 


CASE  II 

C.M.  is  a 52  year-old  white  female  who  works 
in  a convenience  store.  Much  of  her  day  is 
spent  stocking  shelves  at  or  above  shoulder 
level.  She  presented  with  a two  day  history  of 
left  arm  pain  and  swelling.  Venogram  of  the  left 
arm  (Fig.  5)  was  performed  and  revealed  sub- 


clavian-axillary vein  thrombosis.  Urokinase  was 
infused  directly  into  the  clot  and  at  24  hours 
complete  clot  lysis  had  occurred  (Fig.  6).  The 
venogram  was  also  performed  in  the  abducted 
and  externally  rotated  position  which  shows 
obstuction  to  flow  of  blood  at  the  level  of  the 


FIGURE  5 

Venogram  of  the 
left  arm  which 
shows  thrombosis 
of  the  subclavian 
axillary  vein. 
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FIGURE  6 

Venogram 
performed  after  24 
hours  of  Urokinase 
infusion  showing 
complete  lysis  and 
patency  of  the  left 
subclavian  axillary 
vein. 


FIGURE  7 

Venogram  of  the 
left  subclavian 
axillary  vein  after 
complete  clot  lysis 
in  the  abducted- 
externally  rotated 
position.  This 
shows  obstruction 
to  blood  flow  in 
this  vein  at  the  level 
of  the  clavicle.  First 
rib  resection 
rectified  this 
problem. 


left  clavicle  (Fig.  7).  This  patient  underwent 
successful  removal  of  her  left  first  rib  and  con- 
tinues to  do  well  in  follow-up. 

These  cases  represent  the  severity  with  which 
thoracic  outlet  syndrome  can  present.  They  are 
also  the  more  obvious  problems  with  the  most 
definitive  diagnostic  studies  and  have  outcomes 
that  are  far  more  predictable  than  their  neuro- 
logical counterparts. 


In  cases  of  mild  neurologic  thoracic  outlet 
syndrome,  physical  therapy,  warm  moist  packs 
to  the  affected  area  and  a dedicated  exercise 
program  will  keep  the  vast  majority  of  these 
patients  away  from  the  operating  room.  Nearly 
80%  of  all  patients  that  I see  will  never  need 
surgery  and  rightfully  so,  but  the  other  20% 
with  severe  and  incapacitating  symptoms  who 
undergo  either  a first  rib  resection  or  anterior 
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scalenectomy  will  do  so  with  predictably  good 
to  excellent  results  75  to  80%  of  the  time. 

I have  performed  40  such  operations  over 
the  past  six  years.  Seventeen  (17)  patients 
(43%)  had  an  excellent  result  with  all  symptoms 
gone.  Another  thirteen  (13)  patients  (32%) 
experienced  a very  good  result  with  only  minor 
discomfort.  Thus  three-fourths  of  this  surgical 
group  had  an  exceptional  outcome.  Six  (6) 
more  people  had  what  I term  a good  result  with 
some  residual  discomfort  most  often  in  the 
shoulder  and  neck  areas,  but  with  resolution  of 
arm  pain  and  numbness.  Four  (4)  other  patients 
(10%)  had  no  improvement  and  I conclude  had 
the  wrong  diagnosis  made  prior  to  surgery. 

As  one  can  see  progress  has  been  made  over 
the  past  several  years  with  respect  to  this  entity. 
A well  planned  physical  therapy  and  exercise 
program  as  well  as  careful  evaluation  and  cau- 
tious surgical  intervention  can  and  does  help 
those  patients  with  this  very  difficult  problem. 


Our  concern  for  the  future  must  be  to  improve 
our  diagnostic  methods  along  with  dedicated 
therapy  programs  which  together  will  equate 
to  a higher  percentage  of  excellent  outcomes. 
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ASK  A LAWYER 


1.  When  a couple  who  have  minor  children 
obtain  a divorce,  who  has  access  to  medi- 
cal records  and  makes  medical  decisions 
for  the  children? 

Nebraska  law  (§  42-381,  Neb.  Rev.  Stat. 
1943,  as  amended)  provides  that  regardless  of 
who  has  custody,  each  parent  continues  to 
have  full  access  to  medical  records  unless  the 
court  orders  to  the  contrary.  In  this  regard  it  is 
best  to  ask  to  see  a certified  copy  of  the  court 
order  dissolving  the  marriage. 

2.  What  about  emergency  situations  and 
where  the  minor's  status  as  determined  by 
the  court  order  is  unknown? 

Either  parent  may  make  emergency  deci- 
sions affecting  the  health  of  safety  of  the  child 
while  the  child  is  in  the  physical  custody  of  that 
parent. 


3.  How  long  must  a physician  retain  copies  of 

medical  records,  including  minors? 

1.  Adults:  Ten  years  from  rendering  of 
service; 

2.  Minors:  Ten  years  past  age  of  twenty- 
one; 

3.  Deceased  patients:  Ten  years  from  ren- 
dering of  service. 

Physicians  do  not  need  to  keep  copies  of 
records  and  x-rays  being  properly  retained  by 
hospitals. 

★ ★★ 

"Ask  a Lawyer1  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  of  the  Cline  Williams  Law  Office.  Questions 
relating  to  specific  detailed  factual  situations  should  continue  to  be 
referred  to  your  own  counsel. 
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ALLIANCE 


Annual  State  Meeting 
April  29  and  30,  1994 

MONA  DAMICO 

Chairman,  Resolutions 


WHEREAS,  we  consider  it  fitting  and  proper 
to  express  our  thanks  to  all  who  have  contrib- 
uted to  the  success  of  the  convention  and  the 
accomplishments  of  the  past  year,  THEREFORE 
BE  IT 

RESOLVED,  that  the  members  of  the  Ne- 
braska Medical  Association  Alliance  extend  our 
sincere  thanks  and  appreciation  to  the  officers 
and  other  members  of  the  Nebraska  Medical 
Association  Alliance  Board  of  Directors  who 
have  so  ably  carried  on  the  business  necessary 
for  the  proper  function  of  our  organization  and 
be  it  further 

RESOLVED,  that  our  thanks  and  apprecia- 
tion be  directed  to  the  members  of  the  Metro- 
politan Omaha  Medical  Society  Alliance,  host 
to  this,  the  69th  Annual  Meeting,  for  the  gra- 
cious hospitality  extended  to  us  all;  and  be  it 
further 

RESOLVED,  that  we  extend  our  welcome 
and  thanks  to  Mary  Hansen,  President  of  the 
American  Medical  Association  Alliance  for  her 
attendance  at  our  convention;  and  be  it  further 

RESOLVED,  that  we  declare  particular  grati- 
tude to  the  President  of  the  Metropolitan  Omaha 
Medical  Society  Alliance,  Lenore  Deeths,  to  our 
Convention  Chairman  Maria  O'Donohue,  their 
gracious  committee  and  to  all  who  have  as- 
sisted so  capably  in  planning  for  our  comfort 
and  pleasure;  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical 
Association  be  advised  of  our  appreciation  of 
their  assistance  and  leadership,  in  particular 


that  of  Robert  F.  Shapiro  M.D.  Also  that  the 
Commission  on  Association  Affairs  be  informed 
of  our  gratefulness  for  their  help  and  advice 
throughout  the  year  and  thank  the  Scientific 
Sessions  Committee  for  generously  sharing  with 
us  those  portions  of  their  program  we  are 
privileged  to  attend,  and  be  it  further 

RESOLVED,  that  we  make  known  to  Mr. 
William  Schellpeper,  Executive  Director  of  the 
Nebraska  Medical  Association,  Mr.  James  Ruigh, 
Assistant  Executive  Director,  and  to  their  office 
staff,  our  deep  appreciation  of  their  support 
and  assistance  in  all  matters  pertaining  to  the 
Nebraska  Medical  Association  Alliance,  and  be 
it  further 

RESOLVED,  that  our  thanks  be  extended  to 
Dr.  Benjamin  Gelber,  Editor  of  the  NEBRASKA 
MEDICAL  JOURNAL  for  the  inclusion  of  the 
ALLIANCE  NEWS  page;  to  Elba  Lau,  Editor  of 
the  NEWSLETTER  of  the  NEBRASKA  MEDICAL 
ASSOCIATION  ALLIANCE;  to  Medical  Liability 
Mutual  and  Methodist  Hospital  for  their  inter- 
est and  monetary  support  of  our  NEWSLETTER; 
and  the  state  medical  office  personnel  for  their 
help  in  preparing  material  and  mailing  same, 
and  be  it  further 

RESOLVED,  that  we  pledge  our  loyalty  and 
devotion  to  the  Nebraska  Medical  Association 
Alliance,  that  we  continue  to  be  faithful  in 
supporting  its  activities,  promoting  its  projects 
and  protecting  its  reputation  and  high  ideals 
and  be  it  finally 

RESOLVED,  that  these  resolutions  be  pub- 
lished in  the  NEBRASKA  MEDICAL  JOURNAL. 
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WELCOME  NEW  MEMBERS 


Joseph  C.  Tiffany,  II,  M.D. 

900  Norfolk  Ave. 

Norfolk,  NE  68701 

Stephen  J.  Haudrich,  M.D. 
220  S.  17th  St. 

Lincoln,  NE  68508 

Janet  K.  Wolfe,  M.D. 

2221  S.  17th  St.,  #102 
Lincoln,  NE  68502 

Daniel  K.  Bixler,  M.D. 

Arbor  Family  Care  Center 
2514  S.  119th  St. 

Omaha,  NE  68154 

Robert  M.  Faulk,  M.D. 

11424  P St. 

Omaha,  NE  68137 

William  P.  Fitzgibbons,  M.D. 
20845  West  Dodge  Rd. 
Elkhorn,  NE  68022 

Bernadette  A.  Hughes,  M.D. 
601  N.  30th  St. 

Omaha,  NE  68131 

Patricia  McDougall,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198 

Murray  S.  Odrezin,  M.D. 

101  East  Centennial 
Papillion,  NE  68046 

Robert  A.  Allen,  M.D. 

UNMC  - P.O.  Box  981050 
Omaha,  NE  68198-5215 

Howard  E.  Gendelman,  M.D. 
UNMC  - P.O.  Box  985215 
Omaha,  NE  68198-5215 


Donald  R.  Frey,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 

Michael  R.  Goodman,  M.D. 

506  E.  Gold  Coast  Rd. 
Papillion,  NE  68128 

Thomas  R.  McGinn,  M.D. 

601  N.  30th  St.,  #5720 
Omaha,  NE  68131-2197 

Julie  Otten,  M.D. 

2132  S.  42nd  St. 

Omaha,  NE  68105 

Jay  J.  Parsow,  M.D. 

1 1523  Arbor  St.,  #101 
Omaha,  NE  68144 

John  D.  Peters,  M.D. 

5130  Webster  St. 

Omaha,  NE  68132 

Kenneth  J.  Rhee,  M.D. 

UNMC  - P.O.  Box  981150 
Omaha,  NE  68198-1150 

Douglas  F.  Spellman,  M.D. 

2205  S.  10th  St. 

Omaha,  NE  68108 

Arthur  D.  West,  M.D. 

1 1 01 6 Q Street 
Omaha,  NE  68137 

David  G.  Folks,  M.D. 

Creighton  Dept,  of  Psychiatry 
P.O.  Box  985575 
Omaha,  NE  68198-5575 

John  D.  Horgan,  M.D. 

2808  S.  80th  Ave.,  #220 
Omaha,  NE  68124 

Fredrick  A.  McCurdy 

Dept,  of  Pediatrics  - UNMC 
P.O.  Box  982165 
Omaha,  NE  68198-2165 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

MAY  1 9-22,  1 994  — A Review  of  Orthopaedics 
and  Orthopaedic  Pathology  - Criss  II  Building, 
Creighton  University,  Omaha,  NE. 

MAY  27-29,  1994  — Family  Medicine  Update, 
Okoboji,  IA. 

JUNE  6,  1 994  — Medical  Therapy  of  the  Fetus  - 
OB  Outreach  Program  at  Offutt  Air  Base, 
Omaha,  NE. 

JUNE  29,  1994  — Couple  to  Couple  League  - 
"Natural  Family  Planning:  The  Time  Has  Come" 
- St.  Joseph  Hospital,  Omaha,  NE. 

JULY  27,  28,  1994  — Current  Concepts  in  Sub- 
acute Care  - Marriott  Hotel,  Omaha,  NE. 

AUGUST  4-8,  1994  — Anesthesiology  Review 
Course  - Professional  Seminars  - Nashville,  TN. 

SEPTEMBER,  18-24,  1994  — Anesthesiology  Re- 
view Course  - Professional  Seminars  - Boston, 
MA. 

SEPTEMBER  29,  1994  — Ultrasonography  - 
Marriott  Hotel  - Omaha,  NE. 

SEPTEMBER  30 -OCTOBER  1,  1994—  Day  With 
the  Perinatologists  - Marriott  Hotel,  Omaha, 
NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68178. 


MAYO  FOUNDATION 

SEPTEMBER  12-14,  1994  — The  Norwegian- 
American  Orthopaedic  Society,  Program  site: 
Rochester,  MN. 

SEPTEMBER  23-24,  1 994  — The  Lower  Extrem- 
ity Amputee:  A Multidisciplinary  Approach, 
Mayo  Foundation,  Rochester,  Minnesota,  Reg- 
istration fee:  $300,  1 5 credit  hours  in  Category 
I AMA. 

OCTOBER  1 5-1 6,  1 994  — International  Sympo- 
sium on  Myeloproliferative  Disorders,  Program 
Site:  Rochester,  MN. 


OCTOBER  23-27,  1 994  — Advances  in  Diagnos- 
tic Radiology,  The  Cloister,  Sea  Island,  Georgia. 
Registration  fee:  $595,  22.5  credit  hours  in 
Category  1 AMA. 

For  further  information:  Contact  Postgraduate  Courses, 
Section  of  Continuing  Medical  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone:  Toll  Free  800-323- 
2688  (U.S.). 


METRO  OMAHA  MEDICAL  SOCIETY/ 
OMAHA  MIDWEST  CLINCAL  SOCIETY 

SATURDAY,  JUNE  18,  1994  — "Family  Health 
Day  at  Henry  Doorly  Zoo",  Omaha,  NE.  CME 
for  physicans  with  added  events  for  families. 
$120  for  CME  and  family  activities.  Topics: 
Asthma,  Diabetes,  Cholesterol  and  Hyperten- 
sion. 7 credit  hours  in  Category  1 AMA  and  6.5 
credit  hours  AAFP. 

TUESDAY,  JUNE  7,  & WEDNESDAY,  JUNE  8, 
1 994 — Halfday  seminars  on  "The  Art  of  Good 
Patient  Relations"  (training  for  physician's  office 
staffs).  Instructor:  Janice  K.  Woerth,  Ph.D.  Wash- 
ington D.C. 

WEDNESDAY,  JUNE  8,  1994  — "Reduced  or 
Denied  Claims:  How  To  Prevent  Them". 
Insructor:  Janice  K.  Woerth,  Ph.D.,  Washington 
D.C. 

For  further  information  on  any  of  the  above  seminars 
contact  the  MOMS/OMCS,  7906  Davenport,  Omaha,  NE 
68114,  (402)  393-1415. 


NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  15-1  7,  1994  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

APRIL  27-30, 1 995 — Annual  Session,  Cornhusker 
Hotel,  Lincoln. 

SEPTEMBER  21-23,  1 995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  25-28,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 
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UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT—  Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider and  Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS 
— Provider 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651 . Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuting  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-5915. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

FRIDAY,  MAY  20,  1994 — Symposium  on  Head 
and  Neck  Pain:  Differential  Diagnosis.  Nebraska 
Center  for  Continuing  Education,  Lincoln,  Ne- 
braska. Target  Audience:  Physicians, 
Otolaryngologists,  Dentists.  Fee,  $150. 

FRIDAY  - SUNDAY,  JUNE  3-5,  1 994— Treatment 
for  the  Young  Adult  with  Hip  Disease,  Red  Lion 
Hotel,  Omaha,  Nebraska.  Target  Audience: 
Orthopaedic  Surgeons,  Fee:  $500 

THURSDAY -SATURDAY,  JUNE  16-18,  1994  — 
2nd  Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Marriott  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

MONDAY -TUESDAY,  SEPTEMBER  12-13,  1994 
— Nuclear  Antigens  as  Targets  for  Cancer 
Therapy,  Red  Lion  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Oncologist/Hematologists 
and  Researchers. 


SATURDAY,  SEPTEMBER  1 7,  1 994 — 7th  Annual 
Internal  Medicine  Update,  University  of  Ne- 
braska Student  Union,  Lincoln,  Nebraska.  Tar- 
get Audience:  Emergency  Medicine  Physicians 
and  others  who  provide  care  in  the  ER,  Fee: 
$45. 

MONDAY,  SEPTEMBER  26  — SATURDAY, 
OCTOBER  1,  1994  — Emergency  Medicine, 
1 994,  Center  for  Continuing  Education,  UNMC, 
Omaha,  Nebraska,  Target  Audience:  Emergency 
Medicine  Physicians  and  others  who  provide 
care  in  the  ER.  Fee:  $700. 

FRIDAY  AFTERNOON,  OCTOBER  7,  1994  — 
University  of  Nebraska  College  of  Medicine 
Alumni  Day  (in  conjunction  with  the  Omaha 
Midwest  Clinical  Society  Meeting),  University 
of  Nebraska  Medical  Center  Campus,  Omaha, 
Nebraska,  Target  Audience:  College  of  Medi- 
cine Alumni. 

FRIDAY  EVENING  - MONDAY,  OCTOBER  1 4-1  7, 
1994  — Advanced  Curriculum  on  Women's 
Health  - Part  II,  Adam's  Mark,  Philadelphia, 
Pennsylvania,  Target  Audience:  Primary  Care 
Physicians. 

SATURDAY,  OCTOBER  22,  1994  — Evaluation 
and  Management  of  the  Swollen  Extremity, 
Red  Lion  Hotel,  Omaha,  Nebraska,  Target  Au- 
dience: Primary  Care  Physicians. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  600 
South  42nd  Street  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuting  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-5915. 


WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

THURSDAY-FRIDAY,  APRIL  21-22,  1994  — Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRIDAY-SUNDAY,  JUNE  24-26,  1 994—  Frontiers 
In  Endourology,  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  Clayman,  M.D. 

For  further  information  on  any  of  the  above  seminars 
contact:  Continuing  Medical  Education,  Washington  Uni- 
versity School  of  Medicine,  Campus  Box  8063,  660  South 
Euclid  Avenue,  St  Louis,  Missouri,  63110-1093,  (800) 
325-9862. 
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The  Hospital  Medical  Staff  Section 
23rd  Assembly  Meeting 
June  9-13, 1994 
Chicago  Marriott  Hotel 
Chicago,  Illinois 


Interactive 

Dialogue 

with 

AMA  Board 
of  Trustees 


Physician 

Involvement 

in 

Health 

System 

Reform 


HMSS  representatives  will  not  want  to  miss  this  year’s  AMA-HMSS  Annual  Assembly  Meeting  held 
on  June  9-13  in  Chicago.  Aside  from  the  usual  policy-related  activities,  representatives  will  have 
an  opportunity  to  dialogue  with  the  AMA  Board  of  Trustees,  hear  the  latest  news  and  information 
from  Washington,  and  learn  the  importance  of  and  methods  for  physician  involvement  in  health 
system  reform. 

The  Friday  education  program  hosts  an  impressive  panel  of  speakers.  From  their  remarks, 
representatives  will  learn:  the  impact  of  proposed  legislation  on  the  future  practice  of  medicine; 
the  kinds  of  managed  care  entities  most  likely  to  thrive;  the  ways  to  cope  with  health  care  delivery 
changes  at  the  local  level;  the  support  needed  to  pass  legislation  on  physician  involvement  in 
health  system  reform;  the  steps  for  developing  a physician-directed  health  delivery  network  or 
plan;  and  the  best  methods  for  managing  patient  care  and  physician  compensation  in  physician 
health  plans. 

With  health  system  reform  legislation  pending  before  Congress,  state  health  system  reform 
initiatives,  and  the  rapid  development  of  integrated  delivery  systems,  it  is  vitally  important  that 
medical  staffs  mobilize  to  stand  up  and  speak  out  for  patients  and  the  profession.  The  June 
Assembly  meeting  is  no  exception.  Now  perhaps  more  than  ever  before,  HMSS  representatives 
need  to  be  involved  in  shaping  the  nation's  future  health  care  system. 

HMSS  past  actions  have  made  a difference.  The  AMA  has  incorporated  many  issues  advocated  by 
HMSS  in  its  new  health  system  reform  proposal  for  action  and  model  legislation.  Basically,  the 
draft  bill: 

• requires  that  health  plans  establish  a medical  staff  structure  with  defined  rights  with  regard 
to  the  plan’s  medical  policy,  utilization,  quality  and  credentialing  and  management  issues; 

• expressly  permits  physicians  to  jointly  present  their  views  on  any  plan  issue  (without  boycott 
or  strikes)  to  plan  management  for  discussion  and  negotiation; 

• directly  aids  physicians  in  the  creation  of  their  own  plans  or  networks  to  compete  with  large 
insurance  companies; 

• requires  negotiation  of  new  regulations  with  the  profession  before  their  announcement ; and 

• expands  the  role  and  protection  for  the  profession’s  accreditation,  standard  setting  and  medical 
society  disciplinary  functions. 

Success  will  depend  on  unified  physician  support  and  action.  Mark  your  calendar 
and  plan  to  attend! 

For  more  information  please  call 
312  464-4754  or  464-4761 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


NEBRASKA  MEDICAL  JOURNAL 
1994  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1994  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1995. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1994.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310  • Lincoln,  NE  68502 


ADVERTISER  S INDEXi 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


c 

Clarkson  Hospital 4 

Curare  Group,  Inc 24 

D 

Donley  Medical  Supply 6 

M 

Madonna  Rehabilitation  Hospital 3 

Medical  Protective 1 1 

Methodist  Richard  Young  Hotpital 15 

N 

Nebraska  Methodist  Health  Systems 2 

Norfolk  Printing  Co.,  Inc 6 

P 

Palisades  Pharmaceuticals 14 


S 

Strictly  Confidential  - Professional  - Effective  St.  Paul  Fire  & Marine  insurance  Co 28 

Schering-Plough 7,  8 

T 

For  information  call:  T.  Rowe  Price  & Associates 9 

402-393-3216  U 

(You  do  not  have  to  give  your  name.)  u.S.  Air  Force 10 

University  of  Nebraska  Medical  Center 1 7 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN,  cont. 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
Wiliam  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 

OBS1E1HICS  - GYNECOLOGY  Karen  M.  Higgins,  M .D. 
John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-94 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St.,  SUITE  405 
LINCOLN.  NE  68502 

1 -800-MED-LINC 

1-95 


The 

A HEART  i 

rJ^SS  r°NSULTATIVE 

a J \ i i 

U6nl6l  of  Nebraska 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Yourtgberg  MD 

PHILLIP  E.  BURKET,  M.D. 

• Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

3016  West  Faidley  P 0 Box  5345  Grand  Island.  NE  68802 

Office  (308)  382-3994  1-800-233-3994  FAX:  (308 1 382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-94 

Phone  (402)  466-8259  or  1-800-633-5462  4.95 

LINCOLN 


BURN 

CARE 

NEBRASKA 


frBURN 


CARE 
71  NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Bum  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1-800-995-BURN 
(402)  467-5454 

8-94 


eye. 


f surgical 
: associates 


5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 

(402)  489-8838  (402)  483-7700 

or 

1-800-633-5462 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice.  Nebraska 
Seward.  Nebraska 
Hebron,  Nebraska 
Falrbury.  Nebraska 
Geneva.  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-94 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont.  | 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidnck,  M.D.,  F.A.C.O.G 

Joseph  G.  Rogers.  M.D.,  F.A.C.O.G. 

DennisL  Hodge,  M.D.,  F.A.C.O.G. 

GregoryW.Heidrick.M.D . F.A.C.O.G 

YvonneK.  Davenport, M.D . F.A.C.O.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

l—  24  HOURS  - 7 DAYS  A WEEK  — | 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME ' 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-94 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified  or  Board  Eligible 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


LINCOLN,  cont.  I 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

1919  South  40th  Street 

(402)489-6554 

Suite  300 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-94 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

1919  South  40th  Street  (402)  489-6554 

Suite  300  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-94 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL;  — 

Office  (402)  4S3-7825  or  Med-Unc:  1 -800-530-5462 
4740  A Street*  Suite  100*  Lincoln,  NE  68510  f1'94 


I NEBRASKA 
I ORTHOPAEDIC 
I— ASSOCIATES 

L__L 


•GENERAL  ORTHOPAEDICS 

* ATHLETIC  INJURIES 

* ARTHROSCOPY  ■ HANDSURGERY 
•JOINT  DISEASE 4 TRAUMA 

* DISORDERS  OF  THE  SPINE 

* TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-94 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

9-94 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 

HI! 

Benjamin  R.  Gelber,  M.D. 
LonisJ.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-94 
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OMAHA 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

B-94 


T l™logy 

Adult  & Pediatric 

1 v-^enterf.J 

Urology 

Hal  K.  Mardls.  M.D.,  F.AC.S.  R.  Michael  Kroeger,  M.D.,  F.A.C.S. 

Harvey  A.  Konigsberg.  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  FA.C.S. 

Jeotfrey  Deeths,  M.D.,  F.A.C.S.  Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S.  90th  Street 
Omaha,  NE  681 14 
(402)  397-9800 
800-8824770 

• Satellite  Clinic 
Papillion,  NE 

3-95 

Q 


PLASTIC  SURGICAL  ARTS 


PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 


801  South  48th  Street 
Lincoln,  NE  68510 


(402)  483-2572 

10-94 


i RAIRIE  SURGICAL 

ASSOCIATES  P C 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 
Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344  g ^ 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  2221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-94 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888  8.94 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-94 


LINCOLN,  cont. 


pathology 

medical 

services 


© 


A Nichols  Institute  Affiliate 


SAMUELE.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D O 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 
PATRICK  A.  KEELAN.  M 0. 

DAVID  L.KUTSCH.  M.D 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T MASADA,  M.D 
MATTHIAS  I.  OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  E.  SHAPIRO,  M.D. 
AINA  I.  SILENIEKS,  M D 
DANIEL  J.  TILL.  M.D. 
LARRY  D.  TOALSON,  M D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 


6-94 
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BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

D.  Randall  Pritza,  M.D. 

q.qe; 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-94 


Eye  Physicians 
Omaha 

4353:  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

11-94 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8662  CASS  ST 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


COLUMBUS  - 2363  18th  AV. 

402-563-3379 

NORFOLK -1300  NEBRASKA  AV 

402-379-3250 


GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-95 


I FIRST 


EVE 


ASSOCIATES 

Buildup  l ixm  <i  ITixid  I k’riuigc 
of  ti\|xn  KyeQire 

Stanley  M.  Truhlsen.  M.D.. 

emeritus 

C.  Rex  Lana.  M.D. 

John  VV.  Pemberton.  M.D. 

John  T.  Ramsell.  M.D. 

Donald  L.  Arkfekl.  M.D. 
Raymond  M.  Crossman.  III.  M.D. 

D.  Praneis  Arkfekl.  M.D. 

Camilla  R Parson.  M.D. 

Michael  I.  Goldstein.  M.D 

Since  ihh<> 


Hill  DtxIgcSt 
Omaha.  NE 
(iHI  14-41  15 
14021  3‘XF8I  I I 

2io  Regency  I 'kwv 
Omaha.  NE 
OH  1 I 4-3726 
(4021  391  3 1 21 

4242  Famarn  si 
Omaha.  NE 
08131-2810 
1402)  552  2.KX) 

3353  E SI 
Omaha.  NE 
(J8 1 ( >7-25<  x i 
(402)  3!X)-8l  I 1 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 

Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


402-397-6661 

9110  West  Dodge  Road,  Suite  290  East 
Omaha,  Nebraska  68114-3359 

8-94 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS.  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injunes  & Evaluations 

• Shoulders  Elbow 

CALLS  ANSWERED  24  HOURS 

7710MercyRd.Suite500 

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-95 

ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6766 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
John  L.  Bluhm 

Administrator  "-9# 
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SCOTTSBLUFF 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
BY.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
C.A.  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  T STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1.95 


7441  -O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 


grrrre 

OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbluff,  Nebraska  69361 


Phone:  (308)  635-3911 

Day  or  Night 


1 SCOTTSBLUFF 
(308)  635-391 1 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OGALLALA 

(308)  284-4011 

9.  SIDNEY 

(308)635-3911 


10.  KIMBALL 

(308)  635-391 1 


TIME  FOR  A MOVE? 

Practice  opportunities  for  IM,  Ff}  OB/GYN,  Peds. 


"We  won’t  sell  you  on  a practice  - 
if  we  don't  have  it,  we’ll  find  it." 


Nebraska 

45+  Cities 

Omaha 

Lincoln 

Hastings 

Norfolk 

Imperial 

Papillion 


National 

750+Cities 

Tampa 
Kansas  City 
Chicago 
Cincinnati 
Des  Moines 
St.  Louis 


Even  City,  town  and  community  in  the  country 

The  Curare  Group,  Inc. 

fl |lltWff(lipi4& 

M-F  lam-1  pm,  sat  1 1 -4pm  CST 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full  -time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  IA  50021,  phone  1-800- 
729-7813  or  51 5-964-2772. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island,  NE  68801. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  IA,  5002 1 , phone  1 -800-729-7813. 

FAMILY  PRACTICE:  Excellent  opportunity  for  BC/ 
BE  family  practitioner  to  join  busy,  well  established 
multi-specialty  clinic.  Share  call  with  eight  FP  part- 
ners, no  ER.  Excellent  benefit  package  includes 
malpractice  insurance,  health  and  life  insurance, 
relocation  expense  and  CME  benefits.  Kearney  is  an 
excellent  University  town  of  30,000,  family  oriented 
with  excellent  schools  and  a strong,  progressive 
economy,  and  a diverse  array  of  recreational  and 
cultural  activities.  For  more  information  contact  Ryan 
Page  at  (308)  237-2141  or  write  to  Kearney  Clinic, 
P.C.,  211  West  33rd  Street,  Kearney,  NE  68848. 

EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  North  Memorial  Medical  Center  primary  care 
network.  Openings  are  available  for:  Family  Practice, 
Internal  Medicine  and  OB/GYN  physicians,  and 
Physician  Assistants.  These  opportunities  offer  stabil- 
ity without  sacrificing  autonomy.  Single  and  muiti- 
specialty  groups  in  urban,  suburban,  and  semi-rural 
settings.  Teaching  opportunities  with  North/Univer- 
sity of  Minnesota  residency  program.  Competitive 
compensation  structures  and  flexible  schedules  with 
independent  or  hospital  owned  group  practices. 
Immediate  access  to  Minneapolis/St.  Paul  attrac- 
tions. Central  to  Minnesota's  abundant  lakes  coun- 
try. If  you  are  BC/BE  send  your  CV  or  call  in 
confidence:  North  Medical  Programs,  North  Memo- 
rial Medical  Center,  3300  Oakdale  Ave.  North, 
Robbinsdale,  MN  55422-2900.  Nationwide  and 
Canada  1-800-275-4790. 


INTERNAL  MEDICINE,  FAMILY  PRACTICE  AND 
OB-GYN  PRACTICE  OPPORTUNITIES:  Rural  lake 
country  community  is  seeking  the  above  practitio- 
ners to  join  an  active  12  physician  multispecialty 
group.  Quality,  comfortable  living  environment,  mul- 
tiple recreational  activities,  fine  educational  oppor- 
tunities and  cultural  activities  abound.  Opportunity 
includes  relaxed  call,  liberal  salary  and  exceptional 
benefits.  Send  curriculum  vitae  or  inquiries  to:  Lake 
Region  Clinic,  P.C.,  Attention  Joel  Rotvold,  P.O.  Box 
1 100,  Devils  Lake,  ND  58301,  or  call  collect  at  701- 
662-2157  for  further  information. 

MEDISOFT  ADVANCED  is  accounts  receivable, 
insurance  billing,  practice  management,  appoint- 
ment scheduling,  and  MUCH  MORE!  Delivering 
state-of-the-art  features  with  unparalleled  ease  of 
use!  Even  electronic  claims  processing!  Call  T.  W. 
Associates,  1-800-862-7762. 

FAMILY  PRACTICE:  Excellent  opportunity  for  BC/ 
BE  family  practitioner  to  join  well  established  clinic  in 
Cozad,  Nebraska.  Cozad  is  an  All  American  Commu- 
nity located  in  central  Nebraska.  Excellent  benefit 
package  offered  with  an  excellent  income  guaran- 
tee. Interested  physicians  send  CV  to:  Physician 
Recruitment,  Box  108,  Cozad,  NE  69130,  or  call 
(308)  784-2261. 

CHEYENNE,  WYOMING:  Full  spectrum  FP  prac- 
tice including  OB.  Busy  from  day  1 with  young 
patient  base.  Premier  single-specialty  group  in  new 
offices.  If  you  are  a BC/BE  FP  and  proud  of  your 
strong  patient  care  focus,  respond  before  June  1 5 to 
Carol  Smith,  800-678-7858  or  FAX  314-726-0026. 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  • Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave. , Omaha,  NE  68 144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave. , #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106- 1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr.,  #204,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D  , Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 
Vocational  Rehabilitation 
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A New  Era  , ' of  Excellence  in  Cancer  Care 


Treating  Cancer  Takes 
Teamwork 


Today,  leading  cancer  experts  are  combining 
sophisticated  treatment  modalities  — surgery, 
chemotherapy  and  radiation  therapy  — with 
increasingly  better  results.  This  type  of  care  requires 
new  levels  of  collaboration  between  surgeons, 
medical  oncologists,  radiation  oncologists, 
radiologists,  pathologists  and  other  health  care 
professionals. 

The  Methodist  Cancer  Center  was  designed  from 
the  ground  up  to  foster  an  interdisciplinary 
approach  to  cancer  care.  In  this  special  setting , 
lip  to  two  dozen  doctors  contribute  their 
expertise  and  understanding  of  cancer  care. 
They  confer  weekly  to  develop  comprehensive 
treatment  plans  for  people  who  have  been 
diagnosed  with  cancer. 

Interdisciplinary  care  teams,  composed  of 
specialty  physicians,  oncology  nurses,  pharmacists, 
therapists,  dietitians,  counselors,  social  workers  and 
chaplains  and  guided  by  a medical  oncologist, 
provide  care  at  the  Methodist  Cancer  Center.  They 
coordinate  services  to  meet  the  patient's  home 
health  care  needs  and  meet  regularly  to  assess 
patient  progress.  The  patient’s  primary  physician 
receives  regular  updates  and  participates  in  follow- 
up care. 

For  more  information  on  the  serv  ices  available 
through  the  Methodist  Cancer  Center  or  to  refer  a 
patient,  call  the  Physicians’  Priority  Line, 
1-800-627-6363- 


“The  Methodist  Cancer  Center  will 
enhance  patient  care  by  integrating 
multiple  cancer  treatment  specialists 
and  services  in  a single  location.” 

David  Silverberg,  MD, 
medical  oncologist 
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team  is  ready  for  action  the 
minute  we  re  notified  that  a 
patient  is  in  route. 


Our  nurse  trauma  coordinator 
keeps  you,  the  primary  physician,  as  well  as  the 
transferring  hospital  informed  of  your  patient's 
progress  through  a follow-up  phone  call. 

And  once  a patient  stabilizes  at  the  Trauma 
Center,  other  physician  specialists  are  called  in. 
For  catastrophic  injuries.  Madonna  Rehabilitation 
Hospital  gets  involved  right  away. 

Madonna’s  rehabilitation  experts  know  that 
early  assessment  makes  a big  difference.  We 
evaluate  patients  for  rehabilitation  while  they're 
still  at  Lincoln  General.  And  as  the  primary 
physician,  you  are  an  active  member  of  the 
rehabilitation  team. 
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Seconds  count  in  health  care,  and  so  do  years. 
With  over  30  years  of  experience  in  rehabilitation. 
Madonna  helps  patients  regain  their  independence 
and  return  to  their  families,  their  jobs,  their 
communities.  For  12  years,  Lincoln  General  has 
focused  on  trauma  care  as  the  only  Trauma  Center 
in  Nebraska  verified  by  the  American  College  of 
Surgeons  Committee  on  Trauma. 

Responsive.  Informative.  Accessible.  The 
professionals  at  Lincoln  General  Hospital  and 
Madonna  Rehabilitation  Hospital  are  just  a toll-free 
phone  call  away,  any  time  of  the  day  or  night. 
When  seconds  count,  count  on  us. 
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Storz 

Cancer  Institute 


Living  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients'  physical , 
emotional,  social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 


Cancer  Support  Team 

Storz  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  services  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physi- 
cal  therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552-6932 
or  call  MD  Source  toll-free  at  1-800-552-5552. 
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illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-t he- Editor  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 

Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer.  Norfolk  Printing  Company. 
Inc.,  P.O.  Box  278,  Norfolk.  Nebraska  68702-0278. 
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r THESE  ’fes 
HSTRUMENI^ 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT  MAJ.  LONNY  HOUR 
(913)491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center 


Who  do  you 
talk  to  when 
your  patients 
show  signs  of 
drug  or  alcohol 
abuse? 


Chemical  dependency  destroys  more 
than  bodies.  It  destroys  lives.  And  not 
just  the  lives  of  your  patients.  Families, 
loved  ones  and  friends  are  deeply 
affected  too.  Individualized  treatment  is 
the  answer. 


Chemical 

Dependency 


If  you  have  a patient  you  think  may  be 
chemically  dependent,  call  the  Methodist 
Richard  Young  Consultation  Line.  A free 
seivice  for  professionals,  the  consultation 
line  can  provide  you  with  information 
and  assist  with  assessments  and 
admitting. 


• Trembling 

• Anxiety 

• Family  History  of 
Alcoholism 

• Blackouts 

• Susceptibility  to 
Infectious  Diseases 

• Memory  Loss 

• Confusion 


Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 


METHODIST  & 

RICHARD  YOUNG 


Mental  Health  Care 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Professional  Full  Service 


MEDICAL  ACCOUNT  COLLECTIONS 


Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the  For  more  information  on  our  services,  contact  the 

exclusive  endorsement  of  the  Nebraska  Med-  Nebraska  Medical  Association  office  or  Bartling  and 

ical  Association  in  providing  medical  account  Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln.  NE 
collections.  68516,  (402)  421-1600. 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Executive  Vice  President 
8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  • Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave  , Omaha,  NE  68 144 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave. , #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St..  #104 
Omaha,  NE  68106- 1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68 180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr.,  #204,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 
6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808S  80th Ave., #230, Omaha, NE 68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68 152-2 116 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
Peter  E.  Diedrichsen,  M.D  , President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown,  PA-C,  President 
P.O.  Box  3 1280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68 1 14 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S.  14th  St.,  #200,  Lincoln,  NE  68508 
Nebraska  Association  of  Pathologists 
Samuel  E.  Boon,  M.D.,  President 
60 1 North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph  D.  Lynch,  M.D.,  President 
UNMC  - 600  S.  42nd  St  , Omaha,  NE  68 198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave  . #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C Likes,  Administrator 
3001  Douglas,  7th  Floor  N.,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D.,  President 
233  S.  13th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 

Mark  B.  Horton,  M.D.,  M.S.P.H.,  Director 
P.O.  Box  95007, 301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O.  Box  5232,  Grand  Island,  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box  24253,  Omaha,  NE 68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Donna  R Baker,  Executive  Director 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221 S.  17thSt.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 
Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Mark  Diercks,  M.D.,  President 
2206  S.  10th  St.,  Omaha,  NE  68108 
Nebraska  Radiological  Society 
Joseph  M.  Stavas,  M.D.,  President 
233  S.  13th  St.,  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D.,  President 
2205  S.  10th  St.,  Omaha,  NE  68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121 S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

Raymond  Schulte,  M.D.,  Chairman 
4239  Famam  St.,  #734,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D.,  President 

233  So.  13thSt.,  Suite  #1512,  Lincoln,  NE  68508-2091 

Nebraska  Society  of  Medical  Assistants,  Inc.,  an 
Affiliate  of  the  American  Association  of  Medical  Assistants 

Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  68516 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St. , Omaha,  NE  68 1 14 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M D . President 
4740  A.  St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68 1 14 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 

8301  Dodge  St.,  Omaha.  NE  68114,  (402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rome,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W  , Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  F oundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph  D.,  CAE,  Executhe  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 


AMA  NEWS  NOTES 

AMA  CHALLENGES 
INSURERS  ON  ANTITRUST 

An  AMA-sponsored  ad  in  the  May  1 2 Wash- 
ington Post  challenged  the  "Big  5"  health  insur- 
ance companies  on  the  issue  of  antitrust  re- 
form. 

The  ad,  headlined  "What  are  they  so  afraid 
of?"  read,  in  part:  "For  years,  the  insurance 
industry  has  been  raising  premiums,  dropping 
people  when  they  get  sick,  and  denying  cover- 
age to  patients  who  are  already  sick  and  desper- 
ately in  need  of  care.  So  you  can  bet  their 
opposition  to  the  Health  Care  Antitrust  Im- 
provement Act  isn't  based  on  what's  best  for 
you.  It's  based  on  what's  best  for  their  bottom 
line." 

The  ad  is  part  of  the  AMA's  campaign  for 
antitrust  reform,  as  embodied  in  the  Hatch- 
Archer  legislation  (S  1 658  and  HR3486).  It  also 
notes  that  insurance  companies  - which  have 
mounted  a vigorous  campaign  against  physi- 
cian-sponsored antitrust  reform  measurers  - have 
themselves  been  exempt  from  antitrust  laws  for 
many  years. 

Copies  of  the  ad  suitable  for  publication  are 
available  by  calling  (312)  464-4400. 

★ ★ * 

LETTER  TO  CONGRESS 
SUPPORTS  ANTITRUST  BILLS 

The  AMA  and  nearly  100  other  medical 
groups  sent  a joint  letter  to  every  member  of 
Congress,  voicing  support  for  the  Hatch-Archer 
legislation  and  stressing  the  points  made  in  the 
May  12  Washington  Post  ad. 

Every  state  medical  society  and  most  major 
national  specialty  societies  signed  on  to  this 
strongly  worded  letter,  stating,  "The  undersigned 
organizations  want  to  clear  away  the  insurance 
companies'  smokescreen  and  refute  scurrilous 
arguments"  regarding  the  AMA's  antitrust  relief 
legislation. 

The  letter  and  the  list  of  signers  are  available 
on  the  AMA  Electronic  Network;  see  LET  405 1 2. 
TXT. 

Also  last  week,  AMA  Vice  Speaker  Richard 
Corlin,  MD,  testified  before  the  Senate  Finance 
Committee  on  antitrust  reform,  supporting  the 
Hatch-Archer  legislation.  His  testimony  may  be 
downloaded  from  the  AMA  Electronic  Net- 
work; see  RFC4051 2.WP5  Word  Perfect)  or 
RFC4051 2.ASC  (ASCII  Text). 
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...a  promise  to 
defend ... 


HERE  ARE  THE  FACTS:  Over  25%  of  America's  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 

WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL-  when  the  allegations 
are  frivolous,  or  highly  emotional--  you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Agent  at  1-800-344-1899. 


THE 


Medical  Protective  Company 

FORT  WAYNE,  INDIANA 

‘Prof essionaf  “Protection  “Effusive  [y  since  1899 


A+  (Superior)  A. M. Best 
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Breast  of 
chicken 


Today’s  Pork: 

Compare  it  to  chicken 
for  a healthy  surprise 

You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today’s  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat.  saturated  fat,  cholesterol, 
and  calories.1-2' 


Calories 

Total 

Fat 

Saturated 
Fatty  Acids 

Cholesterol 

Chicken  Breast, 
skinless 

140 

3.0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4. 1 g 

1 .4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6. 1 g 

2 2 o 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5  g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

*Table  refers  to  3-oz.  cooked  servings. 


Nebraska  Pork  Producers  Association 
Attn:  Jane  Kreutz-Reeson 
1222  L Street 
Aurora,  NE  68818 


Best  of 
pork 


New  study: 

Pork  is  now  31%  leaner 


Pork  is  leaner  today  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques. According  to  new  1991  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983. 1 


Today’s  pork  fits  well  within  the  dietary  guide- 
lines recommended  by  both  the  American 
Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here's  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi- 
tional fat  in  preparation. 

1 . US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products.  1991 . 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products.  1979. 
Agricultural  handbook  8-5. 

TODAY’S  PORK 

The  Other  White  Meat 

© 1992  National  Live  Stock  and  Meat  Board  in  cooperation  with  the  National  Pork  Board 
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Health  Related  Behavior  Modification:  The  Role  Of  The  Physician 


FREDERICK  f.  PAUSTIAN,  M.D. 


As  we  are  all  aware,  the  major  subject  of 
discussion  among  physicians  for  the  past  1-2 
years  has  been  health  care  system  reform,  not 
health  care  reform.  The  need  for  health  care 
system  reform  is  generally  based  on  two  fac- 
tors: 1 ) lack  of  access  to  health  care  by  approxi- 
mately 15%  of  the  United  States  population, 
and  2)  the  cost  of  medical  services  - a great 
concern  of  government,  industry,  the  medical 
profession,  and  individuals.  As  stated  in  a previ- 
ous editorial,  the  total  cost  of  medical  care 
equals  volume  of  services  times  price.  Much 
effort  is  currently  being  devoted  to  health  care 
system  design  which  will  reduce  overall  costs  of 
medical  services  mainly  through  the  managed 
cared  approach  to  delivery  of  medical  services. 
The  reduction  of  volume  of  medical  care  has 
received  much  less  attention  as  it  tends  to  be 
equated  to  rationing  of  the  delivery  of  medical 
services.  An  area  where  health  care  reform  is 
needed  and  about  which  relatively  little  has 
been  written  or  done  is  the  modification  of 
unhealthy  lifestyles  of  many  of  the  citizens  of 
this  country.  Through  behavior  modification  of 
such  lifestyles,  a distinct  reduction  in  health 
care  volume  and  cost  should  be  obtainable. 

The  Scientific  Sessions  Committee  of  the 
Nebraska  Medical  Association  has  recognized 
the  need  for  behavior  modification  of  our  soci- 
ety as  an  important  preventive  measure  to 
improve  health.  In  its  annual  scientific  programs 
for  the  past  two  years,  the  NMA  has  focused  on 
societal  problems  in  health  care  that  have  a 
serious  impact  on  all  of  us.  In  1993  attention 
was  directed  at  the  distribution  of  the  health 
care  dollar  as  to,  "who  gets  what?",  with  the 
societal  concern  focused  on,  "how  can  we  most 
effectively  and  efficiently  expend  the  health 
care  dollar?"  At  the  1994  Annual  Session,  the 
societal  problem  of  domestic  violence  and  abuse 
was  the  theme  with  major  attention  being  given 
to  recognition  of  behavior  characteristics  lead- 
ing to  violence  so  as  to  permit  both  preventive 
and  rehabilitative  therapy.  Underlying  this  ex- 
cellent program  was  the  recognition  that  pre- 
vention of  physical  and  mental  injury  through 
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behavior  modification  would  not  only  improve 
health  but  markedly  reduce  health  care  costs. 

When  reviewing  age,  sex  and  race  related 
tables  and  graphs  on  the  leading  causes  of 
morbidity  and  mortality,  one  becomes  very 
disturbed  that  these  high  frequency  diseases 
have  a striking  pathogenic  correlation  with 
unhealthy  behavior. 

Examples  are  as  follows: 

• Heart  disease  - smoking  and  obesity 

• Cancer  - smoking,  alcohol,  and  in  some 
instances  sexual  promiscuity 

• Cerebral  vascular  disease  or  strokes  - smok- 
ing and  obesity 

• Chronic  lung  disease  - smoking 

• Motor  vehicle  accidents  - alcohol  and 
drug  abuse 

• Suicides  and  homicides  - disturbed  emo- 
tional states,  alcohol  and  drug  abuse 

• Cirrhosis  of  the  liver  - alcohol  and  drug 
abuse  and  sexual  promiscuity 

• AIDS  - sexual  promiscuity,  drugs  and  alco- 
hol abuse 

• Alcoholism  - alcohol 

• Non-vehicular  accidents  - violence  sec- 
ondary to  disturbed  emotional  states,  al- 
cohol and  drug  abuse. 

• And  the  list  goes  on  and  on. 
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While  all  of  us  as  physicians  are  very  much 
aware  of  these  pathogenic  mechanisms  under- 
lying the  listed  diseases  and  we  have  great 
empathy  for  the  consequences  and  the  related 
pain  and  suffering  of  our  patients  and  their 
families,  what  are  we  as  physicians  doing  in  a 
meaningful  manner  to  alter  the  behavior  lead- 
ing to  the  problems?  Reed  Tuckson,  M.D., 
President  of  the  Charles  R.  Drew  University  of 
Medicine  and  Science,  spoke  at  the  AMA  1 994 
National  Leadership  Conference  in  San  Fran- 
cisco, and  very  cogently  assessed  the  problem 
when  he  stated,  "Pity  and  compassion  in  a 
world  of  pain  means  nothing  without  change." 
It,  therefore,  becomes  extremely  important  for 
us,  as  physicians,  to  appreciate  the  pathogen- 
esis of  these  diseases  and,  when  related  to 
unhealthy  behavior,  initiate  the  process  of  ef- 
fecting change  in  our  patients  in  order  that  we 
may  avert  the  otherwise  steady  progression 
toward  illness  and  death.  We  physicians,  as  the 
principle  providers  of  health  care,  must  educate 
our  patients  as  to  appropriate,  healthy  lifestyle 
habits.  If  we  want  our  patients  and  society  to 
have  a happy,  healthy  life,  they  must  be  edu- 
cated to  accept  responsibility  for  self  conduct 
of  a healthy  lifestyle. 

Physicians  must  be  sensitive  to  those  circum- 
stances evident  in  the  patients  history  which 
lead  to  impaired  health  both  emotionally  and 
physically.  Unfortunately,  when  we  recognize 
illness  as  a consequence  of  inappropriate  be- 
havior, such  as  domestic  violence,  we  must 
become  involved  because  we  have  the  respon- 
sibility of  being  the  caretakers  of  our  patients 
health.  Involvement  in  this  type  of  health  prob- 
lem often  means  a major  commitment  of  time 
and  effort  including  interaction  with  our  law 
enforcement  officials  and  legal  colleagues. 

The  accurate  diagnosis  and  treatment  of 
disturbed  emotional  states  as  depression  is 
essential  to  the  prevention  of  long-term  morbid- 
ity as  well  as  suicide.  Unfortunately,  recognition 
of  such  depression  disorders  in  certain  seg- 
ments of  our  population,  as  the  adolescent,  is 
widely  undiagnosed  and  accordingly  nottreated. 
Therefore,  recognition  of  the  problem  is  of 
paramount  importance  if  we  are  to  effectively 
intervene  and  bring  about  change  or  make  the 
appropriate  referral  to  skilled  health  providers 
who  can  effect  change  through  behavior  modi- 
fication. 

While  there  a numerous  publications  avail- 
able within  our  medical  periodicals  and  there 
are  many  continuing  medical  education  courses 


which  will  prepare  us  for  the  recognition  of 
behavior  based  disease,  many  physicians  are 
not  aware  of  the  resources  available  for  treat- 
ment. Within  the  State  of  Nebraska  and  in 
certain  communities  there  are  networks  of  agen- 
cies and  personnel  who  are  available  to  provide 
us  help  in  the  treatment  of  behavioral  disorders. 
These  include  the  Nebraska  Domestic  Violence 
and  Sexual  Assault  Coalition,  the  Legal  Assis- 
tance Foundation,  and  the  Omaha  Community 
Partnership  as  just  a few  entities  which  can 
facilitate  or  provide  direction  to  the  most  ap- 
propriate personnel  for  the  care  of  our  patients. 
Physicians  must  prepare  themselves  to  manage 
societal  health  problems  through  the  utilization 
of  these  important  agencies  and  their  skilled 
personnel  who  are  capable  of  intervening  and 
reversing  detrimental  behaviors. 

While  of  limited  availability  at  the  present 
time,  a near  future  resource  for  effective  man- 
agement of  behavioral  problems  are  nurse  prac- 
titioners. We  should  recognize,  appreciate,  and 
accept  their  skills  as  very  interactive  health  care 
providers  who  can,  in  a collaborative  relation- 
ship with  physicians,  be  very  effective  investiga- 
tors and  bring  about  change  though  counseling 
and  education  of  our  patients.  While  embrac- 
ing these  mid-level  practitioners,  we  must  be  of 
further  assistance  to  them  by  promoting  the 
recognition  of  the  value  of  their  services  by 
health  care  insurers  and  other  payers  so  as  to 
permit  adequate  compensation  for  the  skills 
they  utilize  to  bring  about  the  change  of  un- 
healthy behaviors.  By  so  doing,  it  is  very  likely 
that  we  can  bring  about  a reduction  in  the 
volume  of  health  care  and  thereby  significantly 
contain  costs. 

It  is  also  important  that  we,  as  an  association 
of  physicians,  influence  in  every  way  possible 
other  methods  of  patient  education  than  direct 
interaction.  There  are  many  behavioral  prob- 
lems among  our  society  which  have  not  reached 
the  stage  where  the  individual  seeks  medical 
care.  These  troubled  persons  also  require  edu- 
cation as  to  the  detrimental  potential  of  their 
behavior.  It  is  important  that  our  organization 
work  together  with  representatives  from  all 
education  systems  to  bring  to  the  attention  of 
the  communication  media  the  necessity  for  the 
promotion  of  healthy  lifestyles  through  educa- 
tion. There  are  many  mass  media  mechanisms 
which  must  be  employed  including  newspa- 
pers, periodicals,  radio,  TV,  movies  and  other 
audiovisual  technologies,  as  TV  tapes  and  com- 
pact discs.  Innovative  message  delivering  meth- 
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ods  should  also  be  tried  as  commercials  and 
entertaining  musical  lyrics  which  promote 
healthy  lifestyles.  If  these  methods  of  communi- 
cation and  entertainment  contributed  to  the 
establishment  of  unhealthy  behavior  as  accept- 
able or  the  norm,  why  not  use  these  same  tools 
to  establish  healthy  lifestyles?  It  is,  therefore, 
intended  to  have  our  education  committee 
become  very  involved  in  promoting  healthy 
behaviors  through  mass  media  communication 
methods. 


Among  the  many  necessary  objectives  for 
the  Nebraska  Medical  Association  during  the 
coming  year,  a major  effort  will  be  extended  to 
plan,  promote  and  present  programs  on  soci- 
etal health  problems  in  close  association  with 
and  the  participation  of  the  Nebraska  Medical 
Association  Alliance  who  are  also  challenged 
by  this  very  difficult  health  issue.  In  this  category 
of  health  care,  there  is  a need  for  health  care 
reform. 
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GUEST  EDITORIAL 

You're  Late! 


RODNEY  S.W.  BASLER,  M.D.  REX  F.  LARGEN,  M.D. 

Diseases  and  Surgery  of  the  Skin 

2625  Stockwell  1735  East  Military 

Lincoln,  NE  68502  Fremont,  NE  68025 


It  has  been  a morning  from  hell.  The  first 
three  patients  brought  their  "shopping  list"  of 
ailments  varying  in  length  from  six  to  ten,  mostly 
unrelated.  Three  of  the  next  six  brought  a 
spouse  along  whom  you  could  surely  take  a 
"quick"  look  at,  as  long  as  they  were  in  the  office, 
anyway.  And  the  mildly-confused  senior  from 
northern  Kansas  had  come  on  the  wrong  day; 
you  just  cannot  send  her  back  home  untreated. 

Your  office  staff  is  becoming  mildly  irritated 
about  having  another  lunch  hour  cut  short,  and 
you're  feeling  a little  weak  yourself  as  you  enter 
the  last  room.  There  you  meet  that  stone-cold 
stare,  that  palpable  hostility,  of  the  patient  you 
have  kept  waiting  for  over  an  hour,  and  who  has 
no  tolerance  for  being  delayed.  The  ensuing 
exchange  is  certain  to  be  most  unpleasant. 
How  do  you  handle  it? 

This  situation  happens  to  all  of  us,  usually 
precipitated  by  factors  out  of  our  control,  and 
contributed  to,  in  part,  by  our  compassion  in 
dealing  with  other  patients  earlier  in  the  sched- 
ule. As  with  most  unpleasant  situations  in  prac- 
tice and  in  life,  it  is  best  dealt  with  by  thoughtful 
preparation.  In  this  case,  a few  rehearsed  re- 
sponses can  be  extremely  helpful. 

Before  discussing  specific  responses,  the  most 
important  factor  in  approaching  these  situa- 
tions is,  simply:  "Chill  out!"  Most  people  drop 
their  hostility  if  not  challenged.  It  is  your  fault 
that  you  are  so  far  behind,  but  it  only  happens 
because  you  are  so  compassionate  and  so 
popular!  These  are  positive  attributes  and  give 
you  the  confidence  to  ward  off  the  hostility.  I 
find,  in  most  cases,  a simple  reply,  prefaced 
with  an  apology  is  sufficient  to  defuse  the 
anger.  "I'm  really  sorry,  no  one  hates  falling 
behind  more  than  I do,"  almost  always  works. 

But  what  about  those  special  situations?  It 
can't  hurt  to  have  some  quick  retorts  handy 
when  the  situation  calls  for  one  to  lighten  up  the 
moment.  If  your  patient  is  good-natured  and 
not  terribly  perturbed,  I like  to  point  out  that 
"nobody  likes  to  go  to  the  empty  restaurant."  Or 
alternatively,  also  pointing  to  one  positive  as- 
pect of  the  problem  — your  popularity,  invoke 


Yogi  Berra,  "The  place  is  so  busy  nobody  comes 
here  anymore." 

If  the  pressure  to  defend  your  office  is  some- 
what more  intense,  other  comments  may  help 
explain  the  difficulties  you  had  staying  on  sched- 
ule. These  remarks  should  all  be  prefaced  by  "I 
really  apologize  to  you,  but . . ."  Again  focussing 
on  your  popularity  and  your  humanity,  "The 
only  way  I can  possibly  keep  up  with  the 
demand  for  my  service  is  to  fill  every  available 
appointment  slot,  my  wife  won't  let  me  take 
more  time  from  the  family  by  expanding  the 
schedule."  Or  alternatively,  "I'm  already  work- 
ing 60  hours  per  week,  and  I seem  to  be  getting 
slower  as  I get  older."  or,  "I  could  keep  on 
schedule  if  I didn't  visit  with  my  patients  so 
much." 

Rarely,  the  complainer  is  a patient  that  rubs 
you  the  wrong  way,  and  has  done  so  on  other 
occasions.  This  individual  can  be  handled  with 
considerably  more  flexibility.  To  the  irritating 
pronouncement  of,  "You  make  me  so  mad,  I'm 
never  coming  back!",  you  can  blithely  point  out 
the  logical  inconsistency  of  the  statement.  You 
might  reply,  "You've  been  in  my  waiting  room, 
you  can't  possibly  perceive  I would  consider 
that  threat!"  On  rare  occasion  you  may  feel  a 
little  irritated  yourself,  and  remark,  "I  would 
appreciate  if  you  didn't,  but  you  will  only  help 
the  situation  a little."  Or  perhaps,  "If  half  of  my 
practice  felt  that  way,  it  would  only  improve  the 
quality  of  my  life!"  I have,  personally,  never  tried 
any  of  these,  but  I am  keeping  them  in  abey- 
ance should  the  appropriate  circumstance 
present  itself. 

Finally,  I would  like  to  share  my  best-ever, 
never-fail  response  to  be  used  when  confronted 
by  the  initially-hostile  woman  patient  who  has 
unfortunately  been  detained  much  longer  than 
is  ever  your  intention.  After  giving  her  ample 
opportunity  to  verbally  vent  her  anger  on  me,  I 
put  on  my  finest  "hurt  dog"  countenance  and 
woefully  intone,  "After  the  morning  I've  had,  if 
you  are  going  to  be  mean  to  me,  too,  I'm  just 
going  to  cry!"  More  often  than  not,  the  return 
comment  goes  something  like,  "Oh  Doctor,  I'm 
so  sorry!" 
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ORIGINAL  ARTICLE 


Cholesterol  Lowering  With  Drugs: 

A Review  Of  The  Primary  Prevention  Trials 


ROBERT  M.  EWART  M.D. 

220  South  1 7th  Street 
Lincoln,  NE  68508 


ABSTRACT 

This  paper  reviews  the  studies  of  drug  treatment  of  hypercholesterolemia  in  the  primary  prevention  of  coronary 
disease  and  concludes  that  the  data  do  not  justify  the  current  recommendations  for  cholesterol  lowering. 


INTRODUCTION 

Reducing  blood  cholesterol 
has,  in  some  studies,  been 
shown  to  have  a slight  but 
probably  clinically  important  effect  on  reducing 
cardiovascular  morbidity  and  mortality  in 
asymptomatic  men.  Unfortunately,  reducing 
blood  cholesterol  also  increases  overall  mortal- 
ity making  treatment  difficult  to  justify  in  most 
circumstances.  Given  these  facts  it  is  difficult  to 
understand  the  rational  behind  the  'consensus' 
recommendations  of  the  National  Institutes  of 
Health.1'2  Oliver3  has  pointed  out  that  the  rec- 
ommendations did  not  truly  represent  a con- 
sensus. Ahrens4  reviewed  the  data  on  which  the 
recommendations  were  made  and  concluded 
that  they  had  little  scientific  justification. 
Muldoon  and  others5  suggested  in  1990  that 
cholesterol  lowering  with  drugs  seems  to  in- 
crease overall  mortality,  and  Smith  and  others6 
in  a large  meta-analysis  have  shown  that  most 
patients  with  hypercholesterolemia  will  be 
harmed  by  drug  treatment. 

Because  of  the  continuing  controversy,  I 
have  reviewed  the  primary  prevention  trials 
which  investigated  the  use  of  drugs  to  lower 
cholesterol.  Secondary  prevention  trials  have 
been  reviewed  by  Rossouw  and  others.7  This 
review  has  been  further  limited  to  pure  choles- 
terol lowering  trials  — eliminating  from  consid- 
eration all  the  multiple  risk  factor  intervention 
trials. 

While  the  general  statistical  relationship  be- 
tween elevated  cholesterol  and  vascular  dis- 
ease is  well  established  for  the  population  as  a 
whole, 8(p1036,'9'ia11  the  variability  of  this  relation- 
ship in  various  sub-populations  is  not  so  clear. 
Further,  the  relationship  betweeen  cholesterol 
and  overall  mortality  is  even  less  certain. 

Having  low  cholesterol  may  be  a predictor  of 
increased  mortality12  and,  in  particular,  may  be 


asociated  with  an  increased  risk  of  cancer13 
(although  this  asssociation  was  not  seen  in  all 
studies14),  and  in  men  (but  not  women),  death 
from  injuries  (including  suicide).15  An  analysis  of 
MRFIT  data  suggested  that  the  lowest  mortality 
is  obtained  in  persons  with  cholesterol  be- 
tween 160  mg/dl  and  240  mg/dl  with  rising 
mortality  rates  on  either  side.16 

The  importance  of  cholesterol  as  a risk  factor 
in  older  persons  is  uncertain.  A thirty-year  fol- 
low-up17 of  Framingham  data  showed  no  in- 
crease in  mortality  in  persons  with  high  choles- 
terol over  the  age  of  about  fifty-five,  although  re- 
analysis of  the  same  data18suggested  a trend 
towards  increasing  mortality  with  increasing 
cholesterol  which  only  reached  statistical  sig- 
nificance for  women  with  cholesterol  >305mg/dl. 
A study  from  Hawaii,19  however,  showed  an 
increased  coronary  morbidity  and  morality  in 
men  over  sixty-five  with  elevated  cholesterol, 
although  the  study  did  not  report  on  all-cause 
mortality.  A long  term  follow-up  of  English  data20 
suggested  that  cholesterol  remained  predictive 
of  both  cardiac  and  total  mortality  at  least  to 
age  69  but  that  after  70  the  increased  death 
rates  from  heart  disease  in  people  with  high 
cholesterol  were  offset  by  increased  death  rates 
from  cancer  in  those  with  low. 

Much  of  the  work  on  the  relationship  be- 
tween cholesterol  and  vascular  morbidity  has 
been  done  in  men  and  both  Crouse,21  in  a 
review,  and  Isles  and  others22using  prospective 
data  concluded  that  the  association  is  quite 
weak  for  women  except  at  very  high  choles- 
terol levels.  Pocock  and  Seed23  analyzing  British 
data  on  men  and  women  aged  65-74,  noted 
that  the  association  between  elevated  choles- 
terol and  heart  disease  was  very  weak  in  the 
women,  but  strong  in  the  men  even  though  the 
women  tended  toward  much  higher  choles- 
terol than  men.  They  were  not  able  to  see  any 
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association  between  cholesterol  and  over  all 
mortality  in  either  sex. 

All  of  the  above  is  interesting  but  the  ques- 
tion we  really  want  answered  is  whether  lower- 
ing cholesterol  lowers  the  risk  of  death  or 
complications  from  vascular  disease  (and  with 
what  side  effects)  and,  if  it  does,  who  will 
benefit  and  at  what  cost.  This  requires  a review 
of  the  clinical  trials. 

THE  TRIALS 

Trials  of  dietary  modification  are  beyond  the 
scope  of  this  paper  — Oliver24  has  provided  an 
excellent  summary  of  them  concluding  that: 

There  is  no  consistently  significant  relation 
between  the  constituents  of  the  average 
daily  diet  and  serum  lipoprotein  concen- 
trations within  populations  or  in  individu- 
als ..  . No  major  prospective  controlled 
trial  of  a low-fat  diet  has  been  conducted, 
mostly  for  logistic  and  economic  reasons . 
..lam  unconvinced  that  reduction  in  the 
dietary  fat  of  the  whole  nation  has  made  or 
will  likely  make  a major  contribution  to  the 
national  incidence  of  (coronary  heart  dis- 
ease) . . . 

although  he  goes  on  to  suggest  that  there  may 
be  some  suggestive  evidence  that  dietary  modi- 
fication may  be  useful  for  those  in  the  upper 
quintile  of  LDL  cholesterol.  Dayton,  and  oth- 
ers25 have  summarized  the  uncontrolled  dietary 
trials  up  to  1969  and  provide  an  excellent 
analysis  of  the  larger  problem  of  dietary  change 
in  large  open  populations. 

THE  WHO  TRIAL 

In  1 97826  a large  three  center  European  study 
of  clofibrate  was  reported  — the  World  Health 
Organization  Trial.  This  primary  prevention  trial 
recruited  about  1 5,000  men  age  30-59  without 
any  evidence  of  cardiac  or  other  serious  dis- 
ease. Ten  thousand  of  the  men  were  in  the 
upper  one-third  of  the  cholesterol  range  (about 
250mg/dl);  these  were  divided  into  two  equal 
groups,  one  given  clofibrate  and  the  other 
placebo.  The  third  group  of  5,000  men  had  low 
cholesterol  (about  180mg/dl)  and  served  as  a 
second  control  group.  Clofibrate  lowered  cho- 
lesterol by  about  9%.  The  initial  report  of  the 
study  showed  a 20%  decrease  in  ischemic 
heart  disease  (confined  to  non-fatal  myocardial 
infarction)  in  the  clofibrate  group  but  with  a 
slight  increase  in  the  all-cause  mortality  (due  to 
an  increase  in  the  non-cardiac,  particularly  gas- 
trointestinal mortality  in  the  treatment  group). 


The  greatest  benefit  for  ischemic  heart  disease 
was  seen  in  men  who  had  the  greatest  reduc- 
tion in  cholesterol.  In  1 980,  a follow-up  study27 
was  reported  and  this  showed  an  increase  of 
25%  in  the  all-cause  mortality  in  the  clofibrate 
treated  group  compared  to  the  high  cholesterol 
control  group  and  this  increase  was  seen  in 
ischemic  heart  disease,  stroke,  and  cancer. 
There  was  also  an  excess  death  rate  in  the 
clofibrate  treated  group  compared  to  the  low 
cholesterol  control  group.  This  was  a post  hoc 
analysis  and  not  part  of  the  original  study  de- 
sign. 

LIPID  RESEARCH  CLINICS  TRIAL 

In  1973  the  National  Heart,  Lung,  and  Blood 
Institute  organized  the  Lipid  Research  Clinics 
— Coronary  Primary  Prevention  Trial.  The  pri- 
mary results  were  published  in  1 984.28  The  trial 
lasted  7.4  years  and  consisted  of  3,81 0 middle- 
aged  men  without  evidence  of  prior  ischemic 
heart  disease  and  with  cholesterol  levels  of 
about  290mg/dl  and  triglyceride  levels  of  about 
1 60mg/dl  and  with  no  other  serious  medical  or 
psychological  problems.  The  men  were  not 
randomly  selected  from  the  population,  but 
rather  were  recruited  by  advertisement  or  were 
referred  from  specialized  lipid  clinics.  (This 
method  of  selection  introduces  a sort  of  'volun- 
teer bias'  into  the  study  — not  the  sort  of  bias 
seen  in  studies  that  compare  volunteers  to 
non-volunteers  — but  rather  the  bias  that 
makes  it  difficult  to  generalize  the  study  results 
to  the  population  as  a whole.)  The  medication 
used  was  cholestyramine  in  a dose  of  24  grams/ 
day  (that  is  6 scoops  or  packets  of  Questran®/ 
day).  Both  groups  were  put  on  a cholesterol 
lowering  diet.  The  treatment  group  had  a sub- 
stantially lower  cholesterol  at  the  end  of  the  trial 
compared  to  the  control  group.  There  were  256 
definite  or  suspected  coronary  heart  disease 
deaths  or  non-fatal  myocardial  infarctions  out 
of  1,900  persons  in  the  control  group  (13.5%) 
and  222  out  of  1,906  in  the  cholestyramine 
group  (1 1.6%).  The  all-cause  mortality  was  not 
changed  (about  70  in  each  group).  The  differ- 
ence was  accounted  for  by  a greater  number  of 
accidental  and  violent  deaths  in  the 
cholestyramine  group.  An  accompanying  re- 
port29 showed  that  the  level  of  decrease  in 
coronary  heart  disease  events  was  directly  and 
clearly  related  to  the  reduction  in  cholesterol 
(particularly  to  reduction  in  LDL  cholesterol  and 
slightly  to  increase  in  HDL  cholesterol).  This 
secondary,  post  hoc  analysis  has  been  widely 
quoted  but  the  results  may  not  be  true.  In 
particular,  there  was  no  matched  comparison 
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of  men  who  took  their  cholestyramine  regularly 
with  men  who  took  their  placebo  regularly. 

The  trial  had  numerous  limitations.  It  looked 
only  at  men  and  its  results  are  not  generalizable 
to  women.  It  looked  only  at  persons  with  quite 
high  cholesterol  (291.5mg/dl  +/-  33.6)  and  the 
results  are  not  necessarily  generalizable  to  pa- 
tients with  moderate  elevation  in  cholesterol  or 
with  normal  cholesterol.  To  quote,  on  this  topic, 
an  editorial30  from  the  British  Medical  Journal: 

There  are  those  who  will  be  quick  to 
extrapolate  the  positive  findings  of  the 
Lipid  Research  Clinics  Trial  to  people  with 
lower  concentrations  of  serum  cholesterol 
and  LDL  cholesterol,  and  many  others 
who  will  wish  to  infer  that  cholesterol 
lowering  diets  will  have  a similar  effect. 
But  we  should  be  wary  of  overinterpre- 
tation in  either  of  these  directions.  The 
results  of  the  triai  apply  only  to  the  top  5% 
at  risk  and,  as  the  authors  state,  the  trial 
was  not  designed  to  test  the  dietary  hy- 
pothesis. 

The  authors  make  the  claim  that  for  each  1 % 
decrease  in  cholesterol,  there  is  a 2%  decrease 
in  coronary  artery  disease  morbidity  and  mor- 
tality. This  claim  is  true  as  far  as  the  study 
population  goes  (that  is,  middle-aged  males 
with  cholesterol  of  about  290mg/dl)  but  it 
cannot  be  assumed  that  the  result  can  be 
linearly  extrapolated  to  lower  cholesterol  lev- 
els, or  that  it  can  be  applied  at  all  to  women  or 
to  older  or  younger  men. 

The  trial  claims  to  be  a trial  of  lowering 
coronary  heart  disease  morbidity  and  mortality 
by  lowering  cholesterol  while  in  fact  it  is  a trial 
of  lowering  coronary  heart  disease  morbidity 
and  mortality  by  giving  cholestyramine.  The 
authors  claim  that  because  cholestyramine  is 
neither  absorbed  nor  metabolized  and  its  only 
known  effect  is  to  lower  cholesterol  the  claims 
are  the  same.  This  is  probably  true,  but  not 
necessarily  true  for  two  reasons:  First,  the  'un- 
known unknown'  problem.  That  is,  that  while 
cholestyramine  has  no  other  known  effects,  it 
might  have  unknown  effects  that  influenced  the 
outcome  of  the  trial.  Second,  cholestyramine 
does  have  one  other  known  effect,  it  interferes 
with  the  absorption  of  many  drugs.  Whether 
this  influenced  the  results  of  the  trial  is  un- 
known. 

The  mortality  and  morbidity  rates  seen  in  the 
LRC  Study  are  about  two  and  a half  times 
greater  than  those  seen  in  the  WHO  Study  and 


the  Helsinki  study  (see  below)  implying  that  the 
men  in  the  LRC  Study  were,  a priori,  at  in- 
creased risk  for  vascular  events.  This  in  turn 
reminds  us  that  the  participants  were  not  ran- 
domly selected  from  the  population  but  were 
volunteers  in  two  senses:  they  were  self-se- 
lected to  be  at  the  Clinics  in  the  first  place  and 
then  they  were  self-selected  to  be  in  the  trial. 
This  does  not  in  any  way  take  away  from  the 
conclusions  reached  in  the  trial  except  to  say 
that  the  conclusions  may  be  applicable  only  to 
highly  motivated  men  at  high  risk  and  not 
necessarily  to  normally  motivated  men  at  aver- 
age risk. 

A major  criticism  of  the  trial  is  that  it  looked 
only  at  cardiac  morbidity  and  mortality  and  not 
at  overall  morbidity  and  mortality.  This  was 
done  for  the  simple  reason  that  a trial  powerful 
enough  to  find  a statistically  significant  differ- 
ence in  overall  mortality  would  be  prohibitively 
expensive.  When  overall  mortality  was  consid- 
ered as  a secondary  end  point,  there  was  no 
reduction.  It  has  been  argued  that  accidental 
and  violent  deaths  (the  major  cause  of  the  lack 
of  difference  in  mortality)  have  no  importance 
to  coronary  artery  disease  mortality.  The  reply 
of  course  is  that: 

• the  two  groups  were  comparable  in  which 
case  the  (secondary  end-point)  finding  stands 
that  cholestyramine  gives  no  overall  benefit 
(although  some  cardiac  benefit)  or, 

• the  two  groups  are  not  comparable  in 
which  case  none  of  the  results  of  the  trial  stand 
including  its  claim  to  reduce  morbidity  or  mor- 
tality from  coronary  heart  disease  or, 

• the  trial  was  not  powerful  enough  to  de- 
tect a difference  in  overall  mortality,  and  there- 
fore no  recommendation  can  be  made  as  to 
whether  lowering  cholesterol  by  giving 
cholestyramine  has  any  overall  benefit. 

HELSINKI  HEART  STUDY 

In  1987,  Frick  and  others31  presented  the 
results  of  a five  year  placebo  controlled,  double 
blind,  randomized  trial  of  gemfibrozil  (Lopid®) 
600  mg.  given  twice  a day.  The  study  group 
consisted  of  about4100  middle-aged  men  with- 
out any  evidence  of  coronary  heart  disease  or 
other  serious  illnesses  (except  for  mild  or  mod- 
erate hypertension,  "mild"  type  II  diabetes,  and 
smoking),  and  with  a non-HDL  cholesterol 
greater  than  or  equal  to  200  mg/dl.  There  were 
no  women  in  the  trial.  Gemfibrozil  was  used  as 
the  study  drug  because  it  is  known  to  not  only 
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lower  LDL  cholesterol  but  also  to  raise  HDL 
cholesterol.  At  entry,  the  men  had  total  choles- 
terol of  about  290mg/dl,  HDL  cholesterol  of 
about  47mg/dl,  and  triglycerides  of  about 
1 75mg/dl.  The  study  group  lowered  their  total 
cholesterol  by  about  8%,  their  LDL  cholesterol 
by  8%,  their  triglycerides  by  35%,  and  raised 
their  HDL  cholesterol  by  10%.  The  drug  was 
well  tolerated. 

The  primary  end-point  of  the  study  was  car- 
diac events,  both  possible  and  definite  (fatal 
and  non-fatal  myocardial  infarction,  sudden 
cardiac  death,  unwitnessed  cardiac  death). 
Death  was  not  a study  end-point,  this  again 
because  of  considerations  of  sample  size  and 
cost.  There  was  a 34%  reduction  in  the  rate  of 
cardiac  events  (from  41.4/1000  in  the  control 
group  to  27.3/1000  in  the  active  treatment 
group).  Essentially  all  of  the  benefit  was  seen  in 
the  category  of  non-fatal  myocardial  infarction 
(35.0/1 000  vs.  21 .9/1 000).  There  was,  yet  again, 
an  increase  in  the  death  rates  from  accidents 
and  violence  in  the  active  treatment  group  (4.9/ 
1 000  vs.  2.0/1 000)  although  this  difference  did 
not  reach  statistical  significance.  There  was  no 
change  in  the  overall  death  rate  (active  21.9/ 
1000  control  20.7/1000). 

All  of  the  criticisms  of  the  cholestyramine 
study  (except  those  relating  to  the  randomness 
of  the  participants)  can  also  be  made  of  this 
study.  In  particular  it  should  be  noted  that  there 
are  now  two  well  organized  and  well  run  stud- 
ies which  suggest  but  do  not  prove  that  lower- 
ing cholesterol  (or  at  least  taking  drugs  which 
lower  cholesterol)  makes  one  more  likely  to  die 
of  an  accident  or  violence,  and  three  studies 
which  suggest  but  do  not  prove  that  lowering 
cholesterol  has  no  positive  effect  on  mortality. 

The  authors  of  the  gemfibrozil  study  attempt 
to  draw  the  conclusion  that  raising  HDL  choles- 
terol lowers  the  risk  of  heart  disease  because 
their  study  drug  has  this  effect  (as  well  as  its 
lowering  effect  on  LDL  cholesterol).  This  con- 
clusion is  not  supported  by  their  study  design. 
In  particular,  the  initial  selection  was  based  on 
the  level  of  non-HDL  cholesterol  (>200mg/dl) 
and  not  on  the  level  of  HDL  cholesterol.  If 
instead  they  had  chosen  4000  men  with  HDL 
cholesterol  of  say  20mg/dl  and  with  random 
total  and  LDL  cholesterol  levels  and  then  shown 
that  raising  the  HDL  cholesterol  levels  with 
gemfibrozil  was  associated  with  a reduction  in 
cardiac  mortality,  their  claim  would  have  merit. 


About  a year  after  the  publication  of  their 
original  paper,  the  authors  of  the  Helsinki  study 
undertook  an  extensive  post  hoc  re-analysis  of 
their  data32  in  which  they  further  investigated 
the  question  of  the  relationship  between  the 
rise  in  HDL  levels  and  the  decline  in  the  inci- 
dence of  coronary  artery  disease.  This  analysis, 
while  very  complex  and  detailed,  suffers  from 
the  same  faults  of  all  such  analyses  — although 
interesting  hypotheses  can  be  developed  from 
them,  no  firm  conclusions  can  be  drawn.  It  is 
certainly  an  interesting  hypothesis  that  raising 
HDL  levels  is  a 'good  thing'  but  the  published 
analysis  above  does  not  prove  the  point. 

OTHER  CHOLESTEROL  PROBLEMS 

There  have  been  no  studies  done  examining 
modification  by  drugs  of  the  various  cholesterol 
sub-fractions  and,  in  particular,  there  have  been 
no  studies  specifically  directed  at  modification 
of  HDL  cholesterol.33  There  have  also  been  no 
studies  showing  that  routine  treatment  of 
hypercholesterolemia  is  beneficial  in  children. 
There  are  significant  problems  in  measuring 
cholesterol,  both  technical34’35'3637  and  biologi- 
cal 38,39,40 

META-ANALYSIS 

None  of  the  three  major  cholesterol  trials 
have  had  the  statistical  power  to  detect  a 
significant  difference  in  overall  mortality  and 
therefore  no  statement  can  be  made  with  cer- 
tainty about  the  overall  benefit  or  harm  from 
cholesterol  lowering.  The  best  available  answer 
to  this  problem,  however,  can  be  obtained  by 
combining  the  results  of  the  individual  trials  — 
giving  us  about  9,000  men  in  each  of  the 
treatment  and  control  groups.  The  results  of 
such  an  analysis  can  be  seen  in  the  Table. 

This  not  very  sophisticated  analysis  is  accept- 
able here  as  all  the  trials  were  organized  in 
basically  the  same  manner.  Better  methods  of 
analysis  are  available  but  are  quite  complex.  No 
attempt  is  being  made  to  calculate  significance 
values.  This  sort  of  analysis  is  designed  only  to 
show  trends  not  to  supply  proof.  The  trends  that 
are  seen,  however,  are  quite  clear  and  are 
consistent  from  trial  to  trial  — lowering  choles- 
terol by  any  of  the  drugs  used  seems  to  cause  a 
small  but  clinically  significant  reduction  in  the 
incidence  of  both  coronary  'events’  and  coro- 
nary deaths,  but  that  this  beneficial  effect  is 
more  than  offset  by  an  overall  increase  in  death 
rates  in  the  treatment  groups  with  the  final 
outcome  being  that  you  are  more  likely  to  die 
if  you  get  your  cholesterol  lowered. 
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Definite  CAD 

Number  of 

death  or  non- 

Total  CAD 

All-cause 

Trial 

Drug: 

Patients 

fatal  Ml 

mortality 

mortality 

WHO 

Clofibrate: 

5331 

167(3.1%) 

36(0.7%) 

162(3.0%) 

Placebo: 

5296 

208(3.9%) 

34(0.6%) 

127(2.4%) 

LRC 

Cholestyramine: 

1906 

155(8.1%) 

30(1.6%) 

68(3.6%) 

Placebo: 

1900 

187(9.8%) 

38(2.0%) 

71(3.7%) 

Helsinki 

Gemfibrozil: 

2051 

56(2.7%) 

14(0.7%) 

45(2.2%) 

Placebo: 

2030 

84(4.1%) 

19(0.9%) 

42(2.1%) 

Total 

Treatment: 

9288 

378(4.1%) 

80(0.9%) 

275(3.0%) 

Placebo: 

9226 

479(5.2%) 

91(1.0%) 

240(2.6%) 

Rate/ 1000 

Treatment: 

40.7 

8.61 

29.6 

Placebo: 

51.9 

9.86 

26.0 

Absolute  change 
/1000  Rx.  vs 
Placebo 

-1 1.2 

-1.25 

■+■  3 .6 

Percent  change, 
Rx  vs  Placebo 

-21.6 

-12.7 

+ 13.8 

TABLE  - META-ANALYSIS 


CONCLUSIONS 

There  is  good  scientific  evidence  that  if  your 
patient  is  a healthy,  middle-aged  man  with  a 
total  cholesterol  of  about  290mg/dl,  giving  him 
24gm/day  of  cholestyramine  or  1 200mg/day  of 
gemfibrozil  will  slightly  reduce  his  likelihood  of 
having  a heart  attack  or  of  dying  of  coronary 
heart  disease  but  there  is  no  evidence  that 
either  drug  will  reduce  his  risk  of  dying.  Specifi- 
cally, you'll  reduce  his  chances  of  a coronary 
event  by  about  20%  over  five  to  seven  years  or, 
to  put  the  same  numbers  into  a more  clinical 
perspective,  you'll  increase  the  chances  of  his 
not  having  a coronary  event  from  about  95%  to 
about  96%  — numbers  depend  on  which  trial 
you  look  at.  There  is  no  evidence  that  any  other 
drug  (including  lovastatin  and  its  cousins)  is 
helpful  — and  there  is  evidence,  not  discussed 
here,  that  some  (d-thyroxin,  and  estrogens)  are 
harmful  — or  that  any  dietary  treatment  (includ- 
ing fish)  is  of  any  use.  There  is  some  evidence 
that  having  a naturally  low  cholesterol  is  benefi- 
cial but  there  is  no  evidence  that  lowering 
cholesterol  is  useful  (only  that  giving 
cholestyramine  or  gemfibrozil  may  be).  There  is 
no  evidence  that  'treating'  HDL  cholesterol  or 
HDL/total  cholesterol  ratio  is  useful.  There  is  no 
evidence  that  any  sort  of  treatment  of  any  sort 
of  cholesterol  in  women  or  children  is  useful. 

The  data  presently  available  do  not  support 
the  current  recommendations  for  aggressive 
cholesterol  lowering. 
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INTRODUCTION 

SUDDEN  unexpected  death  sec- 
ondary to  ventricular  fibrilla- 
tion remains  a major  health 
problem  in  the  United  States.  The  poor  perfor- 
mance of  antiarrhythmic  drugs  prompted  the 
development  and  the  continued  use  of  the 
implantable  cardioverter  defibrillator  (ICD).  The 
use  of  the  ICD  has  improved  arrhythmic  mortal- 
ity rates.1'3  Unfortunately  ICD  patients  have 
required  major  operations  (usually  thoracotomy, 
median  sternotomy,  or  subxiphoid  incision) 
which  has  significant  morbidity  and  mortality. 
We  have  utilized  a new  nonthoractomy  lead 
system  for  ten  consecutive  ICD  implants.  Those 
ten  patients  are  now  reported. 

METHODS  AND  MATERIALS 

Ten  consecutive  patients  undergoing  AICD 
implant  who  did  not  require  other  cardiac 
surgery  are  reported.  Five  males  and  five  fe- 
males ages  48  to  74  underwent  ICD  implant 
utilizing  the  nonthoractomy  lead  system.  (Fig- 
ure 1)  Seven  patients  survived  out  of  hospital 
cardiac  arrest  and  five  had  sustained  ventricular 
tachycardia  that  was  hemodynamially  compro- 
mising. Five  patients  had  coronary  artery  dis- 
ease and  five  had  cardiomyopathy.  The  ejec- 
tion fraction  was  1 0 to  55  percent  with  a mean 
of  32  percent.  Cardiac  Pacemaker  Inc.  of  Min- 
neapolis, Minnesota  (CPI)  Endotak  system  was 
utilized  as  part  of  a Phase  III  multi-center  re- 
search project  sponsored  by  CPI  and  approved 
by  the  Bryan  Hospital  Institutional  Review  Board. 
CPI  defibrillator  generators  were  used,  nine 
patients  had  Model  1600  and  one  patient  had 
Model  1555.  The  lead  utilized  the  distal  elec- 
trodes for  sensing  and  two  large  electrodes; 
one  in  the  right  ventricular  apex  and  the  other 
in  the  superior  vena  cava  or  right  atrium  are 
used  for  delivery  of  the  shock. 

All  implants  were  performed  in  the  operating 
room  under  general  anesthesia  by  one  cardio- 
vascular surgeon  and  one  cardiac  electrophysi- 
ologist. The  lead  was  positioned  under 
fluroscopy  and  defibrillation  thresholds  were 


performed.  In  one  patient  defibrillation  thresh- 
old was  greater  than  20  joules  so  a subcutane- 
ous patch  was  utilized.  In  one  patient  with 
severe  left  ventricular  dysfunction  (ejection  frac- 
tion was  less  than  10  percent)  the  lead  alone 
was  not  tested.  Defibrillation  thresholds  were 
less  than  20  joules  and  ventricular  tachycardia 
was  tested  and  successfully  terminated  when 
clinically  indicated.  All  patients  received  pre 
and  post-operative  antibiotics  and  digoxin.  Pa- 
tients remained  hospitalized  for  two  to  five 
days  following  surgery. 


FIGURE  I 

Illustration  of  the  Endotak  AICD  system  utilized  in  this 
study.  The  endocardial  lead  (Endotak)  is  positioned  in  the 
right  ventricle  (similar  to  a standard  pacemaker  lead).  The 
subcutaneous  patch  is  utilized  when  necessary. 
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RESULTS 

All  patients  survived  and  remain  alive  at  a 
mean  of  6 months  after  surgery.  The  lead  alone 
was  used  in  eight  patients  and  the  lead  and 
subcutaneous  patch  was  utilized  in  two  pa- 
tients. The  initial  lead  position  was  used  in  nine 
patients.  One  required  repositioning  and  even- 
tually a subcutaneous  patch.  No  patients  re- 
quired thoracotomy  or  median  sternotomy. 
One  patient  required  lead  repositioning.  One 
patient  had  a wound  hematoma  that  was  drained 
uneventfully.  There  were  no  other  complica- 
tions. Post-op  hospital  stay  was  2-5  days  mean 
= 3.7.  There  were  no  rehospitalizations  for 
complications.  All  patients  were  ambulatory 
within  1 2 hours  following  surgery.  Predischarge 
electrophysiology  study  under  local  anesthesia 
showed  successful  conversion  of  ventricular 
fibrillation  with  one  ICD  discharge  in  all  pa- 
tients. 

DISCUSSION 

Implantable  cardioverter  defibrillator  has 
become  the  mainstay  in  the  treatment  of  malig- 
nant ventricular  arrhythmias.  These  devices 
prevent  sudden  death  from  ventricular 
tachycardia  and  ventricular  fibrillation  in  most 
patients.1'3  Operative  mortality  and  morbidty 
have  slowed  even  more  widespread  use  of 
these  devices.  The  Endotak  system  we  utilized 
in  this  report  may  have  a significant  impact  on 
this  morbidity  and  mortality  and  may  increase 
utilization  of  this  device. 

Implantation  of  ICD  has  involved  direct  at- 
tachment of  the  shocking  and  sensing  leads  to 
the  pericardium  or  myocardium,  usually  through 
thoracotomy  or  median  sternotomy.  Significant 
and  obvious  morbidity  is  associated  with  these 
procedures.  Implantation  of  the  lead  system 
described  here  involves  only  minor  surgery  on 
the  chest  wall.4-5  No  significant  morbidity  and 
only  two  minor  complications  occurred  in  the 
patients  reported  here. 

Long-term  results  with  this  system  appears 
comparable  to  standard  epicardial  systems.7 
There  is  a trend  toward  improved  mortality.8 

CPI  reports  86  percent  of  patients  can  be 
successfully  implanted  with  this  system,7  but  we 
have  been  successful  in  all  patients.  They  also 
report  57  percent  of  patients  have  utilized  the 
lead  only  (no  subcutaneous  patch).7  We  were 
successful  with  the  lead  only  in  80  percent  of 
our  patients. 


The  average  post-op  hospital  stay,  3.7,  days 
was  substantially  shorter  than  for  epicardial 
lead  systems  (6  days).  This  shortened  stay  should 
result  in  significant  decrease  in  patient  charges 
and  a 33  percent  decrease  in  convalescent 
charges  has  been  reported.9 

In  summary,  we  present  10  patients  who 
received  an  experimental  endocardial  ICD  lead 
system  (this  system  is  now  FDA  released).  None 
of  these  patients  required  thoracotomy.  Short- 
ened convalescence  both  in  and  out  of  hospital 
decreased  cost,  decreased  morbidity  and  prob- 
ably decreased  operative  mortality  are  possible 
with  this  system.  Based  on  our  initial  experience 
as  well  as  the  experience  of  others,  we  feel  this 
system  is  the  method  of  choice  for  ICD  implan- 
tation and  in  most  patients  will  quickly  supplant 
the  epicardial  system  previously  used. 
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THE  fetal  heart  is  the  most  sus- 
ceptible organ  to  congenital 
malformations.  Congenital  car- 
diac anomalies  occur  approximately  six  times 
more  frequently  than  neural  tube  defects  and 
ten  times  more  frequently  than  anomalies  of 
any  other  organ  system.  Congenital  heart  dis- 
ease (CHD)  accounts  for  approximately  25%  of 
all  fetal  anomalies.  Six  to  1 0 neonates  per  1 ,000 
live  borns  are  diagnosed  with  CHD.1-2 

With  advances  in  ultrasound  imaging  tech- 
niques, abnormalities  of  fetal  cardiac  anatomy, 
function,  and  rhythm  can  now  be  detected  as 
early  as  16  weeks  gestation.  Recognition  of 
complex  CHD  in  utero  can  expedite  perinatal 
and  neonatal  management,  resulting  in  more 
favorable  clinical  outcome.3 * *  Effective  treatment 
of  life-threatening  arrhythmias  is  now  possible 
before  birth  because  of  accurate  fetal 
echocardiographic  diagnosis. 

INDICATIONS: 

Although  most  cardiac  anomalies  occur  in 
pregnancies  without  identifiable  risk  factors, 
there  are  recognizable  clinical  situations  in 
which  risks  of  fetal  CHD  are  high  and  fetal 
echocardiography  might  be  helpful.  Indications 
for  a fetal  echocardiogram  can  be  subdivided 
into  three  major  risk  groups:  familial,  maternal, 
or  fetal. 

( 1 )  Familial:  The  average  recurrence  rate  for 
congenital  heart  disease  varies  from  3-5%  with 
one  previous  affected  child,  10%  with  2 previ- 
ous affected  children  and  1 0-1 5%  with  a parent 
with  CHD.  Lesion-specific  rates  may  vary.  Higher 
recurrence  rates  have  been  a parent  with  CHD. 
Lesion-specific  rates  may  vary.  Higher  recur- 
rence rates  have  been  reported  with  left-sided 
lesions  such  as  hypoplastic  left  heart  syndrome 
and  coarctation  of  the  aorta.4  5 

(2)  Maternal:  Maternal  exposure  to  drugs, 

teratogens,  infectious  agents,  or  altered  meta- 

bolic states  (such  as  diabetes  mellitus)  increase 

the  likelihood  of  cardiac  malformations.  The 

overall  risk  from  maternal  causes  is  estimated  to 

be  approximately  2%. 


(3 ) Fetal:  Fetal  structural  abnormalities,  chro- 
mosomal abnormalities  and  fetal  arrhythmias 
are  the  most  common  fetal  indications  for  a 
detailed  cardiac  evaluation.  These  indications 
generally  have  very  high  yield  for  cardiac  anoma- 
lies. Copel  estimates  that  5-45%  of  fetuses  with 
extracardiac  defects  will  have  cardiac  anoma- 
lies.6 Amount  this  high  risk  group,  renal,  medi- 
astinal, and  ventral  wall  defects  have  a higher 
frequency  of  fetal  CHD  compared  with  CHD 
rates  accompanying  isolated  central  nervous 
system  or  gastrointestinal  defects.  Cardiac 
anomalies  are  seen  in  50-90%  of  fetuses  with 
chromosomal  abnormalities  diagnosed  in  utero. 
Mechanisms  for  important  fetal  arrhythmias 
(supraventricular  tachycardia,  atrial  flutter,  atrio- 
ventricular block,  ventricular  tachycardia)  are 
often  diagnosed  by  fetal  echocardiography. 

FETAL  ANATOMY  AND  PHYSIOLOGY: 

There  are  many  unique  features  of  the  fetal 
heart  and  circulation  relevant  for  the 
sonographer.  The  heart  of  the  fetus  lies  horizon- 
tally in  the  thoracic  cavity  and  occupies  ap- 
proximately one-third  of  the  thoracic  volume. 
The  apex  points  to  the  left  and  the  ventricles  are 
rounded  in  appearance  and  are  approximately 
equal  in  size.7  In  the  fetus,  blood  flow  is  altered 
by  the  presence  of  one  intracardiac  (foramen 
ovale)  and  two  extracardiac  shunts  (ductus 
venosus  and  ductus  arteriosus).  Oxygen-rich 
blood  from  the  umbilical  vein  is  directed  across 
the  foramen  ovale  to  the  left  atrium  preferen- 
tially to  the  head  vessels.  Blood  from  the  right 
ventricle  is  diverted  from  the  lungs  through  the 
ductus  arteriosus  to  the  descending  aorta. 

Certain  cardiac  lesions  seen  post-natally  are 
secondary  to  defects  in  cardiac  morphogen- 
esis, rather  than  cardiac  embryogenesis.  Since 
the  heart  is  completely  formed  by  8 weeks 
gestation,  human  cardiac  embryogenesis  is 
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FIGURE  1 

This  shows  a typrical  4-chamber  view  of  the  heart.  The  left  atrium  is  closest  to  the  spine  and 
descending  aorta.  LA=left  atrium,  RA=right  atrium,  LV=left  ventricle,  RV=right  ventricle, 
Desc=descending. 
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FIGURE  2 

This  is  a long  axis  view  of  the  heart  showing  the  aorta  coming  off  the  left  ventricle. 
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never  seen  echocardiographically.  However, 
cardiac  morphogenesis,  i.e.  growth  of  the  car- 
diac chambers  is  ongoing  throughout  preg- 
nancy and  is  a function  of  cardiac  work  and 
distribution  of  blood  flow.  Some  lesions,  such  as 
hypoplastic  left  heart  syndrome  and  coarctation 
of  the  aorta,  are  known  to  "evolve"  through 
pregnancy  with  decreasing  left  ventricular  or 
transverse  aortic  size  associated  with  decreased 
flow  across  the  mitral  valve  or  transverse  aorta.8 

EXAM  TECHNIQUE 

The  fetal  echocardiogram  consists  of  three 
basic  components  - 2-dimensional,  Doppler 
ultrasound,  and  M-mode  (or  motion-mode) 
echocardiography. 

(1 ) 2-dimensional:  The  4-chamber  view  (Fig- 
ure 1)  can  be  obtained  in  90-95%  of  infants 
older  than  1 8 weeks  gestation.9  From  this  view, 
the  size  of  the  heart,  position  of  the  heart,  atria, 
ventricles,  ventricular  and  atrial  septa,  atrioven- 
tricular valves  and  the  crux  of  the  heart  can  be 
inspected.  The  ventricles  should  be  of  equal 
size,  appropriate  thickness  and  have  good  con- 
tractility. Approximately  80-90%  of  fetuses  with 
congenital  heart  defects  have  an  abnormal  4- 
chamber  view.10  Therefore,  as  a screening 
method,  the  4-chamber  view  has  good  sensitiv- 
ity. Additional  views  are  necessary  to  image  the 
great  vessels  and  detect  lesions  such  as  transpo- 
sition of  the  great  arteries  and  tetralogy  of  Fallot 
(Figure  2). 

(2)  Doppler  ultrasound:  Abnormal  patterns 
of  fetal  blood  flow,  including  valvular  stenosis 
and  insufficiency  can  be  detected  reliably  by 
fetal  Doppler  echocardiography.  Pulsed  Dop- 
pler in  the  left  ventricular  outflow  tract  (using 
mitral  inflow  and  aortic  outflow)  also  is  very 
useful  in  assessing  arrhythmias  and  atrioven- 
tricular association. 

(3)  M-mode  echocardiography.  M-mode  al- 
lows accurate  measurement  of  ventricular  sizes 
and  function  and  timing  of  atrial  and  ventricular 
contractions  when  assessing  arrhythmias. 


SUMMARY: 

In  summary,  congenital  heart  disease  is  the 
most  frequently  encountered  congenital 
anomaly.  In  selected  cases,  fetal  echocar- 
diography provides  anatomic  and  physiologic 
data  which  is  valuable  for  detection  of  congeni- 
tal heart  anomalies.  Information  gained  from 
fetal  echocardiograms  is  useful  in  planning  care 
both  for  the  mother  and  for  the  fetus. 
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ASK  A LAWYER 


1.  What  types  of  conduct  by  a physician  may 
result  in  disciplinary  action  by  the  State  of 
Nebraska? 

A license  to  practice  a profession  in  the  State 
of  Nebraska  may  be  denied,  revoked,  suspended, 
or  have  other  disciplinary  measures  taken  against 
it  when  the  holder  is  guilty  of  any  of  the  following: 

1.  Fraud  or  forgery,  in  procuring  a license; 

2.  Grossly  immoral  or  dishonorable  con- 
duct; 

3.  Habitual  intoxication  or  dependency  on 
drugs; 

4.  Conviction  of  a misdemeanor  or  felony 
related  to  one's  capacity  to  practice  the 
profession; 

5.  Practicing  fraudulently,  beyond  its  au- 
thorized scope,  with  manifest  incapacity, 
or  with  gross  incompetence  or  negli- 
gence; 

6.  Practicing  while  impaired  by  alcohol, 
controlled  substances,  or  physical,  men- 
tal, or  emotional  disability; 

7.  Physical  or  mental  incapacity  to  practice 
the  profession  as  evidenced  by  a legal 
adjudication. 

8.  Permitting,  aiding,  or  abetting  the  prac- 
tice of  a profession  by  a person  not 
licensed  to  do  so; 

9.  Having  had  his  or  her  license  disciplined 
by  another  state; 

10.  Unprofessional  conduct  including,  but 
not  limited  to: 

a.  Violation  of  the  ethics  of  the  profes- 
sion; 

b.  Solicitation  of  professional  patron- 
age by  agents  or  persons,  popularly 
known  as  cappers  or  steerers; 

c.  Receipt  of  fees  on  the  assurance  that 
a manifestly  incurable  disease  can  be 
permanently  cured; 

d.  Division  of  fees  with  any  person  for 
bringing  or  referring  a patient; 

e.  Obtaining  any  fee  by  fraud,  deceit,  or 
misrepresentation,  including  falsifica- 
tion of  third  party  claim  documents; 

f.  Cheating  on  the  licensing  examination; 

g.  Assisting  in  the  care  or  treatment  of  a 
patient  without  the  consent  of  such 
patient  or  the  legal  representative; 


h.  Use  of  terms  on  stationery,  etc.,  indi- 
cating that  one  practices  thatfor  which 
one  is  not  licensed; 

i.  Performing,  procuring,  or  aiding  and 
abetting  in  the  performance  or  pro- 
curement of  a criminal  abortion; 

j.  Willful  betrayal  of  a professional  se- 
cret except  as  otherwise  provided  by 
law; 

k.  Use  of  any  advertising  statements  to 
deceive  the  public; 

l.  Advertising  professional  superiority; 

m.  Advertising  to  perform  any  service 
painlessly; 

n.  Performance  of  an  abortion  without 
being  available  for  a period  of  at  least 
48  hours  of  post-operative  care; 

o.  Performing  an  abortion  upon  a minor 
without  satisfying  notice  require- 
ments; 

p.  Sexual  stimulation  by  a massage  thera- 
pist; 

q.  Violation  of  an  assurance  of  compli- 
ance; 

r.  Any  act  of  sexual  abuse,  misconduct, 
or  exploitation  related  to  the  practice 
of  the  profession; 

s.  Failure  to  keep  adequate  records  of 
treatment  or  service; 

t.  Prescribing,  giving,  or  selling  any  con- 
trolled substance  for  other  than  a 
medically  accepted  therapeutic  pur- 
pose; 

u.  Administering  any  controlled  sub- 
stance to  oneself  or,  except  in  an 
emergency,  to  one's  spouse  or  child; 
and 

v.  Such  other  acts  adopted  by  the  Board 
of  Examiners. 

1 1 . Use  of  untruthful  or  exaggerated  claims, 
concerning  such  licensee's  professional 
abilities,  in  advertisements; 

1 2.  Violation  of  the  Uniform  DeceptiveTrade 
Practices  Act; 

1 3.  Distribution  of  liquor  or  drugs  for  unlaw- 
ful purposes; 

14.  Violations  of  the  Uniform  Licensing  Law 
or  of  professional,  sanitation,  quarantine, 
or  school  inspection  rules; 
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1 5.  Unlawful  practice  of  any  profession  with- 
out a license; 

1 6.  Violation  of  statutes  relating  to  birth  and 
death  certificates; 

1 7.  Violation  of  the  Uniform  Controlled  Sub- 
stances Act;  or 

18.  Violation  of  the  Wholesale  Drug  Dis- 
tributor Licensing  Act. 

2.  What  is  the  hearing  process  for  disciplinary 
actions? 

Any  person  may  complain  to  the  Depart- 
ment of  Health  of  an  alleged  violation  of  licensure 
laws  with  respect  to  the  above-named  conduct, 
and  request  an  investigation.  The  physician  may 
or  may  not  be  notified  of  the  complaint  and 
investigation  depending  on  the  Department's 
determination  that  such  notice  may  prejudice  the 
investigation.  The  complainant  may  request  that 
the  Department  of  Health  not  release  his  or  her 
identification  to  the  Board  of  Examiners.  The 
Department  will  determine  whether  to  conduct 
an  investigation  based  on  such  factors  as  whether 
the  matter  is  within  the  Department's  authority  to 
enforce,  whether  the  complaint  is  made  in  good 
faith  and  not  malicious,  whether  the  complaint  is 
timely,  whether  the  complainant  is  willing  to 
identify  himself  or  herself  if  he  or  she  will  be  a 
necessary  witness,  and  whether  information  within 
the  complainant's  knowledge  provides  a reason- 
able basis  to  believe  the  violation  occurred. 

If  the  Department  does  not  pursue  an  investi- 
gation, the  complainant  will  be  notified  and  may 
request  that  the  Board  of  Examiners  review  the 
complaint  and  recommend  whether  the  com- 
plaint should  be  investigated.  If  an  investigation  is 
pursued,  the  Department  will  then  consult  with 
the  Board  of  Examiners  who  issue  a recommen- 
dation to  the  State  Attorney  General.  The  Attor- 
ney General  has  the  ultimate  determination  of 
which,  if  any,  laws  have  been  violated,  and  of 
what  legal  action  should  be  taken. 

If  the  Attorney  General  files  a petition  for 
disciplinary  action  with  the  Director  of  Health, 
notice  of  a hearing  is  given  to  the  licensee  at  least 
ten  days  in  advance.  The  matter  may  be  settled 
by  an  agreement  between  the  parties  at  any  time 
before  the  Director  of  Health  enters  his/her 
order.  The  Attorney  General  may  not  enter  into 
a settlement  or  dismiss  any  petition  without  first 
seeking  input  from  the  Board  of  Examiners.  If  not 
settled,  a hearing  officer  reports  his  findings  from 
the  hearing  to  the  Director  of  Health  who  finally 
resolves  the  issue. 


The  parties  may  then  appeal  the  Director  of 
Health's  determination  to  the  District  Court  in  the 
county  where  the  action  was  taken. 

3.  What  are  the  range  of  penalties  in  disciplin- 
ary cases? 

The  Attorney  General  has  the  options  of 
filing  a petition  for  disciplinary  action  with  the 
Director  of  Health,  as  described  above,  negotiat- 
ing a voluntary  surrender  or  limitation  with  the 
physician,  or,  in  cases  involving  a technical  or 
insubstantial  violation,  sending  to  the  licensee  a 
letter  of  concern  and  requesting  in  return  an 
assurance  of  compliance  signed  by  the  physi- 
cian. 

If  a petition  is  filed  for  disciplinary  action  with 
the  Director  of  Health,  upon  the  completion  of 
the  hearing,  the  Director  has  the  authority  to 
order  any  or  all  of  the  following: 

1 . Issue  a censure  or  reprimand  against  the 
licensee; 

2.  Suspend  judgment; 

3.  Place  the  licensee  on  probation; 

4.  Place  limitations  on  the  right  of  the  lic- 
ensee to  practice  the  profession  under 
such  conditions  as  are  deemed  proper; 

5.  Impose  a civil  penalty  not  to  exceed 

$10,000. 

6.  Suspend  the  license; 

7.  Revoke  the  license; 

8.  Dismiss  the  action. 

There  is  no  applicable  statute  of  limitations 
which  may  bar  disciplinary  action  by  the  State  of 
Nebraska  against  a physician.  The  patient,  of 
course,  has  the  additional  options  of  pursuing 
other  legal  remedies  against  the  physician,  inde- 
pendent of  these  licensing  laws  and  independent 
of  any  complaint  which  they  have  filed  with  he 
Department  of  Health. 

*Responses  found  in  this  "Ask  A Lawyer"  col- 
umn do  not  reflect  any  amendments  by  the  1 994 
Nebraska  Legislature. 

*** 

"Ask  a Lawyer'  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen,  with  the  assistance  of  UNL  College  of  Law 
student  Jane  Kemper  of  the  Cline,  Williams  Law  Office.  Questions 
relating  to  specific  detailed  factual  situations  should  continue  to  be 
referred  to  your  own  counsel. 
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WELCOME  NEW  MEMBERS 


Kim  F.  Duncan,  M.D. 

UNMC  - P.O.  Box  982315 
Omaha,  NE  68198-2315 

J.  Douglas  Dunning,  M.D. 
Familymed,  Inc. 

1 0245  Wiesman  Dr. 
Omaha,  NE  68134 

Douglas  J.  Praus,  M.D. 

1 01  E.  Centennial 
Papillion,  NE  68046 

James  Severa,  M.D. 

2132  S.  42nd  St. 

Omaha,  NE  68105 

Jeffrey  J.  Tiedeman,  M.D. 
7710  Mercy  Rd„  #500 
Omaha,  NE  68124 

Paul  P.  Tse,  M.D. 

St.  Joseph  Hospital 
610  N.  30th  St. 

Omaha,  NE  68131 


Douglas  K.  White,  M.D. 
Familymed,  Inc. 

1 0245  Wiesman  Dr. 

Omaha,  NE  68134 

David  T.  Grinbergs,  D.O. 

105  N.  31st  Ave. 

Omaha,  NE  68131 

James  E.  Smith,  M.D. 

5003  S.  171st  Ave. 

Omaha,  NE  68135 

Jefrey  A.  Coffman,  M.D. 

2221  S.  17th  St. 

Lincoln,  NE  68502 

Carol  A.  Kunke,  ,M.D. 

Our  Lady  of  Lourdes  Hospital 
1 500  Koenigstein 
Norfolk,  NE  68701 

John  W.  West,  M.D. 

2101  Lincoln  Ave. 

York,  NE  68467 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JUNE  25,  1994  — Medical  Presentation  Skills 
Conference -St.  Joseph  Hospital  Seminar  Room, 
Omaha,  NE. 

JUNE  29,  1994  — Couple  to  Couple  League  - 
"Natural  Family  Planning:  The  Time  Has  Come" 
- St.  Joseph  Hospital,  Omaha,  NE. 

JULY  27,  28,  1994  — Third  Annual  Conference: 
Current  Concepts  in  Sub-Acute  Care,  Defining 
The  Difference,  Marriott  Hotel,  Omaha,  NE. 

AUGUST  4-8,  1994  — Anesthesiology  Review 
Course  - Professional  Seminars  - Nashville,  TN. 

SEPTEMBER,  18-24,  1994  — Anesthesiology  Re- 
view Course  - Professional  Seminars  - Boston, 
MA. 

SEPTEMBER  29,  1994  — Ultrasonography  - 
Marriott  Hotel  - Omaha,  NE. 

SEPTEMBER  30 -OCTOBER  1,  1994—  Day  With 
the  Perinatologists  - Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  4, 1 994— T.T.  Smith  Lecture,  BTNRHA. 

OCTOBER  7,  1994 — Fifth  Annual:  Come  Home 
to  Creighton,  Skutt  Student  Center,  Creighton 
University,  Omaha,  NE. 

OCTOBER  19,  1994  — Distinguished  Lecture 
Series,  William  J.  Hoskins,  M.D. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68178. 

MAYO  FOUNDATION 

SEPTEMBER  12-14,  1994  — The  Norwegian- 
American  Orthopaedic  Society,  Program  site: 
Rochester,  MN. 

SEPTEMBER  23-24,  1 994  — The  Lower  Extrem- 
ity Amputee:  A Multidisciplinary  Approach, 
Mayo  Foundation,  Rochester,  Minnesota,  Reg- 
istration fee:  $300,  1 5 credit  hours  in  Category 
I AMA. 

OCTOBER  1 5-1 6,  1 994  — International  Sympo- 
sium on  Myeloproliferative  Disorders,  Program 
Site:  Rochester,  MN. 


OCTOBER  23-27,  1 994  — Advances  in  Diagnos- 
tic Radiology,  The  Cloister,  Sea  Island,  Georgia. 
Registration  fee:  $595,  22.5  credit  hours  in 
Category  1 AMA. 

For  further  information:  Contact  Postgraduate  Courses, 
Section  of  Continuing  Medical  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone:  Toll  Free  800-323- 
2688  (U.S.). 


NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  15-1  7,  1994  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

APRIL  27-30, 1 995 — Annual  Session,  Cornhusker 
Hotel,  Lincoln. 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  25-28,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  — Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT—  Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  — Pro- 
vider and  Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS 
— Provider 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
FAX  Number  (402)  559-5915. 
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UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

MONDAY  - TUESDAY,  SEPTEMBER  1 2-1  3,  1 994 
— Nuclear  Antigens  as  Targets  for  Cancer 
Therapy,  Red  Lion  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Oncologist/Hematologists 
and  Researchers. 

SATURDAY,  SEPTEMBER  1 7,  1 994—  7th  Annual 
Internal  Medicine  Update,  University  of  Ne- 
braska Student  Union,  Lincoln,  Nebraska.  Tar- 
get Audience:  Emergency  Medicine  Physicians 
and  others  who  provide  care  in  the  ER,  Fee: 
$45. 

MONDAY,  SEPTEMBER  26  — SATURDAY, 
OCTOBER  1,  1994  — Emergency  Medicine, 
1 994,  Center  for  Continuing  Education,  UNMC, 
Omaha,  Nebraska,  Target  Audience:  Emergency 
Medicine  Physicians  and  others  who  provide 
care  in  the  ER.  Fee:  $700. 

FRIDAY  AFTERNOON,  OCTOBER  7,  1994  — 
University  of  Nebraska  College  of  Medicine 
Alumni  Day  (in  conjunction  with  the  Omaha 
Midwest  Clinical  Society  Meeting),  University 
of  Nebraska  Medical  Center  Campus,  Omaha, 
Nebraska,  Target  Audience:  College  of  Medi- 
cine Alumni. 


FRIDAY  EVENING  - MONDAY,  OCTOBER  14-1  7, 
1994  — Advanced  Curriculum  on  Women's 
Health  - Part  II,  Adam's  Mark,  Philadelphia, 
Pennsylvania,  Target  Audience:  Primary  Care 
Physicians. 

SATURDAY,  OCTOBER  22,  1994  — Evaluation 
and  Management  of  the  Swollen  Extremity, 
Red  Lion  Hotel,  Omaha,  Nebraska,  Target  Au- 
dience: Primary  Care  Physicians. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Number  and 
ask  for  Continuting  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-5915. 


WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

FRIDAY-SUNDAY,  JUNE  24-26,  1 994—  Frontiers 
In  Endourology,  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  Clayman,  M.D. 

For  further  information  on  any  of  the  above  seminars 
contact:  Continuing  Medical  Education,  Washington  Uni- 
versity School  of  Medicine,  Campus  Box  8063,  660  South 
Euclid  Avenue,  St.  Louis,  Missouri,  63110-1093,  (800) 
325-9862. 
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1994  Nebraska  Medical  Association  50-Year  Practitioners 


PAUL  G GOETOWSKI,  M.D. 

- Walton  - 

Paul  G.  Goetowski  was  born  in 
Fitchburg,  Massachusetts  on  August 
23,  1915  He  obtained  his  medical 
education  at  the  Creighton  Univer- 
sity School  of  Medicine  Following 
service  in  the  U.S.  Navy,  Dr. 
Goetowski  took  orthopedic  residen- 
cies at  the  Veterans  Administration 
Medical  Center  in  Lincoln  and  Tulane 
University  Medical  School  in  New 
Orleans  Upon  completing  his  resi- 
dencies, Dr  Goetowski  re-entered  the 
navy  for  an  additional  years  service. 
He  began  his  practice  of  orthopedic 
surgery  in  Lincoln  in  1952  Dr. 
Goetowski  continues  his  practice  in 
Lincoln  at  the  Veterans  Administra- 
tion Medical  Center. 


BARNEY  B.  REES,  M.D 
- Omaha  - 

Barney  B Rees  was  born  in 
Pueblo,  Colorado  on  July  7, 1917 
He  obtained  his  medical  educa- 
tion at  the  University  of  Nebraska 
College  of  Medicine  He  com- 
pleted his  internship  and  a year 
of  surgical  residency  at  Clarkson 
Hospital  in  Omaha  Following 
service  in  the  U.S.  Army,  Dr  Rees 
completed  his  residency  at  the 
University  Hospital  in  Omaha.  Dr. 
Rees  practiced  general  surgery 
in  Omaha  until  his  retirement. 
He  was  awarded  Life  Member- 
ship in  1988 


WARREN  G.  BOSLEY,  M.D. 

- Grand  Island  - 

Warren  G.  Bosley  was  born  in  Palisade,  Nebraska  on  January  1 , 1922.  He  obtained  his  medical 
education  at  the  University  of  Nebraska  College  of  Medicine  and  interned  at  the  Johns  Hopkins 
Hospital  in  Baltimore,  Maryland.  Following  two  years  service  in  the  U.S.  Army,  Doctor  Bosley 
completed  a residency  in  pediatrics  at  the  Babies  Hospital  in  New  York  City.  He  practiced 
pediatrics  in  Grand  Island  from  1956  until  1991  and  is  currently  practicing  at  the  Hastings 
Regional  Center.  Dr.  Bosley  served  as  president  of  the  Nebraska  Medical  Association  in  1 975-76. 


JOHN  H.  COE,  M.D. 

- Omaha  - 

John  D.  Coe  was  born  in  Hastings, 
Nebraska  on  November  11, 1918.  He 
obtained  his  medical  education  at 
the  University  of  Nebraska  College  of 
Medicine.  Dr.  Coe  interned  at  the 
Boston  City  Hospital  and  took  his 
residency  at  the  Beverly  Hospital  in 
Beverly,  Massachusetts  Following 
two  years  service  in  the  U S.  Air  Force, 
Dr.  Coe  returned  to  Omaha  and  com- 
pleted surgical  residencies  at  the 
University  Hospital  and  Clarkson 
Hospital.  Dr.  Coe  practiced  general 
surgery  in  Omaha  and  served  as  presi- 
dent of  the  Nebraska  Medical  Asso- 
ciation in  1973-74.  He  was  a Ne- 
braska Medical  Association  alternate 
and  delegate  to  the  American  Medi- 
cal Association  House  of  Delegates 
from  1979  through  1992.  Dr.  Coe 
was  awarded  Life  Membership  in 
1990 


STANLEY  M,  TRUHLSEN,  M.D. 

- Omaha  - 

Stanley  M.  Truhlsen  was  born  in  Herman,  Nebraska  on  November  13,  1920.  He  obtained  his 
medical  education  at  the  University  of  Nebraska  College  of  Medicine  and  interned  at  the 
Albany  Hospital  in  Albany,  New  York.  Following  two  years  service  in  the  U.S.  Army,  Dr. 
Truhlsen  took  his  residency  in  ophthalmology  at  Barns  Hospital  in  St.  Louis,  Missouri.  He 
practiced  ophthalmology  in  Omaha  until  his  retirement  in  1993.  Dr.  Truhlsen  served  as 
Chairman  of  the  Nebraska  Medical  Association  Board  of  Councilors  from  1981-1987. 


RALPH  L.  CASSEL,  M.D, 

- Omaha  - 

Ralph  L Cassel  was  born  in 
Montrose,  Colorado  on  August 
27,  1920.  He  obtained  his  medi- 
cal education  at  the  University  of 
Nebraska  College  of  Medicine 
and  interned  at  the  U S.  Naval 
Hospital  in  San  Diego.  Califor- 
nia. Dr  Cassel  served  in  the  U S 
Navy  in  1945-46  and  again  in 
1953-54.  He  practiced  as  a gen- 
eral practitioner  in  Fairbury  from 
1946-1978.  Dr.  Cassel  joined  the 
faculty  at  the  University  of  Ne- 
braska Medical  Center  in  1978 
and  practiced  there  until  his  re- 
tirement in  December,  1986.  Dr 
Cassel  was  awarded  Life  Mem- 
bership in  1987. 
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LELAND  J.  OLSON,  M.D. 

- Omaha  - 

Leland  J.  Olson  was  born  in  Palmyra, 
Nebraska  on  October  3,  1920.  He 
obtained  his  medical  education  at 
the  University  of  Nebraska  College  of 
Medicine  Dr  Olson  completed  his 
residency  at  the  University  Hospital 
in  1949  He  practiced  obstetrics  and 
gynecology  in  Omaha  until  his  retire- 
ment in  1986.  Dr.  Olson  has  estab- 
lished a Chair  of  Clinical  Investiga- 
tion in  OB/Gyn,  a Resident  Research 
Fund  and  the  Olson  Center  for 
Women's  Health  at  UNMC.  Dr.  Olson 
was  awarded  Life  Membership  in 
1986 


WILBERT  E.  HEIB,  M.D. 

- Henderson  - 

Wilbert  E.  Heib  was  born  in  Marion,  South  Dakota  on  August  1,  1920.  He  obtained  his  medical 
education  at  the  University  of  South  Dakota  and  the  Washington  University  Medical  School  in  St. 
Louis,  Missouri.  Dr.  Hieb  took  a general  internship  and  residency  at  the  Evangelical  Deaconess 
Hospital  in  St.  Louis.  Following  two  years  service  in  the  U.S.  Army,  he  established  a solo  general 
practice  in  Marion,  South  Dakota  where  he  practiced  until  1 954.  In  1 954  he  joined  the  Henderson 
Clinic  at  Henderson,  Nebraska  where  he  practiced  until  his  retirement  in  1984.  Dr.  Hieb  was 
awarded  Life  Membership  in  1985. 


MERRILL  T.  EATON,  M.D. 

- Omaha  - 

Merrill  T.  Eaton  was  born  in 
Howard  County,  Indiana  on  June 
25,  1920.  He  obtained  his  medi- 
cal education  at  the  Indiana  Uni- 
versity School  of  Medicine  in 
Indianapolis  and  interned  at  St. 
Elizabeth's  Hospital  in  Washing- 
ton, D C..  Following  two  years 
service  in  the  U.S.  Army,  Doctor 
Eaton  completed  residencies  at 
Colorado  State  Hospital  in  Pueblo 
and  Sheppard-Pratt  Hospital  in 
Towson,  Maryland.  Dr.  Eaton 
practiced  psychiatry  in  Kansas 
City,  from  1949-60.  He  became 
an  Associate  Professor  of  Psy- 
chiatry at  the  University  of  Ne- 
braska College  of  Medicine  in 
1961  and  served  as  Professor 
and  Chairman  of  the  Department 
of  Psychiatry  at  UNMC  from  1 968 
to  1 985.  Dr.  Eatson  was  awarded 
Life  Membership  in  1989. 


Also  recognized  for  50  years  of  medical  practice  but  unable  to  attend  the  Annual  Session  were: 


EDWARD  K.  CONNORS,  M.D. 

- Omaha  - 

RICHARD  J.  FANGMAN,  M.D. 

- Omaha  - 

PAYTON  T.  PRATT,  M.D. 

- Omaha  - 


WILLIAM  L.  RUMBOLZ,  M.D. 

- Omaha  - 

JACK  M.  STEMPER,  M.D. 

- Lincoln  - 

JOHN  G.  WIEDMAN,  M.D. 

- Lincoln  - 


CHARLES  M.  ROOT,  M.D. 

- Ft.  Myers  Beach,  Florida  - 
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PHOTO  GALLERY 


Nebraska  Medical 
Association 

1994  Annual  Session 


Dr.  Charles  Damico  presiding  atthe  Board  of  Councilors' 
meeting. 


NMA  Honors  Luncheon. 


Dr.  Frederick  Paustian  presents  Dr.  Warren  Bosley  with  a 
certificate  honoring  him  for  fifty-years  of  medical  practice. 


Dr.  Frederick  Paustian  presents  Dr.  Ralph  Cassel  with  a 
certificate  honoring  him  for  fifty-years  of  medical  practice. 


Dr.  Frederick  Paustian  presents  Dr.  John  Coe  with  a 
certificate  honoring  him  for  fifty-years  of  medical  practice. 


•fen 


Dr.  Frederick  Paustian  presents  Dr.  Merrill  Eaton  with  a 
certificate  honoring  him  for  fifty-years  of  medical  practice. 


Dr.  Frederick  Paustian  presents  Dr.  Paul  Coetowski  with  a 
certificate  honoring  him  for  fifty-years  of  medical  practice. 
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Dr.  Frederick  Paustian  presents  Dr.  Wilbert  Heib  with  a certifi- 
cate honoring  him  for  fifty-years  of  medical  practice. 


Dr.  Frederick  Paustian  presents  Dr.  Leland  Olson  with  a 
certificate  honoring  him  for  fity-years  of  medical  practice. 


Dr.  Frederick  Paustian  presents  Dr.  Barney  Rees  with  a 
certificate  honoring  him  for  fifty-years  of  medical  practice. 


Dr.  Frederick  Paustian  presents  Dr.  Stanley  Truhlsen  with 
a certificate  honoring  him  for  fifty-years  of  medical  practice. 


Dr.  Robert  Shapiro  presents  Dr.  Carl  Cornelius  a plaque 
recognizing  his  service  as  an  alternate  and  delegate  to  the 
American  Medical  Association  House  of  Delegates. 


Dr.  Darroll  Loschen  presenting  the  necrology. 


j j | OMAHA  1 

i ^Xamottj 


Dr.  Robert  Shapiro,  1993-94  NMA  President,  addressing 
the  House  of  Delegates. 


Ms.  Mary  Dean  Harvey,  Director,  Department  of  Social 
Services,  adressing  the  House  of  Delegates. 
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NMA  lobbyist  and  legal  counsel  David  Buntain  address- 
ing the  House  of  Delegates 


Dr.  Tim  Wahl,  Chairman,  Nebraska  Medical  Political 
Action  Committee,  addresses  the  House  of  Delegates. 


Dr.  Thomas  Cinque,  Dean,  Creighton  University  School 
of  Medicine,  addressing  the  House  of  Delegates. 


Dr.  Mark  Horton,  Director,  Department  of  Health,  addressing 
the  House  of  Delegates. 


Reference  Committee  in  session. 


Reference  Committee  in  session. 


Reference  Committee  in  session 


Inaugural  Dinner 


June  1994  Nebraska  Medical  Journal  181 


Doctor  John  Sage  serving  as  master  of  ceremonies  for  the 
1994  Inaugural  Dinner. 


Dr.  Frederick  Paustian  accepting  the  President's  medallion 
from  Dr.  Robert  Shapiro. 


Sally  Semm,  1994-95  NMAA  President,  presenting  inau- 
gural remarks. 


Dr.  Robert  Shapiro  pins  the  President's  badge  on  Dr. 
Paustian. 


Dr.  Frederick  Paustian,  1994-95  NMA  President  accept- 
ing the  President's  gavel  from  Dr.  Robert  Shapiro,  1993-94 
NMA  President. 


Dr.  Robert  Shapiro  presents  Dr.  Frederick  Paustian  with  the 
"It's  Only  a Pumpkin"  plaque. 


Dr.  Frederick  Paustian  presents  a plaque  for  outstanding 
service  as  President  to  Dr.  Robert  Shapiro. 


Dr.  Frederick  Paustian  pins  the  Past  President's  badge  on 
Doctor  Robert  Shapiro 
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Dr.  Frederick  F.  Paustian,  1994-95  NMA  President,  pre- 
senting his  inaugural  address. 


C.  Randall  Nelms,  M.D.,  President,  Minnesota  Medical 
Association,  addressing  the  House  of  Delegates. 


Susan  Schwerdtfeger  accepts  the  McWhorter  Memorial  Schol- 
arship from  Doctor  Blaine  Roffman. 


Renee  Woehrer  accepts  the  Tanner  Memorial  Scholar- 
ship from  Dr.  Robert  Shapiro. 


Barbara  Bohi,  1993-94  NMA  Alliance  President,  address- 
ing the  House  of  Delegates. 


Ashok  Gupta  accepts  the  NMF/LCMAF  Research  Schol- 
arship from  Mrs.  Kay  Reed. 


OMAHA 


Dr.  Robert  Shapiro  presenting  an  NMA  research  scholar- 
ship to  Thomas  Sullivan,  University  of  Nebraska  College  of 
Medicine. 


low 


Dr.  Robert  Shapiro,  1993-94  NMA  President,  accepts  a 
plaque  from  Dr.  James  Fosnaugh  recognizing  his  service  to 
the  Lancaster  County  Medical  Society. 
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Dr.  John  Reed  presents  the  report  of  Reference  Committee  #5. 


< 

Dr.  Eugene  Zweiback  presents  the  report  of  Reference 
Committee  #1. 


Dr.  James  Fosnaugh  presents  the  report  of  Reference 
Committee  #2. 


Dr.  Edward  Holyoke,  Jr.  presents  the  report  of  Reference 
Committee  #6. 


Dr.  Charles  Damico  presents  the  report  of  the  Nominat- 
ing Committee. 


Dr.  Cordon  Adams  presents  the  report  of  Reference 
Committee  #3. 


Dr.  Allen  Dvorak  presents  the  report  of  Reference  Com- 
mittee #4. 


Dr.  Frederick  Paustian  presenting  Dr.  David  Bacon  with 
the  President-Elect  badge. 
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NEBRASKA  MEDICAL  JOURNAL 
1994  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1994  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1995. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1994.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310  • Lincoln,  NE  68502 


ADVERTISER  S INDEX. 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


c 

Clarkson  Hospital 4 

Curare  Group,  Inc 1 8 

D 

Donley  Medical  Supply 6 

M 

Madonna  Rehabilitation  Hospital 3 

Medical  Protective 1 3 

Methodist  Richard  Young  Hospital 9 

N 

Nebraska  Methodist  Health  Systems 2 

Nebraska  Pork  Producers  Association 14 

Norfolk  Printing  Co.,  Inc 6 

S 

St.  Paul  Fire  & Marine  Insurance  Co 24 


For  information  call:  U 

402-393-3216  U.S.  Air  Force 10 

(You  do  not  have  to  give  your  name.)  u.S.  Army 7 

University  of  Nebraska  Medical  Center 17 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTETRICS  - GYNECOLOGY  Karen  M.  Higgins,  M .D. 
Barton  0.  Urbauer,  M.D.  John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-94 


BURN 

CARE 

NEBRASKA 


f BURN 


kz 


CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1-800-995-BURN 
(402)  467-5454 

8-94 


Central  Nebraska 
Cardiology  consultants,  p.C. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Dipiomate  American  Board  of  Internal 
Medicine  - Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 


727  North  Custer  Phone:  (308)  382-1 430 

Grand  Island.  NE  68803  FAX  (308)  382-5290 

6-94 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St,  SUITE  405 
LINCOLN,  NE  68502 

1-800-MED-LINC 

1-95 


The 

□ 

HEART  i i ^ 

■_■■■  CONSULTATIVE 

Center  of  Nebraska 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stepnen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Faidley  PO  Box  5345  Grand  Island,  NE  68802 

Office  13081  382  3994  1-800-233-3994  FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-94 

Phone  (402)  466-8259  or  1-800-633-5462  4-95 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


LINCOLN,  cont. 


eye. 


f surgical 
: associates 


5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 

(402)  489-8838  (402)  483-7700 

or 

1-800-633-5462 


Larry  W.  Wood,  M.D. 

Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J . Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice.  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-94 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

9-94 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

1919  South  40th  Street 

(402)489-6554 

Suite  300 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-94 

LINCOLN  OB-GYN,  P.C. 

William P Heidrick,  M.D , F.A.C.O.G 

Joseph  G Rogers,  M D . F.A.C.O.G. 

Dennis  L.  Hodge.  MD , F.A.C.O  G 

Gregory W.  Heidrick.  M D . F.A.C.O  G 

YvonneK  Davenport,  M D . F.A.C.O  G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

1 — 24  HOURS  - 7 DAYS  A WEEK  - 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME  

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICALPARKPLAZABUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-94 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified  or  Board  Eligible 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

1 91 9 South  40th  Street  (402)  489-6554 

Suite  300  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-94 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  T rauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL;  — 

Office  (402)  483-7825  or  Med-Unc:  1-800-533-5462 
4740  A Street*  Suite  100*  Uncoln,  NE  68510 


•GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY  ■ HAND  SURGERY 
•JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDRENS  ORTHOPAEDICS 
■SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare.  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn.  Suite  201 
Lincoln,  Nebraska 

10-94 
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Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 


Benjamin  R.  Gelber,  M.D. 
LouisJ.  Gogela,  M.D. 

Eric  YV.  Pierson,  M.D. 


Phone:  402-475-4948 

10-94 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
j Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-94 


pathology 

medical 

services 

pa 


© 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY.  M D 
DEBORAH  K DAVIDSON,  D O 
MICHAELJ.  DUGGAN,  M D 
DONALD  A.  DYNEK,  M.D. 
GEORGEE.GAMMEL.MD 
PATRICK  A.  KEELAN.  M D 
DAVID  L.  KUTSCH,  M.D 
STEFFAN  R.  LACEY,  M.D. 
CHRISTOPHER  T MASADA,  M.D 
MATTHIAS  I.OKOYE,  M.D 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO.  M.D. 
AINA  I.  SILENIEKS,  M D 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON.  M D 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  2221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-94 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-94 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 


4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888  3.94 


t 


Prairie  surgical 

ASSOCIATES  P C 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 


Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 

8-94 


Subspecialty  Certification 

Consultative 

Cardiovascular  Diseases 

Cardiology 

Walt  F.  Weaver, 

M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272 

Tel.  (402)  489-4242 

Lincoln.  Nebraska  68506 

Fax  (402)  489-3338 

9-94 
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T Trology 

Adult  & Pediatric 

L^enterr.  1 

Urology 

Hal  K.  Mardis,  M D , F.A.C.S  R.  Michael  Kroeger,  M.D.,  F.AC.S. 

Harvey  A.  Komgsberg,  M.D. . F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeoffrey  Deeths,  M.D.,  F.A.C.S  Jon  J Morton.  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S.  90th  Street 
Omaha,  NE  681 14 
(402)  397-9800 
800-8824770 

• Satellite  Clinic 
Papillion,  NE 

3-95 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F GROSS.  M.D.  FRANK  J.  IWERSEN.  M.D. 

C.  MICHAEL  KELLY,  M.D.  BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D.  R.  MICHAEL  GROSS.  M.D. 

T KEVIN  O'MALLEY,  M.D.  TIMOTHY  C.  FITZGIBBONS.  M.D, 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery  Disorders: 

Joint  Replacement  • The  Spine  & Knee 

Sports  Medicine  • Foots  Ankle 

Work  Related  Injuries  S Evaluations  • Shoulder  S Elbow 

CALLS  ANSWERED  24  HOURS 

771 0 Mercy  RO  Suite  500  399-8550 

Appointments  399-8484  Billing  399-9301 

3-95 


BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

D.  Randall  Priaa,  M.D. 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  39C-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-94 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Katluyn  E.  Hodges,  M.D. 

11-94 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8552  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


402-563-3379 


NORFOLk  - 1 300  NEBRASKA  AV 


Stanley  L.  Davis,  M.D, 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified  402-379-3250 

In  Adult 

And  Pediatric  GRAND ISLAND ' 1806  N CLEBUBN 

Asthma  i 308_381_1700 

Clinical  Immunology  « 


rIRST 


EVE 


ASSOCIATES 

Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen.  M D . 
emeritus 

C Rex  Latta,  M.D. 


John  W Pemberton.  M.D 


John  T Ramsell.  M.D 


Donald  L.  Arkfeld,  M.D 
Raymond  M.  Crossman.  III.  M.D. 
D Francis  Arkfeld.  M.D 
Camilla  R Parson.  M.D. 

Michael  L.  Goldstein.  M D 

Since  1886 


8111  Dodge  St. 

Omaha,  NE 
68114-4115 
(402)  390-81 1 1 

210  Regency  Pkwy 
Omaha.  NE 
68114-3726 
(402)391-3131 

4242  Famam  St. 

Omaha.  NE 
68131-2810 
(402)  552-2300 

3353  L St 
Omaha.  NE 
68107-2500 
(402)  390-81 1 1 

5-94 


rjtk  ^NEBRASKA 
M'(>|SPINjL 
$m)'m  SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 

Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


402-397-6661 

9110  West  Dodge  Road,  Suite  290  East 
Omaha,  Nebraska  68114-3.359 

8-94 
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ONCOLOGY  ASSOCIATES,  P.C. 

Methodist  Cancer  Center  Immanuel  Professional  Plaza  #13 

8303  Dodge  Street,  Suite  #225  6801  North  72nd  Street 

P.O.  Box  24639  Omaha,  Nebraska  681 22 

Omaha,  Nebraska  68124-0639  (402)  572-3697 

(402)  390-5860  Fax  (402)  572-3695 

Fax  (402)  390-3790 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
John  L.  Bluhm 

Administrator  11-94 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  "P  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-11 17  1.95 


7441  "O"  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 

329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbluff,  Nebraska  69361  Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)  635-391 1 

3.  CHADRON 

(308)  432-5586 

4 GORDON 

(308)  282-0401 

5 VALENTINE 

(402)  376-2525 

6 AINSWORTH 

(402)  387-2800 
7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)635-3911  s-94 


OREGON  TRAIL  EYE  CLINIC 


TIME  FOR  A MOVE? 

Practice  opportunities  for  IM,  Ff?  OB/GYN,  Peds. 


"We  won’t  sell  you  on  a practice  - 
if  we  don’t  have  it,  we'll  find  it." 


Nebraska 

45+  Cities 

Omaha 

Lincoln 

Hastings 

Norfolk 

Imperial 

Papillion 


National 

750+Cities 

Tampa 
Kansas  City 
Chicago 
Cincinnati 
Des  Moines 
St.  Louis 


Every  City,  town  and  community  in  the  country 


The  Curare  Group,  Inc . 


M-F  7am-7pm,  sat  1 1 -4pm  CST 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed,  if  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full  -time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  IA  50021,  phone  1-800- 
729-7813  or  515-964-2772. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island,  NE  68801. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  51 5,  Ankeny,  IA,  50021,  phone  1-800-729-7813. 

FAMILY  PRACTICE:  Excellent  opportunity  for  BC / 
BE  family  practitioner  to  join  busy,  well  established 
multi-specialty  clinic.  Share  call  with  eight  FP  part- 
ners, no  ER.  Excellent  benefit  package  includes 
malpractice  insurance,  health  and  life  insurance, 
relocation  expense  and  CME  benefits.  Kearney  is  an 
excellent  University  town  of  30,000,  family  oriented 
with  excellent  schools  and  a strong,  progressive 
economy,  and  a diverse  array  of  recreational  and 
cultural  activities.  For  more  information  contact  Ryan 
Page  at  (308)  237-2141  or  write  to  Kearney  Clinic, 
P.C.,  211  West  33rd  Street,  Kearney,  NE  68848. 

MEDISOFT  ADVANCED  is  accounts  receivable, 
insurance  billing,  practice  management,  appoint- 
ment scheduling,  and  MUCH  MORE!  Delivering 
state-of-the-art  features  with  unparalleled  ease  of 
use!  Even  electronic  claims  processing!  Call  T.  W. 
Associates,  1-800-862-7762. 

FAMILY  PRACTICE:  Excellent  opportunity  for  BC/ 
BE  family  practitioner  to  join  well  established  clinic  in 
Cozad,  Nebraska.  Cozad  is  an  All  American  Commu- 
nity located  in  central  Nebraska.  Excellent  benefit 
package  offered  with  an  excellent  income  guaran- 
tee. Interested  physicians  send  CV  to:  Physician 
Recruitment,  Box  108,  Cozad,  NE  69130,  or  call 
(308)  784-2261. 

FOR  SALE:  Two  Detecto  pediatric  scales.  Weigh 
30  pounds  limit.  $75.00  each.  Please  contact  D.E. 
Baca,  M.D.,  2580  S.  90th,  Omaha,  NE  68124. 


WESTFIELD,  MA:  Entrepreneurial  family  practitio- 
ners or  IM/Peds  sought  for  satellite  clinic.  No  OB. 
Call  1:5;  competitive  salary  plus  production.  Won- 
derful quality  of  life,  excellent  practice  potential. 
Confidential  replies  to:  Christine  Ross,  R.N.,  800- 
776-5776,  or  fax  responses  to  314-863-1327. 

CLINIC  PHYSICIAN:  The  University  Health  Cen- 
ter, a fully  accredited  member  of  the  joint  Commis- 
sion on  Accreditation  of  Healthcare  Organizations, 
has  an  opening  for  a full-time,  12  month  appoint- 
ment, clinic  physician.  This  individual  reports  to  the 
Medical  Director  and  Chief  of  Staff,  and  will  be 
responsible  for  the  examination  and  care  for  patients 
in  the  Health  Center  Clinic.  Requires  licensure  and 
DEA  Certification  in  the  State  of  Nebraska,  and 
Board  Certification  in  a primary  care  specialty.  Posi- 
tion offers  a competitive  salary  and  a comprehensive 
benefits  program.  Send  letter  of  application,  resume, 
and  three  references  by  June  1 7,  1 994  to:  Russell  F. 
LaBeau,  M.D.,  Medical  Director/Search  Chair,  Uni- 
versity Health  Center,  University  of  Nebraska-Lin- 
coln,  15th  & U Streets,  Lincoln,  NE  68588-0618. 
Review  of  applications  will  begin  June  1 7,  1 994  and 
will  proceed  until  a satisfactory  candidate  is  found. 
The  University  of  Nebraska-Lincoln  is  committed  to 
a pluralistic  campus  community  through  Affirmative 
Action  and  Equal  Opportunity  and  is  responsive  to 
the  needs  of  dual  career  couples.  We  assure  reason- 
able accommodation  under  the  Americans  with 
Disabilities  Act;  contact  Search  Chair  at  (402)  472- 
7400. 

OMAHA,  NE:  Superior  FP  opportunity  with  three 
physician  group  affiliated  with  Bergan  Mercy  Medi- 
cal Center  with  academic  affiliation.  Group  seeking 
three  additional  FPs  for  expansion.  Highly  competi- 
tive compensation  package,  excellent  benefits,  and 
relocation  paid.  Please  call  Steve  McNeill  now  at 
402-398-6658  or  fax  CV  in  confidence  to  him  at  402- 
398-6032. 

PAPILLION,  NE:  BC/BE  internist  to  join  two  in 
expanding  multispecialty  group.  Enjoy  the  best  of 
both  worlds  - live  and  practice  in  the  country  but  have 
easy  access  to  the  wonderful  cultural  and  recre- 
ational activities  of  Omaha.  Competitive  compensa- 
tion, full  benefits  and  shareholder  opportunity.  Please 
call  Steve  McNeill  now  at  402-398-6658  or  fax  CV  in 
confidence  to  him  at  402-398-6032. 

WANTED:  BC/BE  general  surgeon,  OB-GYN,  psy- 
chiatrist, urologist,  pulmonologist,  occupational 
medicine,  family  practitioner,  pediatrician,  internist 
for  Midwestern  opportunities.  Excellent  school  sys- 
tems, recreational/cultural  activities.  Competitive 
guarantees,  fringes,  interview/relocation  paid.  For 
more  information  call  S.  Schipper,  Medical  Manage- 
ment, Ltd.,  800-550-3627  or  fax  your  CV  to  us  at  31 9- 
236-0376. 
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GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied family  Physicians  seek  associate  for  this  "All 
America"  Community  in  west  central  Nebraska. 
Obstetrics  required.  Send  CV  to:  Gothenburg  Family 
Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902-20th  Street,  Gothenburg,  NE  69138. 

WANTED:  BC/BE  Internist  for  84-physician 
multispecialty  group  on  the  scenic  bluffs  overlooking 
the  Mississippi  River  where  Iowa,  Illinois,  and  Wis- 
consin meet.  Excellent  call  schedule  in  this  1 7 mem- 
ber department  of  physician  owned  clinic  with  its 
own  HMO.  Professional  administration  enables  phy- 
sicians to  concentrate  on  the  practice  of  medicine. 
Outstanding  lifestyle,  excellent  income  guarantee, 
complete  benefits  and  ownership  eligibility.  Call  or 
send  C.V.  to  Denis  Albright,  Medical  Associates 
Clinic;  1000  Langworthy,  Dubuque,  IA  52001.  800- 
648-6868. 

OPPORTUNITY:  Clarkson  Family  Medicine 
opened  its  doors  to  an  excellent,  totally  remodeled 
facility  on  July  1,  1 991 . We  are  now  preparing  for  our 
first  graduation  ceremony.  Since  our  first  class  of 
residents,  we  have  filled  in  the  Match  Program  every 
year  with  high  quality  residents.  Our  patient  numbers 
have  exceeded  our  most  optimistic  projections, 


allowing  us  to  consider  expanding  our  resident 
numbers.  An  additional  physician  faculty  and  associ- 
ate director  are  needed  to  assist  us  in  expanding  our 
program  and  services  while  continuing  our  commit- 
ment to  the  training  of  physicians  for  excellence  in 
rural  practice,  including  extensive  OB  experiences. 
Responsibilities  include  direct  patient  care,  resident 
and  student  supervision  and  scholarly  activities. 
Candidates  must  be  board  certified  in  Family  Prac- 
tice with  a desire  to  participate  in  the  growth  of  an 
exciting  new  program.  Strong  OB  experience  highly 
desirable.  Salary  and  benefits  are  extremely  competi- 
tive and  dependent  upon  experience.  Clarkson 
Hospital  takes  pride  in  being  a smoke-free  environ- 
ment and  does  not  hire  applicants  that  use  tobacco 
products.  EOE.  Serious  applicants  should  send  letter 
of  inquiry  and/or  CV  to:  Richard  A.  Raymond,  M.D., 
Director,  Clarkson  Family  Medicine,  4200  Douglas 
Street,  Omaha,  NE  68131. 

WANTED:  Physician  wanted  for  an  expanding 
Occupational  & Emergency  Medical  Clinic.  Why 
wait  until  you  retire  to  enjoy  a forty  hour  week  with 
paid  vacation  and  insurance.  Eliminate  the  headache 
of  billing  and  managing  an  office.  Income  nego- 
tiable. Join  Medical  Enterprises,  Omaha,  Nebraska, 
contact  Lou  DiMauro,  (402)  393-8826  or  800-447- 
1669. 
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Health  Care  Fraud  and  Abuse  - Revisited 


FREDERICK  F.  FAUSTIAN,  M.D. 


The  Nebraska  Medical  Association  House  of 
Delegates,  in  its  September,  1993  Fall  Session, 
adopted  the  following  resolution: 

Whereas,  we  recognize  that  fraud  and  abuse 
can  exist  in  medically  related  government  pro- 
grams, and 

Whereas,  that  fraud  and  abuse  can  exist 
across  the  spectrum  of  the  medical  system,  and 

Whereas,  physicians  share  an  ethical  and 
moral  responsibility  to  report  potentially  fraudu- 
lent activities; 

Therefore,  be  it  resolved  that  the  Nebraska 
Medical  Association  and  component  societies 
support  and  assist  in  programs  designed  to  curb 
such  fraud  and  abuse  where  it  might  occur. 

What  is  the  problem? 

The  magnitude  of  dollars  lost  as  a conse- 
quence of  health  care  fraud  cannot  be  quanti- 
fied, only  estimated,  and  such  estimates  vary 
widely.  The  FBI  Health  Care  Fraud  Unit  in  1 992 
estimated  the  loss  to  be  more  than  $33  billion 
and  in  the  same  year  the  U.S.  General  Account- 
ing Office,  citing  health  insurance  industry 
sources,  estimated  the  loss  to  be  10%  of  the 
nation's  total  annual  health  care  expenditure, 
which,  according  to  the  U.S.  Department  of 
Health  and  Human  Services,  in  1992  was  over 
800  billion  dollars.  Therefore,  Attorney  General 
Janet  Reno  is  making  health  care  fraud  her 
second  priority  after  violent  crime  and  the  FBI 
is  making  it  their  number  one  investigative 
priority  in  their  white  collar  crime  program.  It  is 
very  important  for  we,  as  physicians,  to  be  fully 
aware  of  what  constitutes  health  care  fraud  and 
abuse  in  order  that  we  may  recognize  it  and 
report  such  crime  to  the  proper  authorities. 
Suspected  incidents  may  be  reported  to  our 
respective  county  medical  societies;  the  Ne- 
braska Medical  Association;  Director  of  the 
Department  of  Health,  State  of  Nebraska,  in 
Lincoln,  Nebraska;  The  Sunderbruch  Corpora- 
tion of  Nebraska  in  Lincoln,  Nebraska;  the  FBI 
office  in  Omaha,  Nebraska;  and  the  Health 


Frederick  F.  Faustian,  M.D. 


Care  Financing  Administration  of  the  Depart- 
ment of  Health  and  Human  Services  in  Kansas 
City,  Missouri. 

What  constitutes  fraud  and  abuse?  Accord- 
ing to  Medicare  and  Medicaid,  these  terms  are 
defined  as  follows: 

"Provider  Fraud"  - Fraud  is  an  intentional 
deception  or  misrepresentation  with  the  intent 
to  illegally  obtain  services,  payments  or  other 
gains.  Examples  include: 

• Billing  for  services  not  rendered. 

• Billing  for  more  costly  services  than  ren- 
dered (upcoding). 

• Falsifying  medical  or  billing  records  to 
obtain  greater  reimbursement. 

• Billing  more  than  the  charge  to  the  general 
public. 

• Billing  for  services  provided  by  unquali- 
fied or  unlicensed  personnel. 

• Receiving  kickbacks  from  medical  provid- 
ers for  referrals  or  use  of  products  as 
laboratory  tests,  medications,  DME,  etc. 

• Routine  lack  of  intent  to  collect  deductible 
or  co-insurance  amounts  on  claims. 

"Provider  Abuse"  - Abuse  exists  when  provid- 
ers or  suppliers  methods  or  business  practices 
are  unacceptable  and  result  in  an  incorrect 
payment  for  services  rendered  or  involve  pat- 
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terns  of  over  utilization  or  misutilization  of 
services  without  demonstrated  intent  or  false 
statement.  Examples: 

• A Medicare  participating  doctor  does  not 
accept  assignment  on  a claim. 

• Billing  a different  amount  to  Medicare 
than  to  patient. 

• Collecting  more  than  the  allowed  deduct- 
ible or  co-insurance  amounts  on  an  as- 
signed claim. 

• Rendering  or  ordering  excessive  services, 
especially  diagnostic  tests. 

• Providing  services  that  are  inconsistent 
with  the  diagnosis  and  treatment  of  recipi- 
ent. 

• Rendering  or  ordering  medically  unneces- 
sary services. 

• Poor  or  unsatisfactory  quality  of  care  pro- 
vided to  a recipient. 

The  potential  consequences  of  Medicare  and 
Medicaid  fraud  and  abuse  include: 

• Criminal  investigation  and/or  prosecution 
by  the  Office  of  Inspector  General  and/or 
the  FBI. 

• Civil  monetary  penalties  (up  to  $2000  per 
false  item). 

• Exclusion  from  provision  of  Medicare  and/ 
or  Medicaid  services  permanently  or  for  a 
period  of  time. 

• Referral  to  a professional  licensing  board. 

• Restitution  of  Medicare  or  Medicaid  over- 
payment. 

• Peer  review  referral. 

• Attendance  at  provider  education  sessions. 

The  Federal  Bureau  of  Investigation's  health 
care  fraud  initiative  (available  on  request  from 
the  office  of  the  Nebraska  Medical  Association) 
indicates  their  principal  goal  is  to  bring  the 
same  aggressive  approach  to  health  care  fraud 
as  the  Bureau  used  successfully  in  other  priority 
programs  such  as  organized  crime,  counter 
terrorism,  and  political  corruption.  Sophisticated 
investigative  techniques  to  combat  health  care 
fraud  include  undercover  operations,  telephone 
intercepts,  aggressive  use  of  informants,  and 
cooperating  witnesses.  (In  addition,  new  com- 
puter technology  utilizes  IBM  developed  soft- 
ware, Fraud  and  Abuse  Management  System 
(FAMS),  currently  implemented  by  Pennsylva- 
nia Blue  Shield.)  The  majority  of  investigations 
are  conducted  jointly  with  one  or  more  other 
governmental  agencies.  As  a consequence,  dur- 
ing 1993  FBI  health  care  fraud  investigations 
increased  from  657  to  1,051  and  convictions 


rose  from  1 1 5 to  327.  The  jurisdiction  of  the  FBI 
is  not  limited  to  Medicare  and  Medicaid  but 
also  includes  private  pay  systems.  The  catego- 
ries of  health  care  under  surveillance  include 
durable  medical  equipment,  psychiatric  hospi- 
tal, clinic  - especially  diet  clinics,  pharmaceuti- 
cal diversions,  pharmacy  billing,  physician  prac- 
tice associated  or  related  activities,  laboratory 
services,  workers  compensation  and  accident 
claims,  nursing  home  and  hospital  services,  and 
home  health  care  and  ambulance  services. 

The  recognition  of  and  potential  for  health 
care  fraud  and  abuse  is  given  specific  consider- 
ation in  President  Clinton's  Health  Security  Act, 
HR  3600.  The  American  Medical  Association's 
position  regarding  Health  System  Reform: 
"Health  Care  Fraud  and  Abuse,"  was  presented 
by  our  Jerald  R.  Schenken,  M.D.  to  multiple 
committees  and  subcommittees  of  the  United 
States  House  of  Representatives  on  March  1 7, 
1994  (also  available  through  the  office  of  the 
Nebraska  Medical  Association).  Excerpts  from 
Dr.  Schenken's  testimony  include  the  following: 

"Fraudulent  and  abusive  schemes  . . . lead  to 
the  rendering  of  medically  unethical  or  poten- 
tially harmful  testing  as  well  as  inaccurate,  mis- 
leading and  false  diagnoses.  Such  practices 
undermine  health  care  delivery,  generate  un- 
necessary fear,  and  increase  the  already  high 
cost  of  health  care."  Accordingly,  the  AMA 
agrees  with  the  General  Accounting  Office 
recommendation.  May  1992,  calling  for  the 
establishment  of  a national  commission  to  de- 
velop comprehensive  solutions  to  fraud  and 
abuse  and  advocate  a nationally  coordinated 
effort  to  combat  such  fraud  and  abuse. 

The  AMA  recommends  modification  of  the 
Health  Security  Act  fraud  and  abuse  provisions 
to  include  the  creation  of  a clearing  house, 
incorporating  standards  for  the  protection  of 
confidential  information,  which  would  be  uti- 
lized to  detect  fraudulent  activity.  AM  health 
insurance  plans  would  be  required  to  provide 
information  essential  to  fraud  investigations. 

As  regards  the  conduct  of  investigation,  it  is 
the  AMA's  position  that  coordination  of  federal 
antifraud  activities  be  delegated  to  the  U.S. 
Attorney  General  rather  than  the  HHS  Inspec- 
tor General.  The  Department  of  Justice,  espe- 
cially the  Federal  Bureau  of  Investigation,  pos- 
sesses unique  and  demonstrated  experience  in 
orchestrating  the  law  enforcement  efforts  of 
various  federal,  state,  and  local  agencies.  This 
recommendation  is  based  on  the  conviction 
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that  success  of  an  all  payor  fraud  and  abuse 
control  program  is  contingent  upon  empower- 
ment of  the  government  agency  with  the  great- 
est breadth  of  experience  in  law  enforcement. 

While  it  is  recognized  that  physicians  are 
responsible  for  their  respective  actions,  it  is 
important  to  determine  whether  or  not  a physi- 
cian is  acting  with  the  intent  to  commit  a 
fraudulent  act  as  opposed  to  inadvertent  error 
before  the  courts  impose  a severe  sanction. 
Therefore,  there  should  be  provisions  to  pre- 
clude harsh  sanctions  for  inadvertent  or  legiti- 
mate mistakes  such  as  billing  errors  and  penal- 
ties, should  one  be  imposed,  commensurate 
with  the  offense  committed.  Physicians  should 
not  be  excluded  from  provision  of  health  care 
unless  a criminal  conviction  has  been  obtained. 

In  the  area  of  physician  ownership  and  self 
referral,  a new'  category  of  fraud  and  abuse,  the 
AMA  agrees  in  principle  that  physicians  should 
not  refer  patients  to  a health  care  facility  outside 
of  their  office  practice  where  they  do  not  di- 
rectly provide  care  or  services,  but  do  have  an 
invested  interest.  The  proposed  self  referral 
limitations,  however,  are  very  restrictive  and 
exceptions  to  the  prohibition  must  be  permit- 
ted where  there  is  demonstrated  need  in  an 
under-served  urban  or  rural  community  for  the 
facility  and  alternative  financing  is  not  available. 
The  acceptance  of  ethical  requirements  as  pro- 
posed by  the  AMA  and  the  formal  guidelines 
developed  by  the  AMA  Council  on  Ethical  and 
Judicial  Affairs  should  resolve  the  conflict  of 
interest  issue  associated  with  physician  invest- 
ment in  health  care  facilities  located  in  the  area 
of  the  doctors  practice. 

While  the  AMA  supports  the  concept  that 
kickbacks,  bribes,  and  rebates  in  return  for 
medical  referral  services  constitute  a criminal 
violation,  safe  harbors  must  be  identified  wherein 
incentives  are  necessary  for  the  recruitment 
and  retention  of  physicians  to  provide  health 
care  benefits  to  patients.  An  example  includes 
incentives  to  physicians  to  practice  in  under- 
served areas. 

Of  concern  to  the  medical  profession  has 
been  the  unreasonable  constraints  placed  on 
professional  self  regulation  as  a consequence  of 
state  and  federal  anti-trust  laws  which  inhibit 
the  ability  of  organized  medicine  to  assume  a 
professional  self-regulatory  enforcement  role. 
As  a consequence  of  a petition  filed  by  the  AMA 
with  the  Federal  Trade  Commission  in  1992 
concerning  these  constraints,  the  FTC  issued  an 


advisory  opinion  which  permits  professional 
peer  review  of  physician’s  fees  so  long  as  the 
disciplinary  process  is  limited  to  abusive  prac- 
tices. Patient  grievance  committees  acting  in  an 
advisory  fashion  and  rendering  non-binding 
decisions  are  also  permissible.  Furthermore, 
the  opinion  stated  that  the  anti-trust  laws  do  not 
preclude  professional  groups  from  protecting 
patients  by  disciplining  group  members  who 
have  engaged  in  abusive  conduct  such  as  fraud, 
intentional  provision  of  unnecessary  services  or 
exercise  of  undue  influence  over  a vulnerable 
patient.  The  FTC  opinion  represents  an  impor- 
tant first  step  in  resurrecting  the  constructive 
self-regulatory  activities  of  professional  societ- 
ies and  patient  grievance  committees.  It  is 
believed  that  carefully  designed  legislative  im- 
munity from  federal  anti-trust  laws  for  medical 
self  discipline  can  enable  the  medical  profes- 
sion to  play  a more  active  role  in  the  elimination 
of  health  care  fraud  and  abuse. 

In  review  of  the  above  relaxation  of  con- 
straints on  self  regulation  by  organized  medi- 
cine and  in  the  past  few  years  identification  of 
multiple  alleged  instances  of  improper  conduct 
of  practice  and/or  management  of  controlled 
substances  by  physicians,  it  is  deemed  appro- 
priate to  restate  the  following  Nebraska  State 
Health  and  Welfare  statutes  concerning  unpro- 
fessional conduct  as  enacted  in  LB  536,  1993. 

Sec.  45.  71-148  "Unprofessional  conduct"  - 
Shall  mean  any  departure  from  or  failure  to 
conform  to  the  standards  of  acceptable  and 
prevailing  practice  of  a profession  or  occupa- 
tion or  the  ethics  of  the  profession  or  occupa- 
tion . . . including  but  not  limited  to: 

1 7.  Commission  of  any  act  of  sexual  abuse, 
misconduct  or  exploitation  related  to 
the  practice  or  the  profession  or  occu- 
pation of  the  applicant,  license,  certifi- 
cate holder  or  registrant; 

18.  Failure  to  keep  and  maintain  adequate 
records  of  treatment  or  service; 

19.  Prescribing,  administering,  distributing, 
dispensing,  giving  or  selling  any  con- 
trolled substance  or  other  drug  recog- 
nized as  addictive  or  dangerous  for 
other  than  a medically  accepted  thera- 
peutic purpose; 

20.  Prescribing,  administering,  distributing, 
dispensing,  giving  or  selling  any  con- 
trolled substance  or  other  drug  recog- 
nized as  dangerous  or  addictive  to  one- 
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self,  or,  except  in  the  case  of  a medical 
emergency,  to  one’s  spouse  or  child; 

In  addition,  under  Crimes  and  Punishments 
Drugs  and  Narcotics  it  is  stated:  28-41 1.  Con- 
trolled substances;  records;  by  whom  kept; 
contents. 

1.  Every  physician,  dentist,  podiatrist,  veteri- 
narian, or  other  person  who  is  authorized 
to  administer  or  professionally  use  con- 
trolled substances  shall  keep  a record  of 
such  controlled  substances  received  by 
him  or  her  and  a record  of  all  such  con- 
trolled substances  administered  or  profes- 
sionally used  by  him  or  her  otherwise  than 
by  prescription. 

4.  The  form  of  record  shall  be  prescribed  by 
the  Department  of  Health  of  the  State  of 
Nebraska.  The  record  of  controlled  sub- 
stances received  shall  in  every  case  show: 

a.  The  date  of  receipt; 

b.  The  name  and  address  of  the  person 
from  whom  received; 

c.  The  kind  and  quantity  of  controlled 
substances  received,  etc. 


As  the  degree  of  scrutiny  under  the  auspices 
of  quality  of  care  increases,  it  is  of  paramount 
importance  that  we  as  physicians  maintain  ac- 
curate and  detailed  records  of  our  provision  of 
medical  care  including  medications,  especially 
controlled  substances. 

Because  of  the  breadth  and  severity  of  the 
problem  of  health  care  fraud  and  abuse  and  its 
impact  upon  the  quality  of  medical  care  and  the 
cost  of  medical  services,  it  is  very  important  that 
the  physicians  of  our  state,  the  Nebraska  Medi- 
cal Association  and  its  constituent  societies, 
and  the  NMA  House  of  Delegates  and  Board  of 
Directors  give  serious  consideration  to  enhance- 
ment of  methods  for  self  regulation  and  in- 
creased interaction  with  appropriate  govern- 
ment and  law  enforcement  entities  to  more 
effectively  combat  the  problem.  Through  such 
activity  there  can  be  an  anticipated  improve- 
ment in  the  quality  of  health  care  and  a marked 
enhancement  of  the  image  of  physicians  in  the 
eyes  of  the  public. 
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SUMMARY 

EXERCISE-induced  asthma  (EIA) 
isavery  common  and  trouble- 
some disease  frequently  im- 
pairing optimal  athletic  performance.  Although 
described  as  early  as  the  second  century  A.D. 
and  widely  known  since  1972,  EIA  often  goes 
unrecognized  by  both  patient  and  physician. 
The  goals  of  treatment  are  to  minimize  symp- 
toms thus  allowing  the  athlete  to  participate 
fully  in  a broad  array  of  activities  and  to  utilize 
the  most  effective  pharmacologic  drugs  avail- 
able. 

The  recognition  and  treatment  of  exercise- 
induced  asthma  (EIA)  have  made  significant 
progress  since  1972  when  United  States  swim- 
mer, Rick  Demont  had  his  Olympic  gold  medal 
award  rescinded  because  of  traces  of  ephe- 
drine  were  detected  in  his  urine.  Lessons  from 
this  episode  paid  dividends  subsequently;  in 
preparation  for  the  1 984  Olympic  games  in  Los 
Angeles,  the  U.S.  Olympic  Committee  devel- 
oped a screening  program  which  identified  67 
U.S.  team  members  with  EIA.(1)  Astoundingly, 
several  of  these  world-class  athletes  did  not 
realize  they  had  asthma.  Affected  individuals 
were  counseled  on  the  prevention  of  asthma 
and  also  on  the  effective  use  of  medications;  41 
won  medals  in  various  competitions  including 
track  and  field,  wrestling,  basketball,  cycling, 
swimming  and  rowing. 21  Despite  this  resound- 
ing success,  many  athletes  at  all  levels  of  com- 
petition still  suffer  from  unrecognized  or  under- 
treated EIA  despite  knowledge  of  the  problem 
since  the  second  century  A.D.  (Areatus  the 
Cappadocian)  and  possibly  since  antiquity 
(Huang-Ti,  the  Yellow  Emperor;  2698-2598  B.C.). 
Often  the  signs  and  symptoms  of  bronchospasm 
are  subtle  and  the  athlete  is  frequently  unaware 
of  any  pulmonary  disease.  A sensation  of  short- 
ness of  breath,  chest  tightness,  coughing,  chest 
discomfort  or  pain  may  be  all  that  is  experi- 
enced.,3)  Adults  typically  think  that  they  are 
’winded"  or  "out  of  shape".  In  children,  cough- 
ing or  lack  of  endurance  may  be  typical  fea- 


tures. In  any  event,  neither  the  patient  nor  the 
parent(s)  may  be  aware  of  any  breathing  abnor- 
mality. Some  ignore  the  symptoms  since  they 
usually  resolve  within  a few  hours.  Often,  the 
examining  physician  fails  to  ask  the  appropriate 
questions  which  might  reveal  the  existence  of 
EIA. 

During  exercise,  the  bronchioles  dilate  in 
both  non-asthmatics  as  well  as  asthmatic  pa- 
tients. However,  in  the  post-exercise  period, 
airway  narrowing  significantly  reduces  pulmo- 
nary function  in  persons  with  EIA.  Exercise- 
induced  asthma  is  generally  defined  as  a 15% 
or  greater  decline  in  FEV,  or  PEFR  occurring 
maximally  at  three-fifteen  minutes  after  strenu- 
ous exercise.  Some  athletes  also  experience 
"late  phase"  bronchospasm  four-eight  hours 
after  initial  activity.1451  EIA  is  influenced  by  the 
intensity,  duration,  type  and  conditions  under 
which  exercising  occurs. 6 7 The  latter  is  particu- 
larly influenced  by  cold  dry  air,  air  pollution, 
concurrent  viral  infections  and/or  allergens. 
The  precise  mechanism(s)  causing  EIA  are  still  a 
subject  of  on-going  debate;89101"  however, 
four  important  factors  appear  to  be  involved:  1 . 
Respiratory  tract  water  loss  with  increase  in 
local  tissue  osmolarity.  2.  Respiratory  heat  loss 
with  resultant  bronchial  vascular  bed  dilation. 

3.  Mediator  release  from  mast  cells  and  baso- 
phils through  exercise  mediated  mechanisms. 

4.  Parasympathetic  mediation  through  vagus 
nerve  innervation.  Discussions  of  these  mecha- 
nisms and  testing  procedures  are  reviewed 
elsew'here.11213’ 

TREATMENT  OF  EXERCISE-INDUCED  ASTHMA 

Before  treating  EIA,  both  the  patient  and  the 
physician  must  be  aware  of  its1  occurrence  in 
the  patient.  A high  clinical  suspicion  and  appro- 
priate measurement  of  pulmonary  function  af- 
ter exercise  challenge  are  helpful  in  diagnosing 
EIA.  Counseling  regarding  prevention,  and  the 
proper  use  of  medications  must  be  aimed  pri- 
marily at  the  patient,  but  teaching  should  also 
be  expanded  to  include  parents  and  coaches. 
While  it  appears  obvious,  one  cannot  treat  an 


July  1994  Nebraska  Medical  Journal  189 


' 


undiagnosed  disease;  and  further,  the  impor- 
tance of  patient/parent/coach  teaching  cannot 
be  overemphasized  if  compliance  is  to  be  as- 
sured. Many  medications  end  up  unused  be- 
cause of  poor  instructions,  poor  directions, 
ignorance  or  poor  compliance.  Additionally, 
preventive  measures  while  often  appreciated, 
frequently  get  the  short-shrift  in  the  urge  to 
prescribe  different  or  new  medications.  Avoid- 
ance of  irritants,  tobacco  smoke  and  allergens 
may  decrease  airway  reactivity  thus  decreasing 
the  severity  of  symptoms  and  lessening  the 
need  for  excessive  pharmacologic  agents. 67) 

PHARMACOLOGIC  THERAPY 

A wide  variety  of  drugs  have  been  used  in  the 
treatment  and  prevention  of  EIA  (Table  I).  Many 
newer  drugs  are  being  evaluated  (Table  II), 
nevertheless  the  beta-2  specific  agonists  are  still 
the  most  effective  agents  currently  avail- 
able.(,4-,5-'M7)  In  the  United  States,  albuterol, 
terbutaline,  pirbuterol  and  bitolterol  are  exten- 
sively used  replacing  older  and  less  beta-2 
specific  drugs  such  as  metaproterenol, 
isoproterenol  and  isoetharine  (all  banned  by 
the  International  Olympic  Committee;  Table 
III).  A number  of  effective  beta-2  agonists  in- 
cluding fenoterol,  procaterol,  rimetrol  and 
clenbuterol’3  are  available  in  Europe  and  else- 
where, but  are  not  yet  available  in  the  United 
States,  Albuterol  (Ventolin®,  Proventi!®), 
terbutaline  (Brethaire®),  pirbuterol  (Maxair®) 
and  bitolterol  (Tornalate®)  are  the  most  effec- 
tive agents  currently  available  and  when  given 
by  aerosol  1 0-60  minutes  before  exercise,  they 
will  prevent  bronchospasm  for  as  long  as  three 
to  six  hours.  Delivery  by  metered  dose  inhaler 
(MDI)  or  nebulizer  results  in  a more  rapid  onset 
of  action,  greater  effectiveness  and  fewer  side- 
effects  than  if  given  by  the  oral  route.  A spacer 
device  such  as  InspirEase™  (Schering  Corp., 
Kenilworth,  NJ)  or  an  AeroChamber™  (Forrest 
Pharmaceuticals,  St.  Louis,  MO)  may  be  used  in 
children  or  in  those  adults  who  have  difficulty 
using  an  MDI.  Occasionally,  albuterol  using  a 
Rotacap™  method  can  be  substituted.  Typi- 
cally, two  puffs  from  an  MDI  prior  to  exercise  is 
sufficient  to  attenuate  bronchospasm;  occa- 
sionally, higher  doses  (four  to  six  puffs)  may  be 
used  as  greater  efficacy  and  duration  of  action 
have  been  shown;  however  the  incidence  of 
tremors  and  tachycardia  may  increase.  If  the 
athlete  is  having  acute  symptoms,  two-four 
puffs  of  a beta  agonist  will  abort  or  attenuate 
the  asthma.  Occasionally,  an  oral  beta-2  agonist 
is  given  because  of  convenience  or  because  of 


the  inability  to  use  an  aerosol  device;  it  is  usually 
given  an  hour  or  so  before  exercise  due  to 
delayed  onset  of  action.  In  some  individuals, 
the  use  of  a sustained-release  beta  agonist  may 
be  more  convenient  and  also  assure  better 
compliance. 

Also,  frequently  used  in  EIA  is  cromolyn 
sodium118  '91  which  is  administered  by  metered 
dose  inhaler  fifteen -thirty  minutes  before  exer- 
cise. While  as  many  as  70%  of  patients  may  be 
protected,  the  duration  of  action  and  effective- 
ness is  generally  not  as  great  as  with  a beta-2 
specific  agonist."6'  Because  cromolyn  sodium 
does  not  result  in  bronchodilation  and  baseline 
pulmonary  function  is  not  improved,  the  com- 
bined use  with  a beta  agonist  may  be  required. 
Cromolyn  sodium  has  been  shown  to  be  as 
effective  as  theophylline  and  calcium  channel 
blockers  in  preventing  EIA.  It  is  more  effective 
than  either  atropine,  ipratropium  bromide  or 
ketotofen.  In  some  patients  with  late-phase 
asthma  reactions,  cromolyn  sodium  has  been 
effective.  Further,  cromolyn  sodium  has  been 
shown  to  be  very  safe  with  virtually  no  known 
side  effects.  Therefore,  it  is  often  used  in  chil- 
dren or  in  patients  where  problems  with  beta 
agonists  may  exist.  The  spinhaler  device  is  no 
longer  used  because  of  its'  inconvenience  and 
in  some  patients,  the  lactose  powder  in  the 
capsules  had  an  irritant  effect  on  the  airways. 
Occasionally,  the  combined  use  of  a beta  ago- 
nist with  cromolyn  sodium  is  effective  in  pro- 
longing the  duration  of  action  while  decreasing 
the  side  effects  from  the  former.  Several  new  or 
experimental  drugs  are  currently  being  evalu- 
ated (Table  II).  Nedocromil  sodium  (Tilade),20  a 
drug  used  in  Europe  and  currently  being  stud- 
ied in  the  United  States12',  has  been  shown  to  be 
effective  in  preventing  exercise-induced  asthma 
in  adults  "8"9)  and  children.12"  It  belongs  to  the 
pyronoquinolone  family.  Other  drugs  with 
cromolyn-like  activity  include  lodoxamide, 
nivimedone,  and  bufrolin.  While  these  drugs 
have  greater  in  vitro  activity  than  cromolyn, 
their  clinical  effectiveness  has  been  limited. 

Theophylline1221  has  been  used  in  the  United 
States  since  the  1 930's  as  an  anti-asthmatic  drug 
and  has  been  shown  to  be  effective  in  prevent- 
ing exercise-induced  asthma.  While  less  potent 
than  inhaled  beta-2  agonists,  the  regular,  daily 
use  of  theophylline  may  be  more  effective  in 
preventing  EIA  than  taking  a single  dose  before 
exercise.  The  chronic  use  of  theophylline  ap- 
pears to  have  a potent  prophylactic  effect  and 
correlation  between  serum  theophylline  levels 
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TABLE  I 

Pharmacologic  agents  used  to 
treat  exercise-induced  asthma. 


Drugs 

Seta-2  agonists: 

Dose 

Comments 

Albuterol 

2-4  puffs 

Highly  effective, 
moderate  dura- 
tion of  action, 
easy  to  use; 
available  as 

MDI,  Rotacap. 

Terbutaline 

2-4  puffs 

Highly  effective, 
moderate  dura- 
tion of  action, 
easy  to  use; 
available  as 

MDI. 

Bitolterol 

1-2  puffs 

Highly  effective, 
long  duration  of 
action,  less  con- 
venient to  use; 
available  as  MDI. 

Pirbuterol* 

2 puffs 

Highly  effective, 
moderate  dura- 
tion of  action, 
less  convenient 
to  use;  available 
as  MDI. 

Cromolyn  sodium 

2-4  puffs 

Effective,  short 
duration,  easy 
to  use,  blocks 
1 a t e - p h a s e 
asthma;  avail- 
able as  MDI  or 
spmhaler. 

Theophylline 

5-1  2 mg/kg 

Effective,  regular 

(sustained  release) 

every  12  hrs. 

more  effective 
than  occasional 
use  before  exer- 
cise; side  effects 
higher. 

Steroids  (inhaled) 

2-4  puffs 

Marginal  effects 
on  exercise-in- 
duced asthma, 
beneficial  for 
late-phase  reac- 
tions; available 
as  MDI. 

Ipratropium  Bromide 

2-4  puffs 

Limited  use  in 
exercise-in- 
duced asthma; 
available  as  MDI. 

‘Not  approved  by  the  International  Olympic  Committee 

TABLE  II 

Experimental  drugs  in  exercise-induced  asthma 


Cromolyn-like  drugs 

Comment 

Proxicromil 

Mildly  effective  in  asthma 
and  EIA:  Studies  halted 
because  of  malignancies 
in  long  term  animal  studies. 

Doxanzole 

More  active  than  cro- 
molvn  in  vitro  but  not  ef- 
fective  in  clinical  asthma/ 
EIA. 

Cromolyn-like  activity 
with  different  chemical 
structures 

Nedocromil 

Studies  indicate  clinical 
effectiveness  in  adults 
and  children  with  EIA. 

Lodoxamide 

Orally,  effective  but  with 
significant  side  effects. 
Aerosol  form  somewhat 
effective. 

Bufrolin 

Much  greater  in  vitro  oo- 
tency  than  cromolyn,  but 
limited  clinical  activity. 

Antiinflammatory  agents 
and  antihistamines 

Astemizole 

May  be  effective  in  adults 
in  preventing  EIA,  how- 
ever studies  in  children 
are  equivocal. 

Terfenadine 

Clinical  studies  indicate 
some  effectiveness  in  EIA. 
Not  as  effective  as  beta- 
agonists  or  other  available 
agents. 

Ketotifen 

Clinical  studies  suggest 
efficacy  comparable  to 
theophylline  and  crom- 
olyn; use  in  EIA  is  unclear. 

Azatadine 

High  doses  required  to 
prevent  EIA  and  are  asso- 
ciated with  considerable 
side  effects,  thus  limited 
usage. 

Clemastine 

High  doses  are  required 
to  prevent  EIA  and  are 
associated  with  signifi- 
cant side  effects,  thus  lim- 
ited usage. 

Calcium  channel  blockers 

Verapamil,  Nifedipine 

Clinical  studies  suggest 
some  protection  against 
EIA,  however  less  effec- 
tive than  inhaled  bron- 
chodilators.  clinical  use  is 
limited. 

Atropine-like  agents 

Ipratropium  bromide 

Quaternary  derivative  of 
atropine.  Effects  on  EIA 
are  mixed  and  controver- 
sial. 

Steroids 

Budesonide 

Clinical  studies  suggest 
some  protection  after  pro- 
longed treatment. 

July  1994 


Nebraska  Medical  Journal  191 


TABLE  III 

Sympathopneumatic  agents  permitted  or  banned 
in  Olympic  and  NCAA  competition 


US  generic 
name 

Albuterol 

Bitolterol 

Terbutaline 

Metaproterenol* 

Rimetrol 


International 

name 

Salbutamol 

Bitolterol 

Terbutaline 

Orciprenaline 

Rimetrol 


Proprietary 

name 

Proventil,  Ventolin 
Tornalate 
Brethaire 
Alupent,  Metaprel 
Not  available  in  US 


’Letter  from  physician 


Epinephrine 

Ephedrine 

Isoproterenol 

Isoetharine 

Pirbuterol 


Agents  Banned 

Metaproterenol 

Pseudoephedrine 

Phenopropanolamine 

Phenylephrine 


and  the  degree  of  bronchodilation  has  been 
shown.  While  convenient  to  administer,  theo- 
phylline has  a narrow  therapeutic  range  and  is 
associated  with  a number  of  side  effects.  Occa- 
sionally, the  concurrent  administration  of  theo- 
phylline with  a beta-2  agonist  has  been  advo- 
cated; however,  the  use  of  these  two  drugs 
together  may  result  in  increased  side  effects 
and  may  potentiate  cardiotoxicity.  Therefore, 
caution  is  warranted  when  using  the  combina- 
tion of  these  two  drugs  in  exercising  individuals. 
Research  into  safer  and  more  effective  xan- 
thene-related  compounds  are  under  study. 

In  general,  anti-parasympathetic  agents  have 
been  unpromising. 23  Studies  evaluating  atro- 
pine and  ipratropium  bromide  in  EIA  have  had 
variable  results.  Ipratropium  bromide  is  pre- 
ferred to  atropine  sulfate  because  of  fewer  side 
effects,  however  the  use  of  ipratropium  bro- 
mide is  limited  in  EIA  because  it  requires  a near 
normal  pulmonary  function  baseline. 24 

Other  experimental  drugs  are  being  evalu- 
ated. The  cromolyn-like  drugs  have  been  stud- 
ied extensively,  however  clinical  trials  have 
been  disappointing.  Antihistamines  have  been 
shown  to  be  effective  in  treating  asthma'251; 
ketotofen,  an  oral  antihistamine,  appears  to  be 
as  effective  as  theophylline  or  cromolyn  in 
asthma,  however  efficacy  in  EIA  is  as  yet  un- 
clear. Studies  involving  the  older  antihistamines 
have  suggested  some  protection  against  asthma 
and  EIA.  However,  at  therapeutic  dosages, 
effects  on  bronchospasm  are  small  and  high 
doses  are  required  to  induce  bronchodilation. 
However,  toxicity  precludes  their  use.  Studies 
involving  the  newer  antihistamines  such  as 
astemizole  (Hismanal®)  and  terfenadine 
(Seldane®)  have  resulted  in  conflicting  studies. 


Pierson  and  his  associates26  have  demonstrated 
that  terfenadine  in  doses  of  60,  120,  180  mg. 
resulted  in  bronchodilation  for  as  long  as  four 
hours.  When  similar  doses  were  given  four 
hours  prior  to  exercise,  bronchospasm  was 
attenuated  at  two  and  five  minutes  post-exer- 
cise but  there  was  no  difference  between  pla- 
cebo and  terfenadine  beyond  5 minutes  after 
exercise.  Similarly,  clinical  studies  with 
astemizole  have  been  variable.  Clee  and  asso- 
ciates 27  demonstrated  a protective  effect  of  1 0 
mg.  of  astemizole  in  adults  with  EIA.  However, 
in  a study  by  Backer  et  al129  astemizole  was 
unable  to  prevent  EIA  in  twenty  children. 
Clemastine  has  also  been  shown  to  have  a 
protective  effect  on  EIA  in  adults,  however  side 
effects  preclude  clinical  use.  It  is  pertinent  to 
state  here  that  antihistamines  did  not  have  an 
adverse  effect  on  asthma,  thus  removing  a long- 
held  misconception.  Nifedipine  (20  mg.)  and 
other  calcium  antagonists  taken  prior  to  exer- 
cise may  provide  limited  protection.  Although 
they  may  prevent  EIA,  they  are  not  as  effective 
as  beta-2  specific  agonists.  Inhaled  corticoster- 
oids have  very  limited  effect  on  exercise-in- 
duced asthma  and  their  clinical  role  is  minimal. 

CAUTIONS  IN  DRUG  THERAPY 

Much  has  been  learned  from  the  sad  experi- 
ence of  the  U.S.  swimmer  in  the  1972  Munich 
Olympics.  It  is  particularly  important  to  check 
when  using  anti-allergic  medications  and  de- 
congestants since  many  over-the-counter  prepa- 
rations contain  alpha  agonists  which  are  banned. 
An  innocuous  OTC  drug  such  as  Sudafed  con- 
tains pseudoephedrine  which  is  banned  and 
may  result  in  disqualification  of  the  athlete. 
Cough  medications  which  contain  codeine  may 
be  used  inadvertently  by  the  athlete  and  result 
in  disqualification. 

TREATMENT  STRATEGY 

For  patients  with  mild  to  moderate  EIA,  inha- 
lation of  beta-2  agonists  with  or  without 
cromolyn  will  prevent  bronchospasm.  In  the 
majority  of  patients,  the  inhalation  of  beta-2 
specific  agonists  alone  is  sufficient  to  provide 
attenuation  against  bronchospasm  and  permit 
active  participation  in  competitive  and  recre- 
ational sports.  In  the  athlete  with  more  severe 
asthma,  the  regular  use  of  cromolyn  sodium 
together  with  daily  inhaled  beta-2  agonists  may 
be  required,  additionally  two  to  four  puffs  of  a 
beta  agonist  before  exercise  should  be  used. 
Efforts  at  reducing  airway  irritability  and  inflam- 
mation should  be  pursued.'291  Decreasing  expo- 
sure to  environmental  irritants  and  allergens  are 
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essential.  The  use  of  inhaled  or  oral  steroids 
may  be  required  for  short  periods  of  time. 
Despite  these  efforts,  some  athletes  need  to  be 
redirected  into  sports  that  involve  recurrent, 
short  bursts  of  exercise  rather  than  prolonged, 
vigorous  exercise.  For  example,  activities  such 
as  tennis,  baseball  or  volleyball  may  be  better 
suited  for  those  athletes  who  have  significant 
problems  with  EIA  rather  than  engaging  in  long 
distance  running,  competitive  bicycling  or  cross- 
country skiing.  Similarly,  athletes  engaging  in 
winter  sports  tend  to  do  better  with  indoor 
sports,  where  humidity  and  temperature  are 
higher. 

NON-PHARMACOLOGIC  TREATMENT 
CONDITIONING 

As  far  back  as  the  1 500's,  conditioning  has 
been  prescribed  for  asthma.  The  reports  in  the 
medical  literature  suggest  that  increased  physi- 
cal conditioning  diminishes  the  need  for  anti- 
asthmatic medications  and  reduces  the  severity 
and  frequency  of  asthma  attacks.13031’  How- 
ever, even  with  optimal  conditioning,  highly 
strenuous  exercise  can  provoke  EIA  in  some 
individuals.  Judgement  is  required. 

"REFRACTORY"  PERIOD  INDUCED  BY 
SHORT  BURSTS  OF  ACTIVITY 

Numerous  studies  have  shown  that  short 
bursts  of  repeated  physical  activity  prior  to 
strenuous  activity  reduce  exercise-induced 
asthma.  Schnall  and  Landaul32;  have  shown  that 
brief  thirty  second  periods  of  running  separated 
by  short  intervals  appeared  to  prevent  EIA  in  a 
small  group  of  subjects  for  periods  of  up  to 
three  hours.  Reiff  and  associates 331  demon- 
strated in  a small  group  of  asthmatic  subjects, 
that  a thirty  minute,  low  intensity  warm-up 
period  prevented  EIA  from  developing  when 
subjected  to  a standard  six-minute  high  inten- 
sity treadmill  test  twenty  minutes  later.  The 
physiologic  events  resulting  in  the  "refractory" 
period  is  unknown;  however,  endogenous  epi- 
nephrine and/or  norepinephrine  released  dur- 
ing exercise  may  modify  EIA.  In  some  athletes, 
long  distance  running  enables  the  athlete  to 
"run  through  their  EIA".  The  mechanism  of  this 
is  unknown.  While  it  is  important  for  all  athletes 
to  warm-up  before  engaging  in  strenuous  exer- 
cise, it  is  essential  for  asthmatics  and  athletes 
with  EIA.  Warm-up  exercises  should  include  a 
minimum  of  ten-fifteen  minutes  of  lower-inten- 
sity exercise. 

CONCLUSION 

Exercise-induced  asthma  is  underdiagnosed 


and  undertreated.  The  coach  and  physician 
must  be  particularly  alert  to  the  signs  and 
symptoms  of  EIA. 

Prevention  and  counseling,  proper  condi- 
tioning, proper  warm  up  and  participation  in 
sports  less  likely  to  provoke  EIA  together  with 
the  appropriate  medications  allow  patients  to 
engage  in  sports  and  compete  effectively.  Beta- 
2 agonists  such  as  albuterol,  terbutaline, 
pirbuterol  and  bitolterol  are  effective  in  pre- 
venting and  treating  exercise-induced 
bronchospasm.  Cromolyn  sodium  also  has  a 
role  in  the  treatment  and  prevention  of  EIA. 
Newer  and  more  effective  drugs  such  as 
nedocromil  are  being  evaluated. 
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INTRODUCTION 

AT  least  1.5  million  fractures  per 
year  are  noted  secondary  to 
low  bone  density  and  deterio- 
ration of  bone  structure.1  Almost  200,000  verte- 
bral osteoporotic  fractures  occur  annually  with 
a life  time  risk  of  1 6%.2  Compression  fracture(s) 
of  vertebrae  in  osteoporotic  elderly  patients  are 
commonly  seen  with  minimal  trauma.  How- 
ever, burst  fractures  of  the  vertebral  column  in 
young  patients  are  uncommon  with  a minimal 
amount  of  injury  and  should  arouse  suspicion  of 
a pathological  fracture.  The  authors  narrate  a 
case  of  a burst/compression  fracture  of  the 
twelfth  thoracic  vertebra  with  incomplete  neu- 
rological impairment  in  a middle  aged  patient 
with  minimal  injury. 

CASE  HISTORY 

A 43-year-old  white  male  was  riding  on  a sled 
being  pulled  behind  a three-wheeler  recreational 
vehicle.  He  hit  a stone,  became  airborne  an 
estimated  1 2 inches  above  the  sled,  and  landed 
on  the  ground  on  his  back.  He  complained  of 
immediate  back  pain,  inability  to  move  or  feel 
his  legs  and  inability  to  stand  or  bear  weight.  He 
never  lost  consciousness.  Past  medical  history 
was  remarkable  for  rheumatic  fever  and  nine 
previous  fractures. 

On  admission,  he  was  alert  and  stable  hemo- 
dynamically.  He  had  tenderness  over  the 
thoracolumbar  spine  without  muscle  spasm. 
His  motor  strength  was  diminished  throughout 
both  lower  extremities,  especially  in  both  quad- 
riceps and  plantar  flexors  (1/5).  Decreased  sen- 
sation was  noted  in  both  thighs  anteriorly. 
Deep  tendon  reflexes  were  absent  at  both 
knees  and  diminished  (1+/4)  at  both  ankles. 
Babinski  sign  was  absent.  Rectal  tone  was  re- 
duced with  sacral  sparing. 

X-rays  (Figures  1 & 2),  CT  (Figure  3)  and  MRI 
of  the  lumbosacral  spine  confirmed  a burst 
fracture  of  the  twelfth  thoracic  vertebra  (T12) 
with  a retropulsed  fragment  of  bone  and  nar- 
rowing of  the  spinal  canal  to  8 mm  at  the  T1 2 


level  compared  to  1 8 mm  at  theT1 1 level  (45%) 
canal  compromise).  There  was  65-70%  loss  of 
anterior  vertebral  body  height.  Cortical  thin- 
ning and  osteopenia  were  also  noted. 

He  had  minimal  neurological  improvement 
after  24  hours  of  mega-dose  steroids.  The  pa- 
tient then  underwent  open  reduction  of  the 


FIGURE  1 

Anteroposterior  x-ray  of  the  thoracolumbar  vertebrae 
shows  the  compression  of  Til  vertebra  with  widen- 
ing of  interpredicular  distance. 
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FIGURE  2 

Lateral  x-rav  of  the  thoracolumbar  vertebrae  shows 
the  wedge  shaped  compression  of  T1 1 vertebra  with 
decreased  anterior  body  height. 

burst  fracture  and  of  the  retropulsed  vertebral 
fragment,  segmental  fixation  ofTI  1,T1  2 and  LI 
with  pedicle  screws  and  Isola  (Acromed,  Cleve- 
land, Ohio)  rod  fixation,  augmentation  bone 
grafting  of  the  vertebral  body  T12  through  the 
pedicles,  and  bilateral  postero-lateral  fusion 
Til  to  LI  using  autogenous  bone  grafting  from 
the  right  posterior  iliac  crest.  Postoperative  x- 
rays  showed  satisfactory  alignment  of  the  verte- 
bral column  and  rigid  internal  fixation  (Figures 
4 & 5).  Vertebral  osteopenia  was  also  noted  at 
surgery  and  a bone  biopsy  was  obtained.  On 
the  third  postoperative  day,  motor  strength 
improved  to  3+/5  in  both  lower  extremities. 
Sensation  to  light  touch  and  pin  prick  returned 
to  normal.  Deep  tendon  reflexes  remained 
absent  at  both  knees  and  diminished  (1+/4)  at 
both  ankles.  Babinski  sign  was  absent.  Rectal 
tone  returned  to  normal.  Straight  leg  raising 
(SLR)  was  without  pain  at  30°  on  active  motion, 
and  at  60-70°  on  passive  motion  on  both  sides. 
On  the  sixth  day  his  motor  strength  was  4/5 
bilaterally  with  normal  sensation  except  for 
some  residual  numbness  in  the  left  T1 1 der- 


FIGURE  3 

Axial  CT  image  through  T12  vertebra  confirms  the 
burst  fracture  of  the  vertebral  body  and  retropulsion 
of  bony  fragment  compromisting  the  spinal  canal. 

matome.  He  was  fitted  with  a thoracolumbar 
sacral  orthosis  (TLSO).  The  patient  was  allowed 
out  of  bed  to  a chair  with  a TLSO.  He  was 
ambulating  very  well  with  a walker  in  ten  days. 

Because  of  the  concern  about  osteopenia  in 
a relatively  young  patient,  an  endocrine/meta- 
bolic work  up  was  initiated.  Bone  densitometry 
revealed  a decreased  calcium  content  (70%  of 
the  normal  value)  of  this  43-year-old  man  equiva- 
lent to  that  of  an  85-year-old  man.  Measure- 
ment of  total  body  mineral,  spinal  mineral, 
forearm  mineral,  as  well  as  repeat  hip  mineral 
showed  all  to  be  markedly  depressed.  Dual 
photon  absorptometry  (DPA)  scan  indicated 
his  bone  mass  was  70%  of  the  normal  values  for 
his  age.  Bone  biopsy  obtained  at  surgery  re- 
vealed "no  significant  histopathological  abnor- 
mality". Other  laboratory  studies  were  normal 
except  for  an  elevated  urinary  calcium  of  384 
(normal  up  to  300).  The  patient  did  not  have 
blue  sclerae  and  had  normal  ophthalmologic 
examination.  Working  clinical  diagnosis  of  os- 
teogenesis imperfecta  tarda  was  entertained. 

The  patient  returned  to  work  three  months 
postoperatively,  working  as  an  operation  man- 
ager for  a moving  company.  He  has  continued 
to  work  full-time.  One  year  postoperatively,  he 
had  mild  residual  lower  back  ache.  His  only 
functional  limitation  was  the  inability  to  run  or 
to  get  up  from  a squatting  position.  Manual 
motor  testing  demonstrated  normal  strength  in 
all  major  muscle  groups  of  the  lower  extremi- 
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FIGURE  4 

Postoperative  anteroposterior  x-ray  of  the  thora- 
columbar vertebrae  shows  the  internal  fixation  device 
(Isola  system)  and  satisfactory  alignment  of  the  spinal 
column. 

ties.  Sensory  examination  showed  decreased 
sharp-dull  sensation  in  the  plantar  surface  of  his 
left  foot.  X-rays  one  year  later  show  ed  the  fusion 
to  be  radiologically  healed  with  30%  residual 
kyphosis  in  the  fractured  vertebra(Figures  6 & 7). 

DISCUSSION 

The  thoracolumbar  (TL)  region  (T11-L2)  is  a 
transition  zone  between  the  kyphotic,  rela- 
tively immobile  thoracic  vertebrae  and  the 
lordotic,  mobile,  lumbar  vertebrae  making  it 
more  susceptible  to  axial  loading  injuries.  It  is 
also  a neurological  transitional  zone.  The  spinal 
cord  usually  ends  here  at  LI.  Good  reviews  of 
TL  injuries  have  been  presented  recently.34 
Holdsworth56  classified  the  spinal  injuries  into 
anterior  and  posterior  column  injuries.  Den- 
nis78 expanded  this  into  the  "three  column 
concept".  Ferguson  and  Allen9  added  a me- 
chanical aspect  to  these  concepts:  compressive 
flexion,  distractive  flexion,  lateral  flexion,  transi- 
tional torsional  flexion,  vertical  compression, 
and  distractive  extension.  Our  patient  had  all 
three  columns  disrupted  through  soft  tissue/ 


FIGURE  5 

Postoperative  lateral  x-ray  of  the  thoracolumbar  verte- 
brae shows  22°  of  dyphosis  at  the  fractured  vertebra. 
Anterior  and  posterior  body  height  were  19  mm  and 
3 7 mm  respectively. 

ligamentous  injuries  and  bilateral  facet  disloca- 
tion with  complete  spinal  instability. 

Spinal  burst  fractures  are  commonly  associ- 
ated with  major  trauma  with  axial  loading  (i.e., 
motor  vehicle  accident,  fall  from  height,  etc.). 
Burst  fracture  of  the  spine  with  minimal  trauma 
in  a young  patient  should  arouse  the  suspicion 
of  a pathological  fracture.  The  radiological  evi- 
dence of  vertebral  osteopenia  in  a young  man 
is  a rare  finding.10  It  is  usually  secondary  to 
inherited  bone  disorders  such  as  osteogenesis 
imperfecta,  or  acquired  conditions  like  renal 
osteodystrophy,  osteomalacia,  excess  inherent 
or  exogenous  steroid.11  Rao  et  al  recently  de- 
scribed a 22-year-old  patient  with  two 
noncontiguous  burst  fractures  of  the  spine  with 
a minor  injury  associated  with  osteogenesis 
imperfecta.12  Others  have  also  noted  spinal 
injuries  with  minimal  trauma  in  osteogenesis 
imperfecta.1011-13141516 

Treatment  options17  for  vertebral  injuries  in- 
clude nonoperative  management  or  surgical 
treatment.  Indications  for  conservative/ 
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FIGURE  6 

One  year  postoperative  anteroposterior  x-ray  of  the 
thoracolumbar  vertebrae  shows  the  fusion  mass 
healted  solidly  and  no  change  in  the  alignment  of  the 
spinal  column. 


FIGURE  7 

One  year  postoperative  lateral  x-ray  of  the  thoraco- 
lumbar vertebrae  shows  30°  of  kyphosis  at  the  frac- 
tured vertebra.  Anterior  and  posterior  body  height 
were  20  mm  and  35  mm  respectively. 


nonoperative  treatment  are  well  described’8-19  20 
and  include  (1 ) stable  injury  with  no  or  minimal 
bony  displacement,  (2)  no  neurological  deficit, 
(3)  poor  surgical  candidate,  and  (4)  associated 
medical  conditions  (i.e.,  recent  myocardial 
infarction,  or  severe  coagulopathy). 
Nonoperative  treatment  consists  of  1-2  weeks 
of  bed  rest  for  pain  control  and  soft  tissue 
healing  followed  by  ambulation  in  a hyperex- 
tension thoracolumbar  orthosis  or  cast  for  3-6 
months  or  more  until  fracture  union.  Indica- 
tions for  surgery  include  (1)  displaced  fracture 
with  spinal  instability,  (2)  complete  or  incom- 
plete neurological  deficit,  (3)  >50%  loss  of 
vertebral  body  height,  (4)  >20°  of  kyphosis,  (5) 
>30%  spinal  canal  compromise  with  or  without 
neurological  deficit,  and  (6)  multiple 
trauma.19-21-22  23  Early  surgical  intervention  is  rec- 
ommended within  48-72  hours  of  injury.25  De- 
layed surgery  may  produce  less  desirable  re- 
sults because  of  limited  reduction,  possibly  due 
to  early  fracture  healing.  Surgical  options  in- 
clude an  anterior  or  posterior  decompression 


and  fusion,  or  a combined  anterior  and  poste- 
rior approach.  Decompression  by  laminectomy 
alone  is  never  indicated  as  it  can  add  to  instabil- 
ity and  may  actually  increase  early  and/or  late 
neurological  deficit.25  Gertzbein  et  at26  found 
no  statistically  significant  difference  in  the  neu- 
rological recovery  comparing  anterior  and  pos- 
terior surgery.  Pedicle  screw  and  plate/rod/ 
hook  fixation  has  gained  popularity  re- 
cently.25-27-2829 Recent  reports  confirmed  short- 
term and  long-term  functional  improvement 
when  treated  operatively.1530  Early  aggressive 
surgical  management  has  been  shown  to  de- 
crease the  hospital  stay,  medical  costs,  and 
rehabilitation  time.24-31-32 


CONCLUSION 

Significant  vertebral  column  fracture  with 
minimal  trauma  in  relatively  young  patients 
should  raise  the  index  of  suspicion  for  meta- 
bolic or  pathological  bone  disease  and  the 
appropriate  work  up  should  be  carried  out. 
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INTRODUCTION 

Between  i 988  and  1992, 1,453 

Nebraska  women  died  from 
breast  cancer,  making  it  the 
most  frequent  cause  of  cancer  deaths  among 
Nebraska  women  during  the  period.'  Since  re- 
search into  the  etiology  of  breast  cancer  has  not 
yet  definitively  determined  how  to  prevent  new 
cases  from  occurring,  the  widespread  applica- 
tion of  mammography  for  screening  asympto- 
matic women  remains  the  best  method  with 
which  to  reduce  breast  cancer  mortality.  Al- 
though the  effectiveness  of  mammography  as  a 
screening  tool  has  been  repeatedly  questioned, 
it  is  important  to  note  that  this  controversy  has 
focused  on  the  value  of  mammography  for  screen- 
ing women  less  than  50  years  old.  For  women 
who  are  50-74  years  of  age,  however,  the  evi- 
dence is  clear:  regular  screening  by  a combina- 
tion of  mammography  and  physical  breast  ex- 
amination will  significantly  reduce  breast  cancer 
mortality.2  Both  the  American  Cancer  Society 
and  the  National  Cancer  Institute  recommend 
that  women  50  years  of  age  and  over  obtain  a 
screening  mammogram  and  clinical  breast  exam 
annually.3 

The  purpose  of  this  article  is  threefold:  1)  to 
report  recent  trends  in  the  use  of  mammography 
among  Nebraska  women  50  years  of  age  and 
older,  2)  to  examine  how  mammography  use 
differs  by  certain  demographic  and  socioeco- 
nomic factors,  and  3)  among  women  who  have 
not  had  a mammogram  within  the  past  year,  to 
determine  how  long  it  has  been  since  their  last 
visit  to  a physician  for  a routine  medical  check-up. 

METHODS 

The  data  presented  here  are  from  the  1 988- 
1992  Nebraska  Behavioral  Risk  Factor  Surveys 
(BRFS).  The  Nebraska  BRFS  is  a random  digit-dial 
telephone  survey  of  the  state's  adult  population 
concerning  a wide  variety  of  health-related  be- 
haviors; the  survey  is  conducted  annually  and 
currently  interviews  about  1,800  people  per 
year.  The  BRFS  was  developed  and  is  sponsored 
by  the  Centers  for  Disease  Control  and  Preven- 


tion, and  is  conducted  in  47  other  states  (and  the 
District  of  Columbia)  besides  Nebraska.  In  Ne- 
braska, the  BRFS  is  conducted  and  supported  by 
the  Nebraska  Department  of  Health's  Division  of 
Health  Promotion/Education. 

Women  who  participated  in  the  1988-1992 
BRFS  were  asked  whether  they  had  ever  had  a 
mammogram,  and  if  so,  when  they  had  had  their 
last  mammogram  and  whether  it  was  done  as 
part  of  a routine  check-up,  because  of  a breast 
problem,  or  because  of  a previous  breast  cancer. 
The  same  questions  were  asked  regarding  clini- 
cal breast  exams,  but  only  on  the  1 990-92  BRFS. 
All  1 988-1 992  BRFS  participants  were  also  asked 
how  long  it  had  been  since  their  last  routine 
check-up  by  a physician.  The  wording  of  these 
questions,  along  with  the  questions  pertaining  to 
demographic  and  socioeconomic  factors,  was 
identical  in  all  five  surveys. 

Analyses  were  restricted  to  women  50  years 
of  age  and  older.  The  results  from  individual 
years  were  used  to  analyze  trends  in  the  use  of 
mammography.  The  results  from  the  two  most 
recent  surveys  (1991-1992)  were  combined  to 
examine  the  use  of  mammography  by  demo- 
graphic and  socioeconomic  factors,  and  to  ex- 
amine the  time  since  last  routine  medical  check- 
up among  women  who  had  not  had  a 
mammogram  within  the  past  year.4  The  data 
were  weighted  to  reflect  the  age  and  racial 
composition  of  the  state  according  to  the  1990 
U.S.  Census,  and  also  to  reflect  the  probability  of 
selection  into  the  survey  sample. 

RESULTS 

As  shown  in  Figure  1,  mammography  use 
among  Nebraska  women  50  years  of  age  and 
older  increased  considerably  from  1988  to  1992. 
The  percentage  of  women  who  reported  that 
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FIGURE  1 

Trends  in  Mammography  Use 
Among  Women  30  Years  of  Age  and  Older. 
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Source:  Nebraska  BRFS,  1988-1992 


they  had  ever  had  a mammogram  increased 
from  50%  in  1 988  to  65%  in  1 992.  Similarly,  the 
percentage  of  women  who  had  a mammogram 
within  the  past  year  also  increased,  from  24%  in 
1988  to  34%  in  1992.  During  the  same  period, 
the  percentage  of  women  who  reported  that 
their  last  mammogram  was  done  as  part  of  a 
routine  check-up  increased  moderately,  from 
77%  to  85%.  In  spite  of  these  positive  trends, 
however,  Nebraska  ranked  next  to  last  in  1992 
among  the  48  states  conducting  the  BRFS  in 
terms  of  the  percentage  of  women  at  least  50 
years  of  age  who  had  had  a mammogram  within 
the  past  year.5 

Table  1 shows  that  the  percentage  of  Ne- 
braska women  50  years  of  age  and  older  who 
have  had  a mammogram  within  the  past  year 
varies  considerably  by  socioeconomic  and  de- 
mographic factors.  Women  65  years  of  age  and 
older  were  less  likely  to  have  had  a mammogram 
within  the  past  year  than  women  50-64  years  of 
age,  by  a margin  of  38%  to  29%.  Women  with  an 
annual  household  income  of  more  than  $35,000 
were  more  than  twice  as  likely  to  have  had  a 
mammogram  within  the  past  year  than  women 
with  a household  income  of  less  than  $15,000 
per  year  (52%  vs.  25%).  Similarly,  women  with  at 
least  some  college  education  were  twice  as  likely 
to  have  had  a mammogram  within  the  past  year 


TABLE  1 

Percentage  of  women  >■  50  years  of  age  who  reported 
having  had  a mammogram  within  the  past  year. 


% 

AH  33 

Age 

50-64  38 

65+ 29 

Annual  household  income 

< $15,000 25 

$15,000-535,000  38 

>535,000  52 

Education 

<high  school  graduate 23 

high  school  graduate 34 

>high  school 47 

County  of  residence* 

rural 29 

urban 40 


*Urban  defined  as  residence  in  Douglas,  Lancaster,  and 
Sarpy  Counties;  rural  defined  as  residence  in  all  other 
counties. 

SOURCE:  Nebraska  BRFS,  1991-1992 


than  women  who  had  not  completed  high  school 
(47%  vs.  23%).  Urban  residents  (defined  as 
anyone  living  in  either  Douglas,  Lancaster,  or 
Sarpy  Counties)  were  more  likely  than  rural 
residents  (defined  as  anyone  living  outside  of 
Douglas,  Lancaster,  or  Sarpy  Counties)  to  have 
had  a mammogram  within  the  past  year,  by  a 
margin  of  40%  to  29%. 

For  Nebraska  women  50  years  of  age  and 
older  who  have  not  had  a mammogram  within 
the  past  year,  Figure  2 shows  how  long  it  has 
been  since  their  last  visit  to  a physician  for  a 
routine  medical  check-up.  Surprisingly,  nearly 
two-thirds  (66%)  of  the  women  who  reported 
that  they  had  not  had  a mammogram  within  the 
past  year  reported  that  they  had  seen  a physician 
within  the  past  year  for  a routine  medical  check-up. 


FIGURE  2 

Time  since  last  routine  check-up  in  women  50  and  older 
who  did  not  have  mammogram  within  the  past  year. 


Within  Past  Year 
66% 


Source:  Nebraska  BRFS,  1991-1992 
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CONCLUSIONS 

Data  from  the  state's  BRFS  indicate  that  the  use 
of  mammography  for  breast  cancer  screening 
among  Nebraska  women  age  50  and  older 
increased  substantially  from  1988  to  1992.  In 
spite  of  this  increase,  however,  Nebraska  contin- 
ues to  have  one  of  the  lowest  rates  of 
mammography  use  in  the  nation.  In  1992,  only 
about  one-third  of  Nebraska  women  50  years  of 
age  and  older  had  had  a mammogram  within  the 
past  year,  and  even  fewer  (29%)  had  had  both  a 
mammogram  and  a clinical  breast  exam  within 
the  past  year. 

The  Nebraska  BRFS  data  also  show  that  women 
who  are  age  65  and  older  are  less  likely  to  have 
had  a mammogram  within  the  past  year,  and  this 
finding  has  been  confirmed  at  the  national  level 
as  well.5  The  low  rate  of  mammography  use 
among  women  who  are  at  least  65  years  of  age 
is  especially  troubling,  considering  that  breast 
cancer  incidence  and  mortality  rates  are  highest 
among  women  in  this  age  group.  In  fact,  the  most 
recent  data  from  the  state  cancer  registry  show 
that  over  half  of  all  new  cases  and  two-thirds  of 
all  deaths  attributable  to  breast  cancer  in  Ne- 
braska occurred  among  women  65  years  of  age 
and  older.6  Moreover,  screening  mammography 
seems  to  be  more  effective  among  women  65 
years  of  age  and  older.  A study  in  progress  of 
over  60,000  women  screened  with  mammo- 
graphy has  revealed  that  mammography  has  a 
higher  predictive  positive  value  (x  2.0),  a higher 
biopsy  yield  (x  1.6),  and  a higher  cancer  detec- 
tion rate  (x  2.0)  in  women  65  years  of  age  and 
older  in  comparison  with  women  under  the  age 
of  65/ 

Similarly,  state  and  national  data  confirm  the 
relationship  between  income  and  mammography 
use.5  The  low  rate  of  mammography  use  among 
women  with  the  least  income  was  one  of  the 
problems  addressed  as  part  of  the  Breast  and 
Cervical  Cancer  Mortality  Prevention  Act  of 
1990,  which  was  passed  by  the  U.S.  Congress 
and  signed  into  law  by  President  Bush  in  1991 .8 
In  conjunction  with  the  federal  Centers  for  Dis- 
ease Control  and  Prevention,  this  legislation  led 
to  the  creation  within  the  Nebraska  Department 
of  Health  of  the  "Every  Woman  Matters"  Pro- 
gram. In  addition  to  publicizing  the  benefits  of 
and  guidelines  for  breast  and  cervical  cancer 
screening  among  all  women  and  health  profes- 
sionals throughout  the  state,  the  "Every  Woman 
Matters"  Program  has  developed  a statewide 
network  of  physicians,  mammography  facilities, 
and  pathology  laboratories  who  provide 


mammograms,  clinical  breast  exams,  and  Pap 
smears  to  women  who  would  not  otherwise 
have  the  means  to  obtain  them.  Eligibility  for  the 
program  is  based  on  annual  household  income 
and  household  size;  eligible  women  receive 
screening  services  without  cost  or  for  a $5  annual 
fee.  Providers  are  compensated  for  their  services 
by  the  Nebraska  Department  of  Health  accord- 
ing to  prearranged  reimbursement  rates.  Since  its 
inception  in  mid-1 992,  the  program  has  enrolled 
over  3,000  women,  and  eventually  intends  to 
screen  about  10,000  women  per  year. 

The  degree  to  which  screening  mammograms 
can  effectively  reduce  breast  cancer  mortality 
will  continue  to  rely  primarily  on  their  accep- 
tance and  active  recommendation  by  physicians. 
Although  the  findings  from  a recent  physician 
survey  indicated  an  increase  in  their  acceptance 
of  mammography  screening  guidelines  and  an 
increase  in  the  percentage  who  refer  their  pa- 
tients for  screening  mammograms,  these  same 
data  have  also  found  that  many  physicians  cited 
the  cost,  concerns  regarding  efficacy,  fear  of 
radiation,  and  lack  of  availability  of  mammography 
as  factors  which  deter  them  from  adhering  to 
screening  guidelines.9  Other  barriers  such  as 
time  constraints  or  lack  of  an  effective  office 
reminder  system  may  also  account  for  poor 
adherence  to  screening  guidelines.  In  addition, 
physician  referral  may  not  provide  sufficient 
motivation  to  some  women,  although  surveys  of 
women  themselves  have  documented  that  lack 
of  a physician's  recommendation  is  one  the  most 
prominent  reasons  why  they  do  not  get  them.'0-1 1 
The  data  presented  in  this  article  also  suggest  that 
lack  of  access  to  health  care  is  not  a key  factor  in 
explaining  the  low  rates  of  mammography  use  in 
Nebraska,  since  most  women  who  had  not  had 
a mammogram  within  the  past  year  reported  that 
they  had  had  a routine  checkup  by  a physician 
within  the  pastyear.  In  fact,  referrals  for  screening 
mammograms  for  women  who  are  already  in  the 
care  of  a physician  probably  represent  the  best 
opportunity  for  improving  Nebraska's  low  rate  of 
compliance  with  current  screening  guidelines. 
Among  women  50  years  of  age  and  older,  the 
percentage  of  women  who  reported  in  1 992  that 
they  had  had  a mammogram  within  the  past  year 
would  have  increased  from  34%  to  77%  had  all 
of  those  who  had  seen  a physician  for  a routine 
medical  check-up  within  the  past  year  been 
screened. 

Finally,  if  the  benefits  of  early  treatment  are  to 
be  assured  for  women  with  a screening-detected 
cancer,  physicians  and  health-care  organizations 
must  ensure  timely  patient  management.  Breast 
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cancer  can  display  widely-varying  growth  rates 
and  aggressiveness,  and  any  delay  in  establishing 
a diagnosis  or  instituting  appropriate  treatment 
may  have  deleterious  consequences  for  an  indi- 
vidual patient.  Using  the  traditional  communica- 
tion methods  of  written  report  and  direct  tele- 
phone contact,  a Massachusetts  General  Hospi- 
tal study  revealed  1 6%  incomplete  evaluation  at 
3.5  months  and  6%  at  4.5  months  after  initial 
screening  mammogram.'2  Similarly,  a University 
of  California-San  Francisco  (UCSF)  study  found 
11.1%  of  patients  with  abnormal  screening 
mammograms  lost  to  follow-up  after  six  months.'3 
However,  using  a computerized  patient  data- 
base management  system  which  generated  re- 
minder letters,  a subsequent  UCSF  study  found 
less  than  1%  with  abnormal  screening 
mammograms  lost  to  follow-up  after  six  months.'3 
Given  these  findings,  screening  facilities  in  Ne- 
braska should  consider  conducting  their  own 
follow-up  studies  and  also  consider  implementa- 
tion of  a computerized  patient  management 
system. 

SUMMARY 

Although  the  efficacy  of  screening 
mammography  has  been  surrounded  in  contro- 
versy of  late,  the  evidence  that  it  can  reduce 
breast  cancer  mortality  among  women  50-74 
years  of  age  is  extremely  sound.  In  Nebraska, 
data  from  the  state  s Behavioral  Risk  Factor  Sur- 
vey show,  that  during  the  years  1 988  to  1 992,  the 
percentage  of  women  age  50  years  and  older 
who  had  ever  had  a mammogram  rose  from 
50%  to  65%,  while  the  percentage  of  women  of 
the  same  age  who  had  had  a mammogram  within 
the  past  year  rose  from  24%  to  34%.  Nebraska 
BRFS  data  also  show  that  the  percentage  of 
women  50  years  of  age  and  older  who  have  had 
a mammogram  within  the  past  year  varies  con- 
siderably by  age,  income,  education,  and  county 
of  residence.  Among  women  who  have  not  had 
a mammogram  within  the  past  year,  66%  re- 
ported that  they  had  seen  a physician  within  the 
past  year  for  a routine  check-up.  Prompt  and 
appropriate  follow-up  of  abnormal  findings  by 
both  physicians  and  health-care  organizations  is 
also  essential  to  ensure  the  maximum  benefit  of 
screening  mammography. 
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COMMENT 

As  a radiologist  in  a group  that  reads  thou- 
sands of  mammograms  a year,  I oftentimes  tongue 
in  cheek  ask  myself  (usually  at  5 o'clock  on  Friday 
afternoon)  how  there  could  possibly  be  any 
more  women  who  need  a mammogram.  The 
truth  of  the  matter  is  that  there  are  literally 
thousands  of  women  in  Nebraska  who  should  be 
undergoing  mammography,  regardless  of  whose 
recommendations  one  follows.  The  data  pre- 
sented by  Rettig  et.  al.  has  been  a source  of 
mystery  and  concern  since  its  initial  collection  in 
the  late  1 980's.  Nebraska  has  always  been  in  the 
bottom  third  in  mammograms  and  it  was  ru- 
mored that  this  aided  in  the  award  of  the  CDC 
grant  and  creation  of  the  "Every  Women  Matters" 
Program. 

And  now  Nebraska  is  next  to  last  in  terms  of 
women  over  50  who  had  a mammogram  w'ithin 
the  past  year.  My  heartfelt  concern  is  that  some 
of  these  women  may  have  been  symptomatic  or 
in  a high  risk  group.  This  survey  grouped  all 
reasons  for  mammography,  and  from  our  per- 
sonal hospital  mammography  QA,  I know  that 
some  women  with  the  diagnosis  of  breast  cancer 
have  never  had  a mammogram.  Even  if  a pal- 
pable mass  is  present  there  may  be  a synchro- 
nous nonpalpable  or  a contralateral  breast  can- 
cer present. 

The  reasons  for  Nebraska's  low  rate  is  perplex- 
ing and  undoubtedly  due  to  a myraid  of  reasons. 
The  District  of  Columbia  had  the  highest  rate  of 
women  getting  mammograms  in  the  past  year 
(60.2%)  but  I doubt  crime  and  the  number  of 
politicians  had  any  bearing.  All  of  our  neighbor- 
ing states  were  between  41-51  % yearly  followup 
after  age  50,  with  South  Dakota  at  41%  and 
Colorado  at  51%.  Seven  states  ranked  with 
Nebraska  below  40%. 


I find  that  many  care  providers  lack  a practical 
algorithm  for  breast  problems.  And  many  are 
uncertain  of  any  screening  guidelines.  First  of  all 
I would  find  a set  of  guidelines  that  your  profes- 
sional society  has  endorsed,  or  that  you  have 
researched,  and  use  them  for  screening  pur- 
poses in  women  who  have  a negative  breast 
exam.  I espouse  the  screening  recommenda- 
tions put  forth  by  the  American  Cancer  Society 
and  American  College  of  Radiology.  A baseline 
mammogram  between  ages  35-40,  biennial 
screening  between  40-50,  and  annual  screening 
after  age  50.  This  will  raise  the  ire  of  many  who 
feel  that  screening  should  not  begin  until  age  50, 
but  I feel  we  are  still  in  the  data  collecting  stage 
of  a humbling  cancer  and  the  technical  improve- 
ments of  mammography  equipment  improve 
yearly  thereby  allowing  better  quality,  less  radia- 
tion and  potentially  an  earlier  diagnosis  of  some 
cancer  types.  It  is  not  unethical  nor  malpractice 
to  perform  mammography  before  age  50. 

Once  you  have  decided  upon  a screening 
protocol,  then  predetermine  what  you  will  do  for 
women  in  the  20-30,  30-40,  and  over  50  year  age 
groups  who  come  to  you  with  a breast  problem. 
Consulting  with  your  area  surgeon  or  radiologist 
is  recommended.  Again  mammography,  coupled 
with  ultrasound  and  biopsy  (which  can  be  either 
open,  stereotactic,  or  by  ultrasound)  will  assist 
you  in  solving  the  problem.  It  will  also  aid  you  in 
any  litigation  that  comes  down  the  dusty  road  in 
later  years.  And  yes,  mammography  is  useful  in 
women  with  implants,  and  no,  they  will  not 
rupture  during  breast  compression. 

The  good  news  is  that  when  you  are  so  low  in 
the  ratings  you  can  only  go  one  way.  Nebraska 
physicians  will  certainly  rise  to  the  challenge  of 
improving  our  mammography  rates  where  ap- 
propriate. By  the  way,  who  was  last?  Mississippi. 

Joe  Stavas,  M.D. 
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PERINATAL  PAGE 

The  Pregnant  Patient  Experiencing  Trauma 

MICHAEL  G.  LEVINE,  M.D.,  EACOC 

Director.  viate-“uJ-FeuJ  Medicine 
Methodist  Peonaui  Center 
Omaha.  Nebraska 


THE  pregnant  woman  is  more 
predisposed  to  trauma  be- 
cause of  an  assortment  of  physi- 
ologic changes  due  to  pregnancy.  She  more 
easily  becomes  fatigued,  and  can  experience  a 
greater  frequency  of  hypoglycemia,  postural  hypo- 
tension, and  fainting  episodes.  Postural  changes 
can  lead  to  unsteadiness  and  impair  neuromus- 
cular control. 

The  exact  incidence  of  physical  trauma  during 
pregnancy,  ranging  from  minor  to  catastrophic, 
varies  significantly  among  populations  studied. 
Various  authors  estimate  that  6-7%  of  all  preg- 
nancies, or  approximately  1 in  1 2,  suffer  physical 
trauma.1 

In  order  to  adequately  evaluate  and  treat  a 
pregnant  trauma  patient,  the  clinician  must  be 
familiar  with  the  normal  physiologic  changes  of 
pregnancy. 

Maternal  cardiac  output  increases  by  40% 
during  the  gestation.  Supine  positioning  during 
the  second  half  of  the  gestation  causes  significant 
aorto-caval  compression  with  decreased  venous 
return,  cardiac  output,  and  uterine  perfusion.  At 
the  start  of  the  third  trimester,  maternal  blood 
volume  has  expanded  by  45%  and  is  maintained 
at  that  level  for  the  remainder  of  the  pregnancy. 
The  resting  maternal  heart  rate  increases  15-20 
BPM  in  the  third  trimester.  The  systolic  and 
diastolic  blood  pressure  decrease  by  15  mmHg 
in  the  second  trimester,  returning  to  pre-pregnant 
levels  by  term.  The  increase  in  plasma  volume 
produces  a physiologic  anemia  of  pregnancy. 
Coagulation  factor  levels  rise  during  pregnancy, 
with  associated  increased  risk  of  thrombosis  and 
pulmonary  embolus.  Maternal  tidal  volume  and 
respiratory  rates  are  increased  with  a relative 
respiratory  alkalosis.  Due  to  a shift  in  the  position 
of  the  stomach,  reflux  with  aspiration  of  gastric 
contents  is  of  concern.  The  intra-abdominal  or- 
gans are  displaced  cephalad  by  the  pregnant 
uterus.  The  urinary  bladder  is  displaced  upward 
becoming  an  abdominal  organ  by  the  1 2th  week 
of  gestation,  and  is  more  prone  to  injury.  The 
renal  pelvis  and  ureters  undergo  physiologic 
hydronephrosis  during  the  first  trimester,  until  six 
weeks  post  delivery.  The  uterus  undergoes  a 


dramatic  increase  in  size  by  term.  The  enlarging 
uterus  becomes  more  at  risk  to  trauma.  Blood 
flow  to  the  uterus  increases  10  fold  by  term, 
predisposing  a pregnant  woman  to  significant 
blood  loss  if  the  uterine  vessels  are  disrupted.2 

Categories  of  Trauma: 

The  leading  cause  of  more  serious  maternal 
injuries  during  pregnancy  is  motor  vehicle  acci- 
dents. Other  causes  of  blunt  abdominal  trauma 
include  accidental  falls,  and  direct  blows  to  the 
abdomen. 

The  enlarged  uterus  with  its  increased  blood 
flow  predisposes  the  pregnant  woman  to  Intra- 
abdominal injuries  following  blunt  trauma.  Splenic 
rupture  and  retroperitoneal  hemorrhage  are  com- 
mon complications,  however,  bowel  injuries 
occur  less  often.  Uterine  rupture  occurs  infre- 
quently, complicating  .6%  of  traumatic  injuries. 
However,  it  can  be  life  threatening  to  both 
mother  and  fetus,  since  it  is  associated  with 
hemorrhagic  shock  in  the  most  severe  trauma 
cases.  Fetal  injuries  can  also  occur  secondary  to 
blunt  maternal  abdominal  trauma.  The  fetal  skull 
and  brain  are  most  often  injured  after  direct 
trauma  to  the  abdomen.  These  injuries  occur  due 
to  concomitant  maternal  pelvic  fractures,  and  the 
excessive  acceleratory  and  deceleratory  forces 
involved.  The  most  common  cause  of  fetal  death 
following  severe  trauma  is  maternal  death.3-45-6 

Abruptio  piacenta  occurs  in  40-50%  of  severe 
maternal  injuries  as  well  as  1 -5%  of  minor  trauma. 
Placental  separation  occurs  due  to  the  stretching 
of  the  myometrium  around  the  relatively  inelastic 
placenta,  causing  the  placenta  to  separate  from 
the  underlying  decidua.  The  significant  simulta- 
neous increase  in  intra-amniotic  pressure  further 
causes  the  placenta  to  shear  away  from  the 
decidua.  With  disruption  of  the  utero-placental 
unit,  the  fetus  is  at  risk  for  hypoxia,  acidosis,  or 
death.7 

Penetrating  injuries  to  the  maternal  abdomen 
are  less  frequent  than  blunt  trauma.  Gunshot  and 
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stab  wounds  make  up  the  majority  of  these 
injuries.  Maternal  mortality  tends  to  be  lower 
than  in  the  non-pregnant  patient  since  the  uterus 
acts  as  a shield  for  abdominal  organs  during 
penetrating  injuries.  Maternal  injury  to  abdomi- 
nal organs  other  than  the  uterus  has  been  re- 
ported at  1 9%  following  gunshot  wounds  to  the 
abdomen  in  pregnancy.  However,  injury  to  the 
fetus  was  59-80%  with  a perinatal  mortality  of  4 1 - 
71%.* 

After  experiencing  trauma  the  first  treatment 
priority  is  maternal  stabilization.  It  is  important  to 
follow'  the  same  evaluation  and  procedures  as  in 
a non-pregnant  patient.  These  should  include 
maintaining  an  airway  with  adequate  oxygen- 
ation, and  circulatory  volume.  An  infusion  of 
crystalloid  in  the  form  of  lactated  Ringer's  solu- 
tion or  normal  saline  through  two  large  intrave- 
nous catheters  should  be  utilized  for  blood  loss 
and  fluid  replacement. 

Patients  in  the  second  half  of  pregnancy  should 
be  in  the  lateral  decubitus  position.  This  will 
reduce  the  pressure  of  the  uterus  on  the  abdomi- 
nal aorta  and  inferior  vena  cava  which  will  im- 
prove maternal  venous  return  and  cardiac  out- 
put. If  the  patient  must  remain  supine  to  immobi- 
lize the  spine  or  to  initiate  cardiopulmonary 
resuscitation,  then  a wedge  can  be  inserted 
under  the  patient's  hip  or  the  uterus  manually 
deflected  to  the  left.  Other  measures  of  stabiliza- 
tion can  include  a nasal  gastric  tube,  Foley  cath- 
eter, and  oximetry  readings. 

A more  detailed  history  and  physical  assess- 
ment, including  fetal  status,  can  be  performed 
following  stabilization.  Electronic  fetal  monitor- 
ing can  be  helpful  in  ruling  out  abruptio  placenta. 
Abnormalities  of  the  fetal  heart  rate  including 
tachycardia,  absent  variability,  late  decelerations, 
or  the  presence  of  uterine  contractions  may 
necessitate  early  intervention.  In  the  case  of 
minor  maternal  trauma,  fetal  monitoring  should 
be  continued  up  to  six  hours.9  Ultrasound  can 
provide  information  pertaining  to  gestational 
age,  fetal  position,  placental  localization,  status 
of  the  fetus,  and  amniotic  fluid  volume.  It  is  not  as 
helpful  to  rule  out  abruptio  placenta  when  com- 
pared to  electronic  monitoring. 

The  risk  of  fetal  maternal  hemorrhage  is  signifi- 
cantly increased  following  trauma.  The  adminis- 
tration of  Rh(D)  immunoglobulin  should  be  con- 
sidered with  the  first  72  hours  to  protect  against 
(D)  isoimmunization.  Other  considerations  should 
be  tentanus  immunization  and  antibiotics.910  Labo- 
ratory assessments  should  be  individualized  to 
the  specific  clinical  conditions  that  are  present. 


When  the  clinician  is  confronted  with  severe 
maternal  trauma,  a perimortem  cesarean  section 
should  be  considered.  A cesarean  section  may 
improve  the  resuscitation  efforts  of  the  mother, 
by  increasing  venous  return  and  cardiac  output. 
The  fetus  is  more  likely  to  survive  if  the  cesarean 
section  is  performed  within  5 minutes  of  absent 
vital  signs.  However,  fetal  survival  can  occur  up 
to  20  minutes  following  maternal  death.” 

In  summary,  the  clinician  must  be  familiar  with 
the  normal  physiologic  changes  of  pregnancy,  in 
order  to  adequately  treat  maternal  trauma.  Vol- 
ume replacement,  oxygenation,  and  left  lateral 
positioning  to  maintain  adequate  venous  return 
and  cardiac  output  are  priorities  towards  mater- 
nal stabilization.  Following  maternal  stabiliza- 
tion, the  fetal  status  should  be  assessed  utilizing 
fetal  monitoring  to  rule  out  fetal  jeopardy  with 
ultrasound  for  fetal  size,  gestational  age,  and 
placental  localization.  Laboratory  examination 
should  be  performed  to  assess  fetal  maternal 
hemorrhage  and  the  need  for  intervention. 
Perimortem  cesarean  section  may  assist  in  ma- 
ternal resuscitation  and  may  salvage  the  fetus  if 
performed  expediently  following  maternal  death. 
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ASK  A LAWYER 


1.  What  does  the  new  Nebraska  law  require 
with  respect  to  a physician  reporting  an- 
other physician  for  licensure  disciplinary 
purposes? 

A physician  must  report  to  the  Department 
of  Health  within  thirty  days  if  he  or  she  has  first- 
hand knowledge  of  facts  giving  him  or  her 
reason  to  believe  that  another  physician  has 
committed  acts  of  gross  incompetence,  a pat- 
tern of  negligent  conduct,  unethical  or  unpro- 
fessional conduct,  or  practicing  while  impaired 
by  alcohol,  drugs,  or  physical,  mental  or  emo- 
tional disability. 

2.  What  does  the  new  law  provide  with  re- 
spect to  cross-professional  reporting? 

Health  care  professionals  included  in  the 
new  law  must  report  a person  of  another  health 
profession  to  the  Department  of  Health  within 
thirty  days  whenever  he  or  she  has  first-hand 
knowledge  of  facts  giving  him  or  her  reason  to 
believe  that  the  person  has  committed  acts  of 
gross  incompetence  or  is  practicing  while 
inpaired  by  alcohol,  drugs,  or  physical,  mental 
or  emotional  disability.  The  rule  for  cross-pro- 
fessional reporting  does  not  include  a duty  to 
report  a pattern  of  negligent  conduct  or  unethi- 
cal or  unprofessional  conduct. 

3.  What  other  health  care  professionals  are 
included  in  the  new  law? 

The  new  law  includes  those  practicing  in 
the  fields  of  medicine,  surgery,  pharmacy,  psy- 
chology, funeral  directing  and  embalming,  den- 
tistry and  dental  hygiene,  podiatry,  veterinary 
medicine,  athletic  training,  respiratory  care, 
chiropractic,  optometry,  dietetics  and  nutri- 
tion, mental  health  practice,  osteopathic  medi- 
cine, massage  therapy,  physical  therapy,  audi- 
ology and  speech-language  pathology. 

4.  How  many  disciplinary  petitions  are  filed 
by  the  Nebraska  Attorney  General  against 
physicians  in  Nebraska  each  year? 

Thirteen  petitions  were  filed  in  1 989;  seven 
in  1990;  nine  in  1991;  thirteen  in  1992;  and  nine 
in  1993. 


5.  What  are  the  most  common  types  of  disci- 
plinary petitions  filed  in  Nebraska  against 
all  health  care  providers,  including  physi- 
cians? 

Unprofessional  conduct  petitions  are  the 
most  common.  The  breakdown  for  the  last 
three  years  looks  like  this: 


Unprofessional  Conduct 

1991 

55 

1992 

35 

1993 

46 

Grossly  Immoral  and 
Dishonorable  Conduct 

15 

17 

32 

Fraudulent  Practice 

19 

17 

21 

Impairment/Addiction 

30 

12 

12 

Beyond  Authorized  Scope 

18 

14 

21 

Incompetence/Negligence 

16 

1 

5 

Felony  Conviction 

4 

1 

2 

Other 

77 

40 

37 

6.  What  are  the  most  common  types  of  ac- 
tions taken  against  a physician  after  a 
disciplinary  petition  has  been  filed? 

The  most  common  action  taken  is  proba- 
tion. Statistics  for  the  last  five  years  are: 


Probation  or 
Limitation  of 
License 
Reprimand 
Revocation  of 
License 
Suspension  of 
License 
Civil  Money 
Penalty 
Surrender  of 
License 


1989  1990  1991 

3 8 8 

1 1 3 

1 1 3 

0 2 1 

0 0 1 

1 1 0 


1992  1993 

3 7 

0 2 

1 0 

2 0 

1 1 

0 0 


*** 


'Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright  Johnson  & Oldfather,  1 900  FirsTier  Bank 
8ldg.,  Uncoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen,  with  the  assistance  of  UNL  College  of  Law 
student  Jane  Evers  of  the  Cline,  Wiliams  Law  Office  Questions 
relating  to  specific  detailed  factual  situations  should  continue  to  be 
referred  to  your  own  counsel. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JULY  27,  28,  1994  — Third  Annual  Conference: 
Current  Concepts  in  Sub-Acute  Care,  Defining 
The  Difference,  Marriott  Hotel,  Omaha,  NE. 

AUGUST  4-8,  1994  — Anesthesiology  Review 
Course  - Professional  Seminars  - Nashville,  TN. 

AUGUST  31,  1994  — New  Management  Op- 
tions in  Bipolar  Disorder  - St.  Joseph  Center  for 
Mental  Health  - 10:00  am  - 1 2:00  pm. 

SEPTEMBER,  18-24,  1994  — Anesthesiology  Re- 
view Course  - Professional  Seminars  - Boston, 
MA. 

SEPTEMBER  29,  1994  — Ultrasonography  - 
Marriott  Hotel  - Omaha,  NE. 

SEPTEMBER  30 -OCTOBER  1,  1994— Day  With 
the  Perinatologists  - Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  4, 1 994— T.T.  Smith  Lecture,  BTNRHA. 

OCTOBER  7,  1 994  — Fifth  Annual:  Come  Home 
to  Creighton,  Skutt  Student  Center,  Creighton 
University,  Omaha,  NE. 

OCTOBER  8, 1 994 — Cardiology  Program  - Henry 
Doorly  Zoo 

OCTOBER  19,  1994  — Distinguished  Lecture 
Series,  William  J.  Hoskins,  M.D. 

If  you  have  any  questions,  please  contact:  Sally  C O'Neill, 

PhD , Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street  Suite  2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

OCTOBER  16,  1994  and  OCTOBER  30,  1994 
— Problem  Solving  in  Hypertension,  Mayo 
Foundation,  Rochester,  Minnesota.  Contact 
Postgraduate  Courses,  Section  of  Continu- 
ing Medical  Education,  Mayo  Foundation, 
Rochester,  MN  55905.  Phone:  Toll  Free  800- 
323-2688. 

OCTOBER  29,  1994  — Update  and  Case  Re- 
views in  Otorhinolaryngology  - Head  & Neck 
Surgery,  Rochester,  Minnesota.  Contact  Post- 
graduate Courses,  Section  of  Continuing 


Medical  Education,  Mayo  Foundation,  Roch- 
ester, MN  55905.  Phone:  Toll  Free  800-323- 
2688. 

NOVEMBER  3-4,  1 994 — Mayo  Clinic  Ob/Gyn 
Clinical  Review,  Mayo  Foundation  Roches- 
ter, Minnesota.  Contact  Postgraduate 
Courses,  Section  of  Continuing  Medical  Edu- 
cation, Mayo  Foundation,  Rochester,  MN 
55905.  Phone:  Toll  Free  800-323-2688. 

NOVEMBER  12-1  3, 1994 — Monitoring  Neural 
Function  During  Surgery,  Mayo  Foundation 
Rochester,  Minnesota.  Contact  Postgradu- 
ate Courses,  Section  of  Continuing  Medical 
Education,  Mayo  Foundation,  Rochester,  MN 
55905.  Phone:  Toll  Free  800-323-2688. 

APRIL  6-9,  1 995  — 2nd  Int'l  Conference  on  the 
Medical  Aspects  of  Telemedicine  & 2nd 
Annual  Mayo  Telemedicine  Symposium, 
Mayor  Clinic,  Rochester,  MN:  Mayo  Clinic 
Jacksonville,  FL;  Mayo  Clinic  Scottsdale,  AZ. 
Contact:  Postgraduate  Courses,  Section  of 
Continuing  Medical  Education,  Mayo  Foun- 
dation, Rochester,  MN  55905.  Phone:  Toll 
Free  800-323-2688. 

For  further  information . Contact  Postgraduate  Courses, 
Section  of  Continuing  Medical  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone:  Toll  Free  800-323- 
2688  (U.S.). 


NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  15-17,  1994  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

APRIL  27-30, 1 995 — Annual  Session,  Cornhusker 
Hotel,  Lincoln. 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  25-28,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 
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UNIVERSITY  OF  NEBRASKA  MEDICAL 

CENTER  EMERGENCY  MEDICAL  SERVICES 

JULY  21-22,  1994,  THURSDAV-FRIDAY  — Ad- 
vanced Cardiac  Life  Support  (ACLS)  - Provider, 
University  of  Nebraska  Medical  Center  Cam- 
pus, Omaha  Nebraska.  Target  Audience:  Physi- 
cians, Nurses  PA's,  Allied  Health  Professionals. 
Credit  14.5  Hours  AMA  Category  I,  14.5  Pre- 
scribed Hours  AAFP.  Fee:  $195. 

AUGUST  22-23,  1994,  MONDAY-TUESDAY  — 
Advanced  Cardiac  Life  Support  (ACLS)  - Pro- 
vider. University  of  Nebraska  Medical  Center 
Campus,  Omaha  Nebraska.  Target  Audience: 
Physicians,  Nurses  PA's,  Allied  Health  Profes- 
sionals. Credit:  14.5  Hours  AMA  Catagory  I, 
14.5  Prescribed  Hours  AAFP.  Fee:  $195. 

SEPTEMBER  9-10,  1994,  FRIDAY,  SATURDAY  — 
Advanced  Trauma  Life  Support  (ATLS).  Good 
Samaritan  Hospital,  Kearney,  Nebraska,  Target 
Audience:  Physicians,  Credit:  1 7.0  Hours  AMA 
Category  I,  16.0  Prescribed  Hours  AAFP,  17.0 
Hours  ACEP  Category  I.  Fee:  $550. 

SEPTEMBER  12,  1994,  MONDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Renewal,  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska,  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
7 Hours  AMA  Category  I,  8.0  Prescribed  Hours 
AAFP.  Fee:  $110.00 

SEPTEMBER  13,  1994,  TUESDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Instructor.  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
6 Hours  AMA  Category  I,  7.0  Prescribed  Hours 
AAFP.  Fee:  $1  25. 

SEPTEMBER  13,  1994,  TUESDAY  — Pediatric 
Advanced  Life  Support  (PALS)  Instructor.  Uni- 
versity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses.  Credit:  4 Hours  AMA  Category  I.  Fee: 
$50. 

SEPTEMBER  15-16, 1994,  THURSDAY-FRIDAY — 
Trauma  Nurse  Core  Course  (TNCC).  Regional 
West  Medical  Center,  Scottsbluff,  Nebraska. 
Target  Audience  - Nurses.  Credit:  1 8 CECH's  of 
BCEN's  Category  of  Clinical.  Fee:  $2 1 0 - Non- 
ENA  Members,  $174-  ENA  Members. 

SEPTEMBER  22-23, 1994,  THURSDAY-FRIDAY— 
Advanced  Trauma  Life  Support  (ATLS).  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians. 
Credit:  1 7.0  Hours  AMA  Category  I,  1 6.0  Pre- 
scribed Hours  AAFP,  17.0  Hours  ACEP  Cat- 
egory I.  Fee:  $550. 


SEPTEMBER  24,  1994,  SATURDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Renewal.  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
7 Hours  AMA  Category  I,  8.0  Prescribed  Hours 
AAFP.  Fee  $110. 

SEPTEMBER  24,  1994,  SATURDAY  — Advanced 
Trauma  Life  Support  (ATLS)  Reverification, 
University  of  Nebraska  Medical  Center  Cam- 
pus, Omaha,  Nebraska.  Target  Audience:  Phy- 
sicians. Credit:  3 Hours  AMA  Category  I,  3 
Prescribed  Hours  AAFP,  3 Hours  ACEP  CAtegory 
I.  Fee:  $185. 

OCTOBER  3-4,  1994,  MONDAY-TUESDAY  — 
Advanced  Live  Support  in  Obstetrics  (ALSO). 
University  of  Nebraska  Medical  Center  Cam- 
pus, Omaha,  Nebraska.  Target  Audience:  Fam- 
ily Physicians,  Obstetricians,  General  Practitio- 
ners, Emergency  Physicians,  Surgeons,  Nurse 
Midwives,  Obstetrical  Nurses.  Credit:  1 4 Hours 
AMA  Category  I,  1 6.0  Prescribed  Hours  AAFP. 
Fee:  $300  - Physicians,  $225  - Nurses. 

OCTOBER  10-11,  1994,  MONDAY-TUESDAY— 
Pediatric  Advanced  Life  Support  (PALS).  Uni- 
versity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses.  Credit:  1 3 Hours  AMA  Category  I.  Fee: 
$175. 

OCTOBER  20-21,  1994,  THURSDAY-FRIDAY  — 
Advanced  Cardiac  Life  Support  (ACLS)  - Pro- 
vider. University  of  Nebraska  Medical  Center 
Campus,  Omaha,  Nebraska.  Target  Audience: 
Physicians,  Nurses  PA's,  Allied  Health  Profes- 
sionals. Credit:  14.5  Hours  AMA  CAtegory  I, 
14.5  Hours  Prescribed  Hours  AAFP.  Fee:  $195. 

OCTOBER  24-25,  1994,  MONDAY-TUESDAY  — 
Advanced  Trauma  Life  Support  (ATLS).  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians. 
Credit:  1 7.0  Hours  AMA  Category  I,  16.0  Pre- 
scribed Hours  AAFP,  17.9  Hours  ACEP  Cat- 
egory I.  Fee:  $550. 

OCTOBER  31  - NOVEMBER  1,  1994,  MONDAY- 
TUESDAY  — Trauma  Nurse  Core  Course 
(TNCC),  University  of  Nebraska  Medical  Cen- 
ter Campus,  Omaha,  Nebraska,  Target  Audi- 
ence - Nurses.  Credit:  18  CECH's  of  BCEN's 
Category  of  Clinical.  Fee:  $210  - Non-ENA 
Members,  $175  - ENA  Members. 

NOVEMBER  7-8,  1994,  MONDAY-TUESDAY  — 
Advanced  Cardiac  Life  Support  (ACLS)  - Pro- 
vider, University  of  Nebraska  Medical  Center 
Campus,  Omaha,  Nebraska.  Target  Audience: 
Physicians,  Nurses  PA's,  Allied  Health  Profes- 
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sionals.  Credit:  14.5  Hours  AMA  Category  I, 
14.5  Prescribed  Hours  AAFP.  Fee:  $195. 

DECEMBER  1,  1994,  THURSDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Renewal.  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
7 Hours  AMA  Category  I,  8.0  Prescribed  Hours 
AAFP.  Fee:  $110. 

DECEMBER  2,  1994,  FRIDAY  — Advanced  Car- 
diac Life  Support  (ACLS)  Instructor.  University 
of  Nebraska  Medical  Center  Campus,  Omaha, 
Nebraska.  Target  Audience:  Physicians,  Nurses, 
PA's  Allied  Health  Professionals.  Credit:  6 Hours 
AMA  Category  I,  7.0  Prescribed  Hours  AAFP. 
Fee:  $125. 

DECEMBER  2,  1994,  FRIDAY  — Pediatric  Ad- 
vanced Life  Support  (PALS)  Instructor,  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Credit:  4 Hours  AMA  Cat- 
egory I,  4 Hours  Prescribed  Hours  AAFP.  Fee 
$50. 

For  further  information . Contact  Cindy  Hanssen,  Uni- 
versity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  6 00  So  42nd  Street.  Omaha.  Nebraska  68 1 98- 
5651.  Call  (402)  559-5919  or  use  our  toll  free  MD 
ADVANTAGE  NUMBER  AjND  ask  for  continuing 
EDUCATION  (1 -(800)652- 1 095  NATIONWIDE.  FAX  NUM- 
BER (402)  559-5915. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

JULY  19-22,  TUESDAY-FRIDAY  — Pan  Pacific 
Lymphoma  Conference,  The  Ritz  Carlton  - 
Mauna  Lani,  Kohala  Coast,  Hawaii.  Target  Au- 
dience: Physicians  and  researchers  interested 
in  the  field  of  Oncology/Hematology.  Fee: 
$395  before  6/1/94,  $450  after  6/1/94. 

JULY  29,  1 994,  FRIDAY — Eating  Disorders,  Cen- 
ter for  Continuing  Education,  UNMC,  Omaha, 
Nebraska.  Target  Audience:  Primary  Care  Phy- 
sicians, Psychologists,  Nurses,  Dietitians,  Social 
Workers,  and  anyone  who  cares  for  patients 
with  eating  disorders.  Fee:  $30. 

AUGUST  19-21, 1994,  FRIDAY-SUNDAY—  Mid- 
west Breast  Imaging  Conference,  Omaha 
Marriott  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Radiologists,  Primary  Care  Physicians, 
Technologists.  Fee:  $250  before  7/1/94.  $300 
after  7/1/94  ($1 50/$200  for  Technologists). 

SEPTEMBER  1 7, 1 994,  SATURDAY  — 7th  Annual 
Internal  Medicine  Update,  University  of  Ne- 
braska Student  Union,  Lincoln,  Nebraska.  Tar- 


get Audience:  Emergency  Medicine  Physicians 
and  others  who  provide  care  in  the  ER,  Fee: 
$45. 

SEPTEMBER  26,  MONDAY,  — OCTOBER  1, 
1994,  SATURDAY  — Emergency  Medicine, 
1 994,  Center  for  Continuing  Education,  UNMC, 
Omaha,  Nebraska,  Target  Audience:  Emergency 
Medicine  Physicians  and  others  who  provide 
care  in  the  ER.  Fee:  $700. 

OCTOBER  7,  1994,  FRIDAY  AFTERNOON  — 
University  of  Nebraska  College  of  Medicine 
Alumni  Day  (in  conjunction  with  the  Omaha 
Midwest  Clinical  Society  Meeting),  University 
of  Nebraska  Medical  Center  Campus,  Omaha, 
Nebraska,  Target  Audience:  College  of  Medi- 
cine Alumni. 

OCTOBER  8-12,  1994,  SATURDAY  - WEDNES- 
DAY — North  American  Society  of  Pediatric 
Gastoenterology  and  Nutrition,  Westin  Galle- 
ria Hotel,  Houston,  Texas.  Target  Audience: 
Physicians  and  scientists  interested  in  the  field 
of  pediatric  gastoenterology  and  nutrition. 

OCTOBER  1 4-1  7, 1 994,  FRIDAY  EVENING-MON- 
DAY — Advanced  Curriculum  on  Women's 
Health  - Part  II,  Adam’s  Mark,  Philadelphia, 
Pennsylvania,  Target  Audience:  Primary  Care 
Physicians. 

OCTOBER  19, 1994,  WEDNESDAY  — Advanced 
in  Acid  Related  Diseases,  Omaha  Marriott, 
Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians. 

OCTOBER  22,  1994  — Transfusion  Medicine, 
University  of  Nebraska  Medical  Center.  Target 
Audience:  Surgeons  and  Anesthesiologists. 

NOVEMBER  1 2,  1 994,  SATURDAY—  Evaluation 
and  Management  of  the  Swollen  Extremity, 
UNMC,  College  of  Nursing,  Omaha,  Nebraska. 
Target  Audience:  Primary  Care  Physicians  and 
Nurses. 

DECEMBER  1-3,  1994,  THURSDAY-SATURDAY 
— Obstetrics  and  Gynecology  Conference, 
Bally's,  Las  Vegas,  Nevada.  Target  Audience: 
Primary  Care  Physicians,  Obstetricians  and 
Gynecologists.  Fee:  $275. 

MARCH  5-10,  1995,  SUNDAY-FRIDAY  — 15th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400. 

MARCH  27-APRIL  7,  1995,  1 1 DAYS  — Family 
Practice  Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  Physicians.  Fee:  $ 1 1 50  - two  week 
session,  $800  - one  week  session,  $1300  - split 
sessions. 
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APRIL  24-MAY  5,  1995,  1 1 DAYS  — Family 
Practice  Review , Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  Physicians.  Fee:  $ 1 1 50  - two  week 
session,  $800  • one  week  session,  $ 1 300  - split 
sessions. 

JUNE  2-3, 1 995,  MONDAY-TUESDAY—  Nuclear 
Antigens  as  Targets  for  Cancer  Therapy,  Red 
Lion  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Oncologist/Hematologists  and  Research- 
ers. 

JUNE  9-10,  1995,  FRIDAY-SATURDAY  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  and  General  Practice,  Internists, 
Obstetricians  and  Gynecologists,  Emergency 
Physicians,  Physician  Assistants.  Fee:  $200. 


ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT-  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Provider, 
Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  - 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Con- 
tinuing Education,  University  of  Nebraska  Medical  Center, 
600  South  42nd  Street,  Omaha.  NE  68198-5651 . Call 
(402)  559-4152  or  use  our  toll  free  MD  Advantage  Num- 
ber and  ask  for  Continuting  Education  (800)  6 42-1095 
Nationwide,  FAX  Number  (402)  559-5915. 
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AMA  NEWS  NOTES 


VACCINES  FOR  CHILDREN 
PROGRAM  UNDER  WAY 

The  AMA  Division  of  Health  Science  will 
coordinate  a multispecialty  program  to  inform 
physicians  about  the  new  federal  Vaccines  for 
Children  program. 

Participating  organizations  include  the  Ameri- 
can Academy  of  Pediatrics,  American  Acad- 
emy of  Family  Physicians,  and  American  Osteo- 
pathic Association. 

The  AMA  and  other  medical  associations  are 
working  to  clarify  physicians'  fees  for  adminis- 
tering the  vaccine. 

The  federal  government  will  make  $400  mil- 
lion available  this  year  to  buy  vaccines  for 
children  up  to  18  years  old. 

Vaccines  will  be  provided  to  private  physi- 
cians enrolling  in  the  program;  enrollment  be- 
gins Oct.  1. 


AMA  CHALLENGES  RJ  REYNOLDS' 
CLAIM  ON  PASSIVE  SMOKE 

The  AMA  refuted  RJ  Reynolds'  ad  campaign 
denying  the  dangers  of  passive  smoke. 

"It  is  not  surprising  that  RJ  Reynolds  would 
deny  that  passive  smoke  is  dangerous,"  said 
AMA  Board  Chair  Lonnie  R.  Bristow,  M.D.  "If 
you  can  smell,  taste,  and  see  smoke,  you  are, 
indeed,  breathing  it  in  and  may  be  suffering  for 
it." 

Second-hand  smoke  is  the  leading  cause  of 
indoor  air  pollution,  Dr.  Bristow  said,  and  the 
third  leading  preventable  cause  of  death  after 
direct  smoking  and  alcohol. 

"RJR's  attempt  to  bury  the  truth  about  passive 
smoke  exposes  the  company’s  true  mission  - 
profit  over  public  health,"  Dr.  Bristow  said. 

"RJR  needs  to  talk  to  the  husbands,  wives, 
and  children  of  smokers,  who  themselves  have 
lungcancer,  asthma  or  any  of  a number  of  other 
diseases  caused  by  passive  smoke.  These  people 
would  let  RJR  know  how  it  really  is." 
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of  Excellence  in  Cancer  Care 


Treating  Cancer  Takes 
Teamwork 


Today,  leading  cancer  experts  are  combining 
sophisticated  treatment  modalities  — surgery, 
chemotherapy  and  radiation  therapy  — with 
increasingly  better  results.  This  type  of  care  requires 
new  levels  of  collaboration  betw  een  surgeons, 
medical  oncologists,  radiation  oncologists, 
radiologists,  pathologists  and  other  health  care 
professionals. 

The  Methodist  Cancer  Center  was  designed  from 
the  ground  up  to  foster  an  interdisciplinary 
approach  to  cancer  care.  In  this  special  setting, 
lip  to  two  dozen  doctors  contribute  their 
expertise  and  understanding  of  cancer  care. 
They  confer  weekly  to  develop  comprehensive 
treatment  plans  for  people  who  have  been 
diagnosed  with  cancer. 

Interdisciplinary  care  teams,  composed  of 
specialty'  physicians,  oncology  nurses,  pharmacists, 
therapists,  dietitians,  counselors,  social  workers  and 
chaplains  and  guided  by  a medical  oncologist, 
provide  care  at  the  iMethodist  Cancer  Center.  They 
coordinate  services  to  meet  the  patient’s  home 
health  care  needs  and  meet  regularly  to  assess 
patient  progress.  The  patient's  primary  physician 
receives  regular  updates  and  participates  in  follow- 
up care. 

For  more  information  on  the  services  av  ailable 
through  the  Methodist  Cancer  Center  or  to  refer  a 
patient,  call  the  Physicians’  Priority7  Line. 
1-800-627-6363. 


“The  Methodist  Cancer  Center  will 
enhance  patient  care  by  integrating 
multiple  cancer  treatment  specialists 
and  services  in  a single  location.” 

David  Silverberg,  MD. 
medical  oncologist 


METHODIST 

CANCER  CENTER 

8303  DODGE  ST.,  OMAHA,  NE 

Located  adjacent  to  Methodist  Hospital 


When 
seconds 
count ... 


For  trauma  patients, 
seconds  count. 

At  Lincoln  General’s 
Trauma  Center,  our  trauma 
team  is  ready  for  action  the 
minute  we  re  notified  that  a 
patient  is  in  route. 


Our  nurse  trauma  coordinator 
keeps  you,  the  primary  physician,  as  well  as  the 
transferring  hospital  informed  of  your  patient's 
progress  through  a follow-up  phone  call. 

And  once  a patient  stabilizes  at  the  Trauma 
Center,  other  physician  specialists  are  called  in. 
For  catastrophic  injuries.  Madonna  Rehabilitation 
Fiospital  gets  involved  right  away. 

Madonna's  rehabilitation  experts  know  that 
early  assessment  makes  a big  difference.  We 
evaluate  patients  for  rehabilitation  while  they're 
still  at  Lincoln  General.  And  as  the  primary 
physician,  you  are  an  active  member  of  the 
rehabilitation  team. 
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LINCOLN  GENERAL 

H O S P I T A L 


2300  S.  16th 
Lincoln.  NE  68502 
800-742-7845 


Seconds  count  in  health  care,  and  so  do  years. 
With  over  30  years  of  experience  in  rehabilitation. 
Madonna  helps  patients  regain  their  independence 
and  return  to  their  families,  their  jobs,  their 
communities.  For  12  years,  Lincoln  General  has 
focused  on  trauma  care  as  the  only  Trauma  Center 
in  Nebraska  verified  by  the  American  College  of 
Surgeons  Committee  on  Trauma. 

Responsive.  Informative.  Accessible.  The 
professionals  at  Lincoln  General  Hospital  and 
Madonna  Rehabilitation  Hospital  are  just  a toll-free 
phone  call  away,  any  time  of  the  day  or  night. 
When  seconds  count,  count  on  us. 
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Madonna 

Rehabilitation 

Hospital 

5401  South  St. 
Lincoln,  NE  68506 
800-676-5448 
CWF  accredited 


Storz 

Cancer  Institute 


Living  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients'  physical, 
emotional,  social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 


Cancer  Support  Team 

Storz  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  services  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physi- 
cal  therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552-6932 
or  call  MD  Source  toll-free  at  1-800-552-5552. 
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THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT  MAJ.  LONNY  HOUK 
(913)491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


Congress  is  deciding  health  system  reform  ... 

Speak  up  now! 


Call  (800)  354-9292  now  to  send 
Western  Union  messages  urging 
your  Senators  and  Representative 
to  support  the  Patient  Protection 
Act , S 2196  and  HR  4527. 


Now  is  the  time  to  urge  your  Senators  and 
Representative  to  support  the  AMA’s  Patient 
Protection  Act. 

Call  Western  Union  at  (800)  354-9292  today. 
The  operator  will  assure  both  your  Senators 
and  your  Representative  receive  a Patient 
Protection  Act  message  from  you. 

The  charge  is  $8.25  for  three  messages  and 
can  be  billed  to  your  phone  line,  MasterCard 
or  VISA. 

The  AMA’s  Patient  Protection  Act  is  a brand 
new  legislative  proposal  to  help  ensure 
patients  and  their  physicians  — not 
insurance  companies  — will  make  decisions 
about  medical  care. 

The  act  will  give  patients  everything  they 
need  to  know  to  make  fully  informed 


decisions  about  their  health  insurance, 
including  what  restrictions  exist  on  access 
to  medical  specialists. 

The  Patient  Protection  Act  requires  managed 
care  plans  to  tell  patients  what  the  plan  pays 
for  — and  what  it  does  not. 

And  the  act  protects  the  patient-physician 
relationship.  Health  plans  will  be  prohibited 
from  kicking  out  doctors  for  giving  patients 
appropriate  care. 

Insurance  companies  are  fighting  the  Patient 
Protection  Act  tooth  and  nail.  What  are  they 
so  afraid  of? 

Let  Congress  know  you  support  this 
legislation  that  puts  patients  first.  Take  a 
stand.  Call  (800)  354-9292  to  send  your 
message  today. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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YOUR  REGIONAL 
CENTER  FOR 
MENIAL 

HEALTH  SERVICES 


Lincoln  General  Hospital  is  the  regional  leader  in 
providing  Mental  Health  Services  for  people  of  all  ages. 
We  have  expanded  these  services  with  two  new  additions: 


Partial  Hospitalization  Anger  Management 

Services  for  Adults  Group  for  Men 


Adults  who  require  more  intervention 
than  seeing  a mental  health  professional 
weekly,  but  less  than  around-the-clock 
inpatient  hospitalization,  have  another  option 
in  Lincoln  — partial  hospitalization  services. 

The  adult  program  is  offered  by  Lincoln 
General  Hospital’s  Mental  Health  Services  in 
addition  to  the  Child  & Adolescent  Psychiatric 
Services  partial  hospitalization  program  which 
has  been  available  for  years.  These  partial 
hospitalization  programs  are  an  integral  part  of 
the  range  of  Mental  Health  Services  provided 
by  Lincoln  General. 

Partial  hospitalization  is  a short-term, 
active  treatment  program  which  provides 
therapeutic,  coordinated,  and  structured 
clinical  services  in  an  open,  stable 
environment.  The  program  is  designed  to  serve 
individuals  with  significant  impairment 
resulting  from  a psychiatric,  emotional  or 
behavioral  disorder.  Since  the  program  is 
housed  at  Lincoln  General,  immediate  access 
to  acute  care  medical  services  is  available 
when  needed. 

Partial  hospitalization  allows  Lincoln 
General  to  provide  a full  continuum  of 
comprehensive  Mental  Health  Services,  from 
inpatient  care  to  support  groups.  For  more 
information,  please  call  473-5987. 


Our  Mental  Health  Services  now  provide 
a weekly  Anger  Management  Group  for  men 
who  have  displayed  violent  behavior.  The 
group  offers  the  opportunity  for  behavioral, 
attitudinal  and  emotional  change,  enabling 
men  to  reduce  or  resolve  conflicts  without 
resorting  to  violence. 

Access  to  the  group  is  by  referral. 
Curriculum  is  based  on  the  “Duluth  Model”  of 
anger  management  treatment.  The  24-week 
group  is  facilitated  by  professionals  trained  in 
the  Duluth  Model.  These  facilitators  include  a 
master’s  prepared  counselor  and  a psychiatric 
registered  nurse  who  work  closely  with 
community  support  systems  to  ensure  safety 
for  victims  of  violence. 

A fee  is  charged.  For  more  information, 
please  call  473-5952. 


For  24-hour  information  and 
crisis  assistance,  your  patients 
may  call  our  mental  health  nurse  at 
(402)  475-1011  or  1-800-742-7845. 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O  Box  241255,  Omaha,  NE  68124*5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St. , Omaha,  NE  68 13 1 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave. , #303 
Omaha,  NE  68 152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106- 1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Omaha,  NE  68180 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr.,  #204,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 
6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  685 10 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engels  man,  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68152-2116 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
Peter E.  Diedrichsen.M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter.M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  K.  Koerber,  M.D.,  President 
233  So.  13thSt.,Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph  D.  Lynch,  M.D.,  President 

Creighton  Cardiac  Center,  3006  Webster  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes,  Exec.  Director 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.  D . , Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68 1 14 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D.,  President 
233  S.  13th  Street,  Suite  15 12,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 
Tom  Bassett,  Executive  Director 
3 120  O St. , Lincoln,  NE  685 10 


Nebraska  Department  of  Health 

Mark  B.  Horton,  M.D.,  Director 

P.O.  Box  95007, 301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Sally  Semm.  RD,  CN 
6300  Cornell  Road,  Lincoln,  NE  68516 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Association  of  Hospitals  and  Health  Systems 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941 0 Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221 S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Sarah  Jones,  M.D.,  President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 
Jud  W.  Gurney,  M.D.,  President 
233  S.  13th  St. , #1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D.,  President 
2205 S.  lOthSt., Omaha, NE 68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121 S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

John  H.  Schulte,  M.D.,  President 
#14  Hill  crest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J.  Hynes,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James  M.  Horrocks,  M.D.,  President 
233  So.  13th  St.,  Suite  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 

an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  68516 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D.,  President 
4740  A.  St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  professions 
TOLL  FREE  — 1-800-423-USAF 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor:  PaulM.  Scott,  M.D. , 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT : Councilor:  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Duane  W.  Krause, 
M.D,  Fremont.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Paul  E.  Plessman,M.D.,  Seward. 
Counties:  Butler,  Hamilton,  Polk,  Saunders, 
Seward,  York 

SEVENTH  DISTRICT : Councilor:  Judith  A.  Butler, 
M.D,  Superior.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer 

EIGHTH  DISTRICT:  Councilor:  Joel  F.  Hutchins, 
M.D.,  Gordon.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Furnas,  Gosper,  Harlan, 
Hayes,  Hitchcock  Kearney,  Phelps,  Red  Wil- 
low, Webster. 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L. 
Asher,  M.D,  North  Platte.  Counties:  Arther, 
Deuel,  Garden,  Keith,  Lincoln,  Logan, 
McPherson,  Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams  

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel . 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage  

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Chase 

Knox 

Lancaster  

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Platte-Loup-Valley 

Saline  

Saunders 

Scotts  Bluff 

Seward  

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT 

Elizabeth  P.  Rapier,  Hastings  .... 
David  F.  Johnson,  Jr.,  Osmond  .. 

Ed  J.  Pierce,  Alliance 

Jeffrey  P Lee,  Kearney 

Gerald  W.  Luckey,  David  City  ... 

R.  R.  Andersen,  Nehawka 

Calvin  W.  Cutright,  Sidney  

. Thomas  Tibbels,  West  Point 

. Loren  H Jacobsen,  Broken  Bow 


. Carl  Falcone,  Fremont 

Benjamin  Martin,  Wayne 

Murray  Markley,  Loup  City 

Robert  McLellan,  Beatrice 

Lori  A.  Harkins,  Grand  Island  

Lynne  Holz,  Aurora 

Melvin  Campbell,  Ainsworth 

. Kaye  B.  Carstens,  Fairbury 

Berl  Spencer,  Ogallala 

D.  M.  Laflan,  Creighton 

James  A.  Fosnaugh,  Lincoln 

. Mark  Nielsen,  North  Platte 

Pradip  Mistry,  Norfolk 

John  C.  Sage,  Omaha 

Tod  Voss,  Pierce 

Margaret  K.  Stockwell,  Gordon  ... 
Dean  R.  Thomson,  Nebraska  City 

Richard  Cimpl,  Columbus 

. Robert  E.  Tuma,  Crete 

Leo  Meduna,  Wahoo 

Kent  Lacey,  Scottsbluff 

. Roger  A.  Jacobs,  Seward 

Jeff  Hollis,  Geneva 

. Gary  Ensz,  Auburn  

John  Grove,  McCook 

. Carole  J.  Weckmuller,  Blair 

Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Phyllis  S Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  Elston,  Alliance 
Clinton  Jones,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  B Dorwart,  Sidney 


N Leon  Books,  Broken  Bow 


W B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
Michael  J.  Horn,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Wm.  C.  Minier,  Lincoln 
Jeff  MacDonald,  North  Platte 
Richard  P Bell,  Norfolk 
Walter  J.  O'Donohue,  Jr.,  Omaha 
Richard  Bell,  Norfolk 
R.  H Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Paul  Considine,  Scottsbluff 
Richard  M.  Pitsch,  Seward 
Chas.  F Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W Serbousek,  McCook 
Hans  Rath,  Omaha 
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Professional 
Full  Service 

MEDICAL  ACCOUNT 
COLLECTIONS 

by 

Battling  & Hinkle,  P.C., 
Lawyers 


If  you  are  having  difficulties  in  col- 
lecting your  delinquent  accounts, 
Battling  & Hinkle,  P.C.  is  interested  in 
providing  you  with  professional  assis- 
tance. The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of 
receiving  the  maximum  possible  return 
on  your  delinquent  accounts  in  a pro- 
fessional manner,  with  a minimum  of 
effort  on  your  part.  Our  competitive 
fees  are  based  upon  our  performance 
in  recovering  yourdelinquent  accounts. 


Battling  & Hinkle,  P.C.  has  received 
the  exclusive  endorsement  of  the 
Nebraska  Medical  Association  in  pro- 
viding medical  account  collections. 


For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association 
office  or  Battling  and  Hinkle,  P.C. 

5801  South  58th  St. 

Lincoln,  NE  6851 6 

(4C2)  421-1600 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph.D.,M.P.H.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA 94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

Joseph  E.  Johnson,  M.D.,  FACP,  Int.  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
O.  Wayne  Houser,  M.D.,  President 
2021  Spring  Road,  Suite  600 
Oak  Brook,  IL  60521 
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Imagine  A MedicalCenter 
At  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable 
support  for  your  4-1  Enter 
patient  practice.  | 

Enter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center 


When  It  Comes  To  Patient  Education, 
We’re  Just  What  The  Doctor  Ordered! 

The  Nebraska  Beef  Council  is  your  resource  for  patient  education 
materials.  When  it  comes  to  communicating  important  messages  about 
diet  and  health,  we  can  help  by  supplying  the  latest  research-based 
nutrition  data,  patient  handouts,  activity  ideas  and  more. 

To  borrow  the  items  featured  in  this  ad,  call  or  write  today! 

Introduce  patients  to  four  video  segments, 
which  originally  aired  on  “Parenting  in  the 
90’s,”  a CNBC  American  Medical  Television 
program.  The  first  two  segments  focus  on  the 
importance  of  a well-balanced  diet  for  children 
and  highlight  foods  rich  in  iron.  The  other 
segments  provide  critical  messages  about 
food  safety  in  and  away  from  the  home. 


Parenting 

In  The  90s 


The  HeartCare  Program™  is  a video  kit 
designed  to  help  teach  patients 
management  of  blood  cholesterol. 
Included  are  four  videotapes,  an 
informative  booklet  and  a professional 
guide  and  audiotape. 


Nebraska  Beef  Council 


P.O.  Box  2108,  Kearney,  NE  68848  • 308-236-7551 


PRESIDENT'S  PAGE 


The  AMA  Patient  Protection  Act 
and  A Tribute  to  Jerald  R.  Schenken,  MD 

FREDERICK  F.  PAUSTIAN,  M.D. 


The  American  Medical  Association  Patient 
Protection  Act  was  introduced  to  the  Senate  of 
the  United  States  on  May  23, 1 994,  S21 96,  and 
subsequently  to  the  House  of  Representatives, 
HR  4527.  As  a consequence  of  its  strong  patient 
advocacy  emphasis,  it  has  developed  consider- 
able interest  and  support  in  both  houses.  Impor- 
tant provisions  have  been  adopted  by  both  the 
Senate  Labor  and  Human  Resources  Commit- 
tee and  by  the  House  Ways  and  Means  Com- 
mittee. The  act  doesnot  maintain  the  status  quo 
as  our  future  health  delivery  system.  It  does 
provide  for  multiple  options  permitting  each 
individual  to  select  a health  insurance  plan 
which  is  most  appropriate  for  his  or  her  circum- 
stances. 

The  act  is  strongly  protective  of  consumer 
choice  through  provisions  which  provide  for 
choice  of  health  plan,  choice  of  physician  within 
a plan  and  choice  of  medical  treatment.  It  must 
be  understood  by  both  patients  and  physicians 
that  these  choices  are  not  without  constraints 
and  that  in  order  to  exercise  the  proper  choice, 
an  in-depth  understanding  of  the  available 
medical  service  plans  is  essential. 

Much  to  the  dismay  of  many  physicians,  the 
act  is  not  a "willing  provider"  bill.  Provisions  of 
the  proposed  legislation  give  physicians  the 
opportunity  to  apply  for  participation  in  a spe- 
cific health  plan  but  there  is  no  guarantee  or 
requirement  that  the  application  must  be  ap- 
proved. Managed  care  plans  may  establish 
selection  criteria  and  limit  the  number  and 
specialty  mix  of  physicians  based  on  need. 
Physician  selection  criteria  are  to  be  based  on 
professional  qualifications  and,  where  docu- 
mented, prior  quality  of  care  performance. 
There  must  be  in  place,  however,  a mechanism 
for  health  care  providers  to  appeal  a plan's 
decision  to  terminate  a physician's  participa- 
tion for  cause,  thereby  requiring  the  provision 
of  due  process.  Were  insurance  companies 
able  to  terminate  physicians  without  cause  they 
would  have  tremendous  leverage  to  withhold 
appropriate  medical  services  and  thereby  put 
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the  plans  financial  bottom  line  ahead  of  patient 
health  needs. 

A very  important  provision  of  the  act  con- 
cerning managed  care  plans,  permits  enrollees 
to  seek  and  obtain  out  of  network  medical 
treatment  and  services  provided  the  policy 
holder  has  purchased  a so  called  "point  of 
service  " option  for  medically  necessary  and 
appropriate  treatment.  Such  an  option  requires 
cost  sharing  at  a reasonable  rate  on  the  part  of 
the  enrollee  so  as  to  assure  the  provision  is  not 
abused.  The  point  of  service  option  truly  allows 
for  patient  control  over  medical  care. 

A major  provision  of  the  Patient  Protection 
Act  requires  the  Secretary  of  HHS  to  establish 
quality  standards  and  a process  for  certification 
of  managed  care  plans  and  utilization  review 
programs  together  with  periodic  reviews  for 
recertification  or  decertification.  Managed  care 
plans  will  be  required  to  provide  clear  and 
accurate  information  as  to  the  medical  benefits 
of  the  plan  as  well  as  coverage  exclusions. 
Incentives  that  reward  hospitals  and  physicians 
for  delivering  less  care  must  be  specified.  The 
liability  for  co-pays,  coinsurance,  and  other 
payments  must  be  clearly  indicated  and  there 
must  be  full  disclosure  by  the  plan  as  to  how  the 
premium  dollar  is  expended.  Of  great  impor- 
tance for  both  patients  and  physicians  is  the 
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provision  for  participating  physicians  to  have 
input  into  the  establishment  of  the  plan's  medi- 
cal care  policies  and  their  application  regarding 
coverage  and  utilization  review  criteria. 

The  standards  for  utilization  review  programs 
require  that  the  screening  criteria  must  be 
publicly  disclosed,  scientifically  valid,  and  de- 
veloped in  cooperation  with  physicians  and 
other  health  providers.  Only  a physician  in  the 
same  discipline  of  medicine  may  recommend 
denial  of  coverage  for  a service  recommended 
by  a treating  physician.  In  addition  the  review- 
ing physician  must  be  licensed  to  practice 
medicine  in  the  state  where  the  medical  service 
is  provided.  So  as  to  expedite  medical  care, 
prior  authorization  requests  must  be  answered 
within  two  business  days  and  in  the  event  of 
medical  necessity,  answered  by  telephone 
within  twenty-four  hours.  Prior  authorization 
for  true  emergency  medical  service  is  not  re- 
quired. 

In  view  of  the  long-standing  tradition  of 
Nebraska  physicians  being  patient  advocates,  it 
is  very  important  that  we  now  provide  strong 
support  for  the  AMA  Patient  Protection  Act. 
Direct  communication  with  our  congressional 
delegates  is  required  if  the  provisions  of  the 
Patient  Protection  Act  are  to  be  enacted.  When 
communicating  with  our  Senators  and  Repre- 
sentatives in  the  House,  the  following  points 
must  be  specified: 

1.  Patients  and  physicians  must  control  the 
care  patients  receive  - not  insurance  com- 
panies. 

2.  Patients  must  have  a choice  of  physicians 
and  health  plans  - HMO,  PPO,  and  tradi- 
tional indemnity  health  insurance. 

3.  Patients  must  receive  information  about 
the  benefits  and  exclusions  of  the  plan,  co- 
payments, and  prior  approval  require- 
ments. 

4.  No  physician  can  be  separated  from  the 
plan  for  providing  patients  with  the  care 
they  need. 

5.  Patients  who  choose  a plan  that  restricts 
access  to  physicians  must  be  allowed  to 
purchase  a point  of  service  option  to  see 
a physician  outside  of  the  plan. 

6.  Physicians  must  be  empowered  with  a 
strong  position  to  speak  in  behalf  of  their 
patients  and  to  make  medical  policy. 

7.  Practicing  physicians  must  have  an  essen- 
tial role  in  developing  criteria  and  other 
measures  to  insure  quality  patient  care. 


8.  Managed  care  plans  must  disclose  to  phy- 
sicians the  medical  personnel  who  are 
reviewing  their  work  and,  if  requested, 
disclose  the  reviewers  names  and  creden- 
tials. 

For  more  detailed  information  on  the  Patient 
Protection  Act,  recommended  reading  includes 
the  AMA  publication,  Advocacy  Initiative  - To 
Enhance  Patient  Choice  in  Health  Care,  June 
1994. 

A Tribute  to  Jerald  R.  Schenken,  M.D. 

While  health  system  reform  is  dominant  in 
the  thinking  of  our  practicing  physicians  today, 
we  must  not  forget  the  effort,  dedication,  com- 
mitment, and  resultant  contributions  that  Jerald 
R.  Schenken,  M.D.  made  to  organized  medi- 
cine in  behalf  of  all  physicians.  This  brief  tribute 
to  Dr.  Schenken  is  highly  warranted  for  the 
work  he  has  accomplished  in  the  many  facets  of 
his  professional  and  political  life  including  aca- 
demic activities,  specialty  society  activities, 
political  activities,  and  civic  activities. 

As  Dr.  Schenken  now  leaves  the  hierarchy  of 
leadership  within  the  American  Medical  Asso- 
ciation, recognition  of  his  efforts  within  and  for 
the  federation  must  never  be  forgotten. 

A focus  on  his  participant  roles  within  the 
components  of  the  Association  reveals  the  fol- 
lowing: 

1.  Member  of  Nebraska  Medical  Associa- 
tion House  of  Delegates,  1972-present. 

2.  Chairman  NMA  Commission  on  Govern- 
mental Affairs,  1976-1985. 

3.  Alternate  Delegate  to  the  AMA  House  of 
Delegates  from  the  College  of  American 
Pathologist,  1978-1985. 

4.  Member  AMA  Council  on  Legislation, 
1 981-1 985,  and  served  as  Chairman,  1 984- 
1985. 

5.  Witness  for  the  American  Medical  Asso- 
ciation on  numerous  occasions  before  the 
United  States  Senate  and  House  of  Repre- 
sentatives. 

6.  Member  of  the  Board  of  Trustees  Ameri- 
can Medical  Association,  1985-1994. 

7.  In  his  position  as  an  AMA  Trustee,  Dr. 
Schenken  became  intensely  involved  in 
the  activities  of  the  Board  of  Trustees 
through  membership  on  the  Finance  Com- 
mittee, 1 985-1 994;  Executive  Committee, 
1986-1991;  Committee  on  Organization 
and  Operation  of  the  Board,  1989-1991, 
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and  Chairman,  1 993-1 994;  Secretary/Trea- 
surer  of  the  Association,  1 990-1 99 1 ; and 
Nominating  Committee,  1991-1994. 

8.  Throughout  all  of  these  activities  Dr. 
Schenken  never  lost  intimate  contact  with 
his  constituency  in  Nebraska  as  reflected 
by  his  Presidency  of  the  Metropolitan 
Omaha  Medical  Society  in  1987  and  his 
continued  involvement  in  the  House  of 
Delegates  of  the  Nebraska  Medical  Asso- 
ciation. 

Now  that  Dr.  Schenken  has  completed  the 
maximum  tenure  of  office  within  the  AMA,  he 
is  returning  to  intensified  activity  in  his  profes- 
sional career  as  a pathologist  and  continued 
participation  in  the  activities  of  both  the  Metro- 
politan Omaha  Medical  Society  and  Nebraska 
Medical  Association. 

It  is  customary  at  the  annual  and  semi-annual 
meeting  of  the  American  Medical  Association 
House  of  Delegates  for  the  Nebraska  delega- 
tion to  gather  together  for  dinner  one  evening 
for  both  comradery,  and  to  discuss  important 
events  evolving  during  the  conduct  of  the  AMA 
House  of  Delegates  meeting.  During  the  last 
summer  dinner  on  June  1 3,  in  Chicago,  special 
recognition  was  given  to  Dr.  Schenken,  some  of 
which  was  humorous  but  most  paid  in  deep 
respect  and  gratitude.  By  far  the  most  impres- 
sive was  the  following: 


Tribute  to  Jerry  Schenken 

When  the  sun  is  high  and  the  grass  is  green  and 
the  wind  it  blows  offshore 

When  the  rumors  have  died  and  the  bubbles 
blown  and  the  music  is  no  more 

When  the  hand  of  him  that  has  shook  so  many, 
it  tired  and  in  need  of  sleep 

Tis  time  to  rendezvous  once  more  with  those 
whose  faith  we  keep. 

It's  not  how  many  votes  you've  got  or  the  races 
you  have  won 

It's  not  the  publicity  of  the  day  that  counts  when 
the  day  is  done 

But  the  satisfaction  that  one  feels  in  knowing  you 
served  well 

And  in  departing  have  no  regrets  as  far  as  you  can 
tell 

The  name  of  the  game  in  Nebraska  is  different  as 
you  well  know 

Your  word  is  your  bond  where  we  come  from, 
come  rain  or  sleet  or  snow 

The  political  game  is  harder  to  play  when  prin- 
ciple gets  in  your  way 

But  integrity  matters  more  to  us  than  ribbons  any 
day. 

So  here's  to  Jerry  Schenken,  a physician  who's 
made  us  all  proud 

Who  played  the  game  and  played  it  well,  as  well 
as  the  rules  allowed 

The  AMA's  loss  in  this  regard  will  be  felt  as  years 
go  by 

But  this  legacy  will  linger  on  in  those  who  con- 
tinue to  try. 

C.J.  Cornelius,  MD 


Jerry,  Welcome  Home! 
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LETTER  TO  THE  EDITOR 


PHILIPS.  METZ,  M.D. 

Chairman,  Board  of  Examiners  in  Medicine  and  Surgery 


Dear  Editor: 

The  recent  "Ask  A Lawyer"  publication  in  the 
Nebraska  Journal  regarding  the  disciplinary  pro- 
cess in  the  State  of  Nebraska  is  a quite  accurate 
and  very  helpful  explanation  of  the  disciplinary 
process.  I would  hope  that  the  physicians  of  the 
state  would  read  this  for  their  own  benefit  so 
they  would  be  able  to  advise  their  local  legisla- 
tors about  the  problems  of  the  disciplinary 
system. 

A careful  reading  of  this  article  will  show  that 
the  Board  of  Examiners  in  Medicine  and  Sur- 


gery really  has  very  little  input  into  the  whole 
process.  The  Board  of  Medical  Examiners  deals 
only  with  minimum  standards,  therefore,  the 
task  of  maintaining  a very  high  standard  of  care 
or  improving  the  standard  of  care  resides  with 
the  peer  review  organization  and  committees 
of  the  various  hospitals  of  the  state. 

Again,  I applaud  your  efforts  to  explain  a 
process  that  is  very  important  to  the  profes- 
sional life  of  the  physicians  of  Nebraska. 

Thank  You. 
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GUEST  EDITORIAL 


On  The  Importance  of  Cancer  Registries 

JOHN  H.  CASEY,  M.D. 

Lincoln,  Nebraska 


There  are  probably  few  functions  in  most 
hospitals  less  well  understood  than  cancer  reg- 
istries. Registries  are  viewed  both  by  the  medi- 
cal staff  and  most  other  hospital  personnel  as 
mysterious  places  where  a few  individuals  work 
diligently  accumulating  vast  amounts  of  data 
relating  to  patients  diagnosed  and  treated  for 
cancer.  Occasionally,  once  a year  if  the  registry 
is  accredited,  a report  complete  with  pie  and 
bar  graphs  is  issued,  usually  to  be  discarded 
after  a thirty  second  perusal. 

Why  should  this  be?  Is  the  cancer  registry  a 
futile  exercise  in  data  collection  or  can  it  really 
be  a significant  tool  in  the  management  of 
malignant  neoplasms?  I would  argue  strongly 
that  a cancer  registry  can  and  must  be  the 
cornerstone  of  any  cancer  management  pro- 
gram. With  the  mobility  of  patients  and  the 
polyspecialist  approach  to  medicine  so  com- 
mon today,  the  registry  remains  a central  focus 
for  following  the  progress  of  patients  diagnosed 
and  treated  in  the  hospital  setting.  The  regis- 
trars, who  are  a dedicated  lot  indeed,  go  to 
great  lengths  to  follow  patients  wherever  they 
might  be,  let  them  know  of  the  registry's  abiding 
interest  in  their  well-being,  inquire  as  to  their 
current  health  status  and  remind  them  to  visit 
their  physician  on  a regular  basis.  It  is  the  only 
hospital-based  system  that  I know  of  to  follow 
patients  on  such  a long-term  and  consistent 
basis. 

Why  then,  are  registries  often  underutilized? 
Part  of  the  problem,  I believe,  lies  in  the  diffi- 
culty of  compiling  data  either  manually  or  from 
computerized  systems  which  are  designed  pri- 
marily to  enter  data  rather  than  to  organize  and 
output  data  in  a user-friendly  fashion.  Many  of 
these  difficulties  are  being  overcome  with  newly 
developed  and  constantly  refined  "turn-key" 
software  systems  available  from  a variety  of 
vendors.  These  systems  have  the  ability  to 
generate  sophisticated  reports  almost  instantly. 
These  reports  can  be  exported  to  a variety  of 
analytical  systems  such  as  Harvard  Graphics  if 
desired.  These  systems  can  aid  individual  phy- 
sicians in  the  management  of  their  patients  as 


well  as  provide  a look  at  overall  cancer  manage- 
ment in  a community.  For  the  first  time,  practic- 
ing physicians  may  begin  to  see  the  remarkable 
utility  of  the  data  collecting  and  analyzing  abil- 
ity of  their  cancer  registry.  For  the  first  time, 
current  data  becomes  useful  on  an  ongoing 
basis,  not  just  for  the  "annual  report".  Monthly 
cancer  conferences  just  might  become  interest- 
ing to  physicians  other  than  pathologists.  Reg- 
istry data  might  actually  affect  patient  manage- 
ment. Were  this  to  be  achieved,  the  time  and 
expense  of  maintaining  cancer  registries  would 
become  worthwhile  as  a tool  in  quality  patient 
care. 

Before  leaving  my  soapbox,  I believe  a word 
about  our  Nebraska  Cancer  Registry  is  in  order. 
Since  mandated  by  the  Nebraska  legislature, 
the  Nebraska  Medical  Association  and  the 
Nebraska  Medical  Foundation  have  played  a 
major  role  in  the  formation  of  the  state  registry 
and  continues  to  be  very  actively  involved  in 
working  with  the  Nebraska  Department  of 
Health  in  maintaining  the  high  quality  of  data 
collection.  I do  not  believe  that  it  is  an  exaggera- 
tion to  state  that  the  Nebraska  Cancer  Registry 
is  one  of  the  finest  and  most  complete  in  the 
United  States.  Not  only  does  the  Registry  col- 
lect data  submitted  by  hospitals,  but,  working 
with  pathologists,  also  collects  data  throughout 
the  state  on  newly  diagnosed  cases  which  may 
not  necessarily  be  treated  in  a hospital  setting, 
i.e.  prostatic  cancer  and  malignant  melanoma 
of  skin  to  name  a few.  The  registry  also  main- 
tains reciprocal  agreements  with  adjoining  states 
to  track  patients  who  might  be  diagnosed  in 
those  states.  As  in  may  areas,  when  Nebraska 
does  something,  Nebraska  does  it  right! 

As  the  Nebraska  Cancer  Registry  is  in  its  early 
childhood,  we  are  only  now  beginning  to  accu- 
mulate enough  cases  to  make  the  data  mean- 
ingful in  terms  of  comparisons  with  national 
data  bases,  such  as  the  SEER  data  base,  and  to 
compare  different  regions  of  the  state  as  to 
incidence  and  death  rates  for  specific  cancers. 
Even  though  this  is  a young  registry,  it  has  been 
invaluable  in  the  investigation  of  suspected 
"cancer  clusters"  within  the  state. 


August  1994  Nebraska  Medical  Journal  289 


Can  one  make  an  argument  for  the  Nebraska 
Cancer  Registry  on  economic  grounds  alone? 
The  answer  is  a resounding  YES!  I can  attest  to 
the  fact  that  the  Nebraska  Department  of  Health 
and  university  - based  Nebraska  researchers 
have  been  able  to  obtain  multimillion  dollar 
grants  which  may  not  have  been  unattainable 
had  the  state  not  had  a population-based  can- 
cer registry.  This  is  money  that  would  have  gone 
to  other  states  had  this  registry  not  been  in 
existence.  Are  there  many  other  state  programs 
which  can  claim  the  same?  This  phenomenon 
needs  emphasis  since,  with  the  turnover  in  state 
legislators  and  recurring  budget  "crises",  the 
registry  becomes  an  easy  target  in  budget  re- 
duction. Although  I do  not  claim  to  have  exact 
figures,  the  multiplier  effect  may  be  as  much  as 
1 0X! 

Finally,  Nebraska  physicians  and  hospitals 
deserve  much  credit  for  the  success  of  the 
Nebraska  Cancer  Registry.  Without  the  support 
of  these  institutions  and  individuals,  as  well  as 
the  Nebraska  Medical  Association,  this  registry 
would  not  be  what  it  is  today.  With  all  of  the 
physician  and  hospital  "bashing"  in  the  press, 
stories  such  as  this  remain,  sadly,  untold.  The 
story  of  the  Nebraska  Cancer  Registry  is  a 
model  of  cooperation  of  the  private  and  public 
sector  working  together  for  the  benefit  of  the 
populace. 


I urge  all  readers  to  obtain  a copy  of  the  most 
recent  Nebraska  State  Cancer  Registry  statistics 
which  is  available  from  your  local  hospital  or  the 
Health  Department  or  the  Nebraska  Medical 
Association.  Believe  it  or  not,  this  makes  for 
some  interesting  reading.  You  might  be  inter- 
ested, for  example,  in  the  difference  in  inci- 
dence and  death  rates  between  Lancaster  and 
Douglas  counties  of  certain  types  of  cancers. 
The  Department  of  Health  and  their  excellent 
Registry  and  Statistics  staffs  have  put  together  a 
very  readable  and  informative  document  from 
the  data  that  you  have  helped  to  submit. 

Finally,  I must  take  this  opportunity  to  recog- 
nize and  to  thank  Dr.  William  Karrer  who  has 
labored  tirelessly,  on  behalf  of  the  Nebraska 
Medical  Association  and  the  American  College 
of  Surgeons,  to  develop  and  to  maintain  local 
registries  and  cancer  control  programs  through- 
out the  state.  Bill  keeps  all  of  us  involved  in 
registry  activities  on  our  toes,  and  serves  an 
inspiration  to  push  forward  and,  in  a very  real 
way,  to  expand  the  frontiers  of  cancer  control. 

Let  each  of  us  take  a new  interest  in  our 
cancer  registries,  both  on  a local  and  state  level, 
and  use  the  information  generated  by  these 
registries  in  the  care  of  our  patients  with  cancer. 
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GUEST  EDITORIAL 


Mail  Order  Pharmacy  - An  Emerging  Dilemma 

J.  BOMAN  BASTANI,  M.D. 

Diplomate,  American  Board  of  Psychiatry  and  Neurology 
Diplomate,  Administrative  Psychiatry,  Diplomate,  American  Board  of  Forensic  Psychiatry 
Lincoln,  NE  68506 


The  prescription  refill  mailed  to  the  offices  of 
physicians  by  the  central  mailing  houses  has 
been  a boon  for  the  pharmaceutical  industry. 
The  cost-savings  realized  by  these  large  scale 
dispensation  of  prescriptions  implies  competi- 
tive prices  for  patients.  This  mailing  does  re- 
quire dispensation  of  substantial  amounts  of 
prescription  medications  to  the  patients  with  a 
ninety  day  minimum  and  multiple  refills.  Im- 
plied in  this  service  is  the  belief  that  patient's 
compliance  will  increase  as  the  medications  are 
now  affordable.  By  having  enough  time  to  call 
in  for  refills,  they  are  assured  of  future  medica- 
tion availability.  This  service  has  been  beneficial 
to  those  patients  who  suffer  from  chronic  ill- 
ness. 

The  third  party  payors  are  able  to  further 
discount  these  prescriptions  by  requiring  a nomi- 
nal fee  per  prescription  from  their  subscribers. 
With  this  well  intentioned  proposal  comes  in- 
creasing responsibility  being  placed  on  the 
physician.  The  presence  of  large  amounts  of 
medications  in  the  household  at  any  given  time 
carries  with  it  concern  of  misuse  or  abuse. 
Analgesics  and  tranquilizers  are  two  groups 
with  strong  potential  for  abuse. 

The  elderly  who  as  a group  have  multiple 
system  illnesses  are  benefited  by  these  mail-in 
prescription  savings.  Unfortunately,  they  do 
not  have  the  neighborhood  pharmacist  to  check 
as  far  as  side-effects  or  drug/drug  interactions. 
The  American  Association  of  Retired  Personnel 
encourages  their  members  to  subscribe  to  their 
mail  order  pharmacy  as  part  of  the  offered 
benefits.  The  presence  in  the  home  of  large 
amounts  of  discontinued  medications  is  cause 
for  concern  as  to  the  drug/drug  interaction 
when  a patient  decides  to  restart  medication 
without  their  physician's  knowledge.  The  lack 
of  supervision  for  renewal  of  medication  in  turn 
poses  a unique  problem.  A standard  format  is  a 
renewal  prescription  form  mailed  by  these  bulk 


prescription  houses  to  the  patient  or  physician's 
office  for  renewals.  These  renewals  (up  to  eigh- 
teen months)  are  in  a language  open  for  misin- 
terpretation. 

This  editorial  was  a result  of  such  an  event.  A 
prescription  prepared  by  the  bulk  order  mail-in 
firm  and  mailed  to  the  patient  was  signed  and 
almost  mailed.  Closer  study  of  the  prescription 
revealed  that  "unless  otherwise  notified",  this 
prescription  would  be  good  for  eighteen  months. 

The  bulk  mail  order  firm  is  an  outgrowth  of 
the  search  to  rein  in  the  escalating  medical  cost. 
However,  this  is  not  a new  concept  since  the 
Veteran's  Administration  had  initiated  this  over 
two  decades  ago  for  their  Service-connected 
veterans  who  were  cared  for  locally  in  their 
communities.  These  prescription  refills  were  for 
thirty  days  and  good  for  six  months,  requiring 
reevaluation  by  their  treating  physician.  The 
eighteen  month  unsupervised  prescription  for 
ninety  day  medications  is  a new  concept  which 
has  used  cost  control  as  its  rationale.  Studies  to 
evaluate  the  cost  and  benefit  to  the  patient  is 
worth  considering.  The  hidden  cost  of  lives  lost 
resulting  from  overdosage,  expenses  from  treat- 
ing avoidable  side-effects,  toxicity  resulting  in 
hospitalization,  professional  liability  from  unsu- 
pervised prescription,  and  wastage  of  medica- 
tions being  prematurely  discontinued  due  to 
the  unpredictable  course  of  illness  add  up  to  a 
sizeable  cost.  This  cost  is  ultimately  borne  by 
patients  and  their  families. 

As  with  the  practice  of  medicine,  a large 
number  of  patients  will  benefit  from  the  cost 
saving  measures  provided  by  this  method.  It  is 
unknown  what  proportion  of  patients,  who 
though  initially  helped,  will  suffer  from  the  risks 
inherent  in  these  bulk  order  mail-ins.  It  is  time 
for  a thoughtful  debate  on  this  subject.  A study 
conducted  by  an  independent  institution  such 
as  the  Nebraska  School  of  Pharmacy  will  shed 
a welcome  light  on  this  growing  phenomenon. 
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INTRODUCTION 

HEART  failure  is  a common  grow- 
ingand  malignanthealth  prob- 
lem. Three  million  Americans 
have  heart  failure  and  400,000 
additional  patients  develop  heart  failure  each 
year.1  Heart  failure  remains  a lethal  condition 
with  median  survival  of  1.7  years  in  males  and 
3.2  years  in  females.2  Heart  failure  has  become 
the  most  common  hospital  in-patient  DRG  for 
patients  greater  than  65  years  of  age.  720,000 
patients  were  hospitalized  with  congestive  heart 
failure  in  1990  at  a cost  of  8.9  billion  dollars.2 

Standard  medical  therapy  for  congestive  heart 
failure  has  included  exercise  and  sodium  re- 
striction, diuretics  and  digoxin.  It  is  now  clear 
that  this  treatment  is  not  optimal  or  even  ad- 
equate for  most  patients.  Vasodilators  have 
become  the  mainstay  of  heart  failure  treatment. 
Several  experimental  drugs  including 
vesnarinone,  carvedilol  and  bucindalol  will  prob- 
ably have  significant  impact  on  this  condition  in 
the  future. 

The  etiology  of  heart  failure,  especially 
ischemia,  should  be  corrected  whenever  pos- 
sible. Mechanical  support  with  intra-aortic  bal- 
loon pump  or  cardiac  assist  device  may  be 
helpful  in  some  patients,  but  usually  it  is  a bridge 
to  transplantation  or  revascularization.  Cardiac 
transplantation  is  the  treatment  of  choice  for 
suitable  patients  with  heart  failure. 

We  present  an  overview  of  the  new  ad- 
vances in  the  treatment  of  congestive  heart 
failure.  These  advances  will  have  a significant 
positive  impact  on  longevity  and  quality  of  life 
in  patients  with  congestive  heart  failure. 

PATHOPHYSIOLOGY: 

Understanding  pathophysiology  of  heart  fail- 
ure leads  to  understanding  treatment.  Heart 
failure  may  be  due  to  systolic  or  less  commonly 
diastolic  left  ventricular  dysfunction. 
Echocardiography,  Doppler  and  nuclear  stud- 
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ies  allow  differentiation.  This  discussion  will 
concern  systolic  dysfunction  but  if  systolic  func- 
tion is  normal  in  patients  with  heart  failure, 
diastolic  dysfunction  should  be  considered. 

Left  ventricular  dysfunction  precipitates  a 
series  of  compensatory  mechanisms  (Fig.  1). 
Most  of  these  mechanisms  are  counterproduc- 
tive in  heart  failure.3  The  renin  angiotensin 
system  and  sympathetic  nervous  system  are 
activated  in  heart  failure. 

FIGURE  I 

Pathophysiologic  cascade  of  heart  failure  - illustrating  the 

interaction  of  compensatory  mechanisms  in  heart  failure. 

Na  = Sodium 

SVR  = Systemic  vascular  resistance 


Left  Ventricular  Dysfunction 


Decreased  cardiac  output  results  in  decreased 
renal  blood  flow  and  the  release  of  renin,  which 
is  converted  to  angiotensin  I and  then  angio- 
tensin II.  Angiotensin  II  is  harmful  in  heart  failure 
because  it  causes:  1 ) direct  vasoconstriction,  2) 
increase  in  sympathetic  outflow,  3)  increased 
production  of  aldosterone  with  sodium  and 
water  retention.4  Theoretically  ACE  inhibitors 
should  benefit  heart  failure  patients  and  this  is 
the  case. 

The  sympathetic  nervous  system  exerts  harm- 
ful effect  in  heart  failure  by  several  mechanisms. 
The  sympathetic  nervous  system  induced 
tachycardia  is  probably  detrimental.  The  cat- 
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echolamines  can  be  arrhythmogenic.4  Increased 
catecholamines  correlate  with  poor  prognosis5 
and  animal  studies  have  shown  myocyte  necro- 
sis secondary  to  catecholamines.6  A direct  toxic 
effect  in  humans  may  exist.  Beta  blockers  should 
be  helpful  in  patients  with  heart  failure  and 
supporting  evidence  exists  and  will  be  dis- 
cussed. 

Understanding  the  pathophysiology  of  heart 
failure  is  mandatory  to  understand  current 
therapy.  Blunting  of  the  counterproductive  com- 
pensatory mechanisms  discussed  here  have 
become  the  mainstay  of  treatment. 

NEW  TREATMENTS  OF  HEART  FAILURE 

Conventional  treatment  including  exercise 
sodium  restriction  and  diuretics  continues  to 
have  a role  in  the  treatment  of  heart  failure. 
Although  there  has  been  some  controversy  it  is 
now  clear  that  digoxin  continues  to  have  an 
important  place  in  the  treatment  of  heart  fail- 
ure. However  we  will  concentrate  on  the  new 
advances. 

VASODILATORS: 

Vasodilators  have  become  the  mainstay  of 
the  treatment  of  congestive  heart  failure.  In 
1986  the  Veterans  Administration  Vasodilator 
Heart  Failure  Trial  (V-Heft  I)  showed  hydralazine 
and  Isordil  combination  improved  survival  in 
patients  with  congestive  heart  failure.7  Since 
that  time  ACE  inhibitors  (captopril,  enalapril, 
lisinopril  and  ramipril)  have  established  a piv- 
otal role  in  the  treatment  of  heart  failure.  Mul- 
tiple trials  have  shown  improved  survival  in 
patients  receiving  ACE  inhibitors.8-13  (Fig.  2) 

FIGURE  II 

Trials  of  ACE  Inhibitors  in  CHF 

Improved 

Trial  Drugs  Survival 

Consensus  Enalapril  vs.  Placebo  Enalapril 

V-HEFT-II  Enalapril  vs.  Hydralazine/lsordil  Enalapril 

SOLVD  Treatment  Enalapril  vs.  Placebo  Enalapril 

Summary  of  trials  angiotensin  converting  enzyme  inhibitors  in 
congestive  heart  failure  (CHF). 

Prophylactic  ACE  inhibition  is  more  contro- 
versial. The  SAVE  (Survival  and  Ventricular  En- 
largement) Trial  evaluated  captopril  vs.  placebo 
in  patients  with  left  ventricular  dysfunction  (ejec- 
tion fraction  less  than  40  percent),  but  no  heart 
failure. ^Patients  randomly  assigned  to  captopril 
had  a 19  percent  reduction  in  mortality.  The 
SOLVD  (Study  of  Left  Ventricular  Dysfunction) 
Prevention  Trial  was  a similar  study.11  There  was 


no  mortality  benefit  for  enalapril  but  hospital- 
izations for  congestive  heart  failure  were  re- 
duced. 

Prophylactic  ACE  inhibitor  treatment  for  post 
myocardial  infarction  patients  with  congestive 
heart  failure  or  left  ventricular  dysfunction  re- 
mains unsettled.  Consensus  II  trial  also  showed 
no  mortality  benefit,13  but  the  ISIS  IV and  GISSI 
III  trials  reported  at  the  American  Heart  Associa- 
tion meetings  but  not  yet  published  appear  to 
show  benefit.  The  AIRE  (Acute  Infarction 
Ramipril  Evaluation)  Trail  showed  patients  with 
acute  myocardial  infarction  and  even  transient 
heart  failure  with  ejection  fractions  greater  than 
40  percent  had  improved  survival  with  ACE 
inhibitors.  In  our  opinion  these  studies  support 
early  prophylactic  use  of  ACE  inhibitors  in  pa- 
tients with  left  ventricular  dysfunction  even  if 
asymptomatic. 

In  summary  we  feel  ACE  inhibitors  should  be 
given  to  all  patients  with  congestive  heart  fail- 
ure and  systolic  dysfunction,  unless  the  patient 
has  intolerance  of  the  drug  (usually  renal  insuf- 
ficiency or  cough).  In  these  patients  hydralazine 
and  nitroglycerin  combination  should  be  used. 
Although  the  issue  is  in  evolution,  we  favor  ACE 
inhibitors  for  patients  with  ejection  fractions 
less  than  40  percent  even  if  they  are  asymptomatic. 

BETA  BLOCKERS 

The  scientific  rationale  for  the  use  of  beta 
blockers  in  patients  with  heart  failure  has  been 
known  for  years.14  However,  patient  treatment 
data  is  now  becoming  available.  The  original 
paper  by  Swedberg  et  al  demonstrating  im- 
proved survival  in  heart  failure  patients  treated 
with  beta  blockers  was  not  followed  up  until 
recently.15  The  BHAT  (Beta  Blocker  Heart  At- 
tack Trial)  showed  47  percent  reduction  in 
mortality  in  beta  blocker  treated  patients  with 
heart  failure16  and  the  Norwegian  Beta  Blocker 
Trial  also  supported  this  concept.17  Survival  in 
heart  failure  patients  treated  with  beta  blockers 
is  currently  being  evaluated  by  several  studies 
including  the  metoprolol  in  dilated  cardio- 
myopathy trial.  Bucindalol18  and  carvedilol192021 
are  well  tolerated  and  improve  hemodyamics. 
Beta  blockers  with  intrinsic  sympathomimetic 
activity  may  not  be  beneficial  in  heart  failure. 
Beta  blockers  must  be  started  very  slowly.  For 
example,  we  start  metoprolol  with  6.25  milli- 
grams daily  and  advanced  to  25  milligrams 
b.i.d.  over  approximately  two  months.  It  is  likely 
but  unproven  that  these  drugs  will  improve 
survival.  We  have  significant  experience  with 
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carvedilol  and  find  it  well  tolerated,  and  we  are 
optimistic  about  its  future  use  in  heart  failure. 

NEW  INOTROPIC  AGENTS 

The  search  for  an  oral  inotropic  agent  has 
been  frustrating.  The  concept  of  left  ventricular 
contractility  augmentation  with  inotropic  agents 
is  controversial.22  Milrinone,  a phosphodi- 
esterase inhibitor  increases  mortality  and  most 
of  this  excess  mortality  was  sudden  and  prob- 
ably arrhythmic.23  Enoximone  is  also  a phos- 
phodiesterase inhibitor  with  similar  results.  We 
reserved  this  drug  for  desperate  situations  (life 
isn't  worth  living  as  it  is  and  no  other  measures 
are  available).  However,  patients  with  AlCD's 
(implantable  defibrillator)  may  be  protected 
against  this  arrhythmic  death  and  may  also  be 
candidates  for  this  drug.  Pimobendan,  a phos- 
phodiesterase inhibitor  under  investigation 
improves  exercise  tolerance  and  heart  failure 
symptoms  but  the  effects  on  mortality  are  not 
known.24 

Vesnarinone  (OPC-8212)  a quinalone  de- 
rivative and  weak  phosphodiesterase  inhibitor 
increases  myocardial  contractility  without  in- 
creasing heart  rate  or  oxygen  consumption. 
Vesnarinone  improves  exercise  capacity  and 
hemodynamics.  This  drug  is  unique  among 
inotropic  agents  in  that  at  60  mg.  daily  it  im- 
proves mortality  (62  percent  improvement).25 
We  have  extensive  experience  using  this  drug 
and  have  been  impressed  with  the  improve- 
ment in  symptoms  and  signs  of  congestive 
heart  failure  in  treated  patients.  We  believe  this 
drug  will  have  an  important  role  in  the  future 
treatment  of  heart  failure. 

Dobutamine  is  an  effective  intravenous  IV 
inotropic  agent.  This  drug  is  used  primarily  in 
hospitalized  monitored  patients.  Intermittent 
infusion  (72  hours)  can  cause  sustained  im- 
provement for  up  to  four  weeks.26  Many  doc- 
tors now  use  intermittent  in-hospital  infusions 
("dobutamine  holiday").  Others  have  advocated 
home  continuous  dobutamine  infusion.27  This 
technique  is  associated  with  some  risk  of  infec- 
tion but  its  lack  of  acceptance  is  based  largely 
on  a fear  of  arrhythmia  and  sudden  death.  The 
only  placebo  controlled  trial  of  home 
dobutamine  was  terminated  early  because  of 
increased  mortality  in  the  dobutamine  treat- 
ment group.28  We  have  found  very  limited  use 
for  this  technique. 

ANT'COAGULATION  IN  CONGESTIVE 
HEART  FAILURE 

Thromboembolic  events  both  arterial  and 
venous  are  frequent  complications  of  heart 


failure.  Sixty  percent  of  patients  with  dilated 
cardiomyopathy  have  thromboemboli 
necropsy:  51%  have  pulmonary  embolus,  16% 
have  arterial  emboli  and  33%  have  both.29 

The  propyhylactic  use  of  anticoagulation  in 
patients  with  heart  failure  has  not  been  studied, 
but  we  feel  prophylactic  low  dose  anticoagula- 
tion (INR  approximately  1.5)  is  indicated  in 
patients  with  severe  left  ventricular  dysfunc- 
tion, especially  if  a large  aneurysm  is  present. 
However  the  risk  benefit  ratio  needs  to  be 
considered  in  each  individual  patient. 

Standard  indications  for  anticoagulation,  i.e., 
atrial  fibrillation,  prosthetic  heart  valves  and 
deep  venous  thrombosis  should  be  observed. 
(See  Fig.  3). 

FIGURE  III 

Indications  of  Anticoagulation  in  CHF 

Atrial  Fibrillation 
Prosthetic  Heart  Valve 
History  of  DVT  or  PE 
Systemic  Embolization 
EF  < 30% 

EF  30-40%  with  large  LV  Aneurysms 

Summary  of  the  indication  for  anticoagulation  in  conges- 
tive heart  failure  (CHF). 

DVT  = deep  venous  thrombosis 
EF  = ejection  fraction 
PE  = pulmonary  embolus 


SURGERY  FOR  HEART  FAILURE 

Revascularization  has  above  average  risk  in 
patients  with  severe  left  ventricular  dysfunc- 
tion.30'31 Coronary  artery  bypass  graft  surgery 
appears  to  improve  survival  in  patients  with 
coronary  artery  disease  and  severe  left  ventricu- 
lar dysfunction.30-32'33  In  addition,  CHF  class  and 
qualify  of  life  are  also  improved.31  The  patient 
selection  is  key  in  our  opinion.  Using  the  algo- 
rithm described  in  (Figure  4)  we  have  been 
successful  in  revascularization  for  left  ventricu- 
lar dysfunction.  In  the  last  eight  months  we  have 
done  coronary  bypass  graft  surgery  on  54  pa- 
tients with  ejection  fraction  less  than  35  per- 
cent. All  patients  survived  surgery  and  many 
have  improved  left  ventricular  function  (unpub- 
lished observation).  The  key  to  success  is  case 
selection,  specifically  using  thallium  to  define 
myocardial  viability.  We  believe  the  first  step  in 
the  treatment  of  congestive  heart  failure  is  to 
correct  ischemia  if  possible. 

CARDIAC  ASSIST  DEVICES 

Cardiac  assist  devices  may  be  divided  into 
two  categories.  They  may  be  used  as  a Me- 
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FIGURE  IV 


| Patient  with  LV  Dysfunction] 


Coronary  Angiogram 


Bypassable . 


Not  Bypassable 


Thallium  or  PET  Scan 
for  viability 


Large  Area  Viable 

1 

CABG 


Small  Area  Viable 


CABG  or  Medical  Tx 


Medical  Tx 


No  Viabilty 
1 

Medical  Tx 


Diagram  of  the  decision  process  in  the  evaluation  and 
treatment  of  patients  with  LV  dysfunction. 

CABG  = Coronary  artery  bypass  graft  surgery 
Med  Tx  = Medical  treatment 


chanical  bridge  to  buy  time  allowing  recovery 
of  the  heart  following  heart  surgery,  massive 
myocardial  infarction  or  acute  myocarditis.  They 
also  allow  stabilization  in  patients  refractory  to 
medical  management  awaiting  heart  transplan- 
tation. Second,  these  devices  may  be  used  as 
permanent  implantable  devices.  These  devices 
provide  Left  (LVAD),  Right  (RVAD)  or 
Biventricular  (BIVAD)  assistance.  The  intra-aor- 
tic  balloon  pump  and  Abiomed  are  available  for 
routine  use,  the  other  devices  are  experimental. 
Assist  devices  are  grouped  and  shown  in  Figure  5. 

CARDIAC  TRANSPLANTATION 

Cardiac  transplantation  has  assumed  an  im- 
portant role  in  the  treatment  of  heart  failure 
patients.  We  reviewed  cardiac  transplantation 
in  detail  recently  in  this  journal.34  Survival  as 
well  as  quality  of  life  is  substantially  better  in 
patients  treated  with  heart  transplantation  than 
in  those  treated  medically.  Our  transplant  pa- 
tients have  had  survival  of  92  percent  at  one 
year  and  76  percent  at  four  years.34  The  short- 
age of  donor  organs  limits  the  procedure  to 
only  the  most  severely  afflicted  patients.  Ne- 
braska Organ  Retrieval  (NORS)  which  supplies 
virtually  all  the  donor  hearts  to  Nebraska  pro- 
grams reports  1 4 available  organs  per  year  the 
last  eight  years.  Although  heart  transplantation 
may  be  the  best  treatment,  medical  therapy 
must  be  optimized  to  save  these  organs  for 
those  most  in  need  (i.e.  those  with  high  mortal- 
ity or  symptoms  refractory  to  medical  therapy). 


FIGURE  V 

Mechanical  Cardiac  Assist  Devices 

I.  Centifugal  Pump 

a.  Biomedicus,  Centrimed 

II.  Heterotopic  Assist  Devices 

a.  Paracorporeal 

Symbion,  Thoratec,  Sarns,  Abiomed 

b.  LVAD 

Novacor,  Heart-Mate 

III.  Orthotopic  Assist  Devices  (Total  Artifical  Heart) 
a.  Liotta,  Akutsu,  Phoenix,  Penn  State,  Berlin, 

Unger  Ellypsoid,  Jarvik-7 

IV.  Nimbus  Pump 

Summary  of  mechanical  cardiac  assist  devices. 

LVAD  = Left  ventricular  assist  device 


FIGURE  VI 


0 12  3 4 

NYHA  CHF  Classification 


* Used  in  all  patients  with  Left  Ventricular  Dysfunction 
**  Diuretics  are  used  for  correction  of  volume  overload 
***  Experimental,  but  we  believe  these  drugs  will  be 
used  in  the  future.  We  are  currently  using  this  drug 
on  an  experimental  protocol. 

Algorithm  showing  what  we  believe  is  the  best  approach 
to  congestive  heart  failure  now  and  in  the  future. 

ACEI  = Angiotensin  converting  enzyme  inhibitor 

BB  = Beta  Blocker 

Doubta=  Intravenous  Dobutamine 


TREATMENT  OF  VENTRICULAR 
ARRHYTHMIA  IN  HEART  FAILURE 

Ventricular  arrhythmias  account  for  nearly 
one  half  of  the  deaths  in  congestive  heart  failure 
patients.36  Spontaneous  arrhythmias  are  com- 
mon and  correlate  with  mortality.37  Unfortu- 
nately suppression  of  arrhythmias  with  drugs 
has  not  improved  survival.  We  believe  tailored 
treatments  specific  to  the  patient  may  be  ad- 
vantageous. Beta  blockers  are  the  only  drug 
that  should  be  used  empirically.  Beta  blockers 
decrease  mortality  (see  discussion  of  beta 
blockers).  Calcium  blockers  are  not  helpful  and 
probably  harmful.  Class  III  agents  (sotalol  and 
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amiodarone)  are  probably  the  most  effective 
agents  but  should  be  used  in  a directed  fashion 
(either  electrophysiology  study  or  Holter  di- 
rected).38 We  believe  the  key  to  this  problem  is 
correctly  identifying  patients  at  risk  and  treating 
only  those  patients  with  treatment  that  is  proven 
effective.  Patients  with  sustained  ventricular 
tachycardia,  ventricular  fibrillation,  and  syn- 
cope with  inducible  ventricular  tachycardia 
should  be  treated.  Patients  with  coronary  artery 
disease  who  have  ejection  fractions  less  than  40 
percent  and  spontaneous  nonsustained  ven- 
tricular tachycardia,  who  are  inducible  into 
ventricular  tachycardia  at  EPS  study,  have  a 
high  mortality.38  Treatment  of  these  patients  is 
more  controversial  and  is  currently  being  evalu- 
ated in  multiple  trials.  Until  this  data  is  available 
we  treat  these  patients  for  EPS  suppression. 
Treatment  should  be  proven  effective  with  EPS 
study  or  serial  Holter  technique.  The  automatic 
implantable  cardioverter  defibrillator  can  be 
used  in  use  of  drug  failure. 

The  use  of  antiarrhythmic  drugs  in  the  setting 
of  heart  failure  carries  special  hazard.  Aggrava- 
tion of  arrhythmias  (proarrhythmia)  is  more 
common  in  patients  with  LV  dysfunction.  These 
proarrhythmias  can  be  fatal.  Mostantiarrhythmic 
agents  can  depress  left  ventricular  function  and 
worsen  heart  failure.  Altered  pharmacodynamics 
result  in  increased  side  effects  in  heart  failure 
patients.39 

The  comprehensive  treatment  of  heart  fail- 
ure patients  requires  evaluation  of  the  arrhythmia 
including  identification  of  patients  at  risk  for 
sudden  death  and  treatment  with  therapy  that 
is  effective.  Correction  of  the  hemodynamic 
and  symptomatic  abnormalities  of  heart  failure 
can  be  wasted  if  the  patient  suffers  ventricular 
fibrillation. 

CONCLUSION 

In  summary,  heart  failure  is  a growing  and 
common  health  problem.  Treatment  has 
changed  significantly  recently.  We  have  re- 
viewed these  advances.  They  are  summarized 
in  Figure  6.  The  principles  of  heart  failure  treat- 
ment are: 

1)  Correct  the  correctable  (e.g.  ischemia). 

2)  ACE  inhibitors  are  the  mainstay  of  therapy. 

3)  Beta  blockers  and  vesnarinone  will  prob- 
ably have  a significant  role  in  the  treat- 
ment of  heart  failure. 

4)  Heart  transplantation  is  the  treatment  of 
choice  in  acceptable  patients  but  organ 
shortage  limits  availability. 


Application  of  these  principles  and  optimiza- 
tion of  medical  therapy  can  be  difficult  but  will 
result  in  improved  patient  outcome. 
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PHYSICIAN  PROFILING  will  likely 
garner  increasing  attention  as 
mounting  pressures  concern- 
ing the  cost  and  quality  of  healthcare  in  the 
country  continue  to  spark  flames  of  reform  pro- 
posals which  may  in  time  engulf  America's  extant 
system  of  healthcare.  This  nascent  form  of  physi- 
cian oversight  broadly  focuses  on  patterns  of 
care,  and  the  tentacles  of  its  manifold  applica- 
tions extend  already  to  far-flung  activities,  en- 
compassing quality  improvement,  cost  control, 
utilization  review,  and  evaluation  of  provider 
competence.  The  waxing  uses  of  physician  pro- 
filing are  being  fueled  partly  by  the  rapidly- 
growing  availability  of  pertinent  data,  including 
information-laden,  third-party  databases  gleaned 
from  billing-related  documents.1  Yet,  a strong 
dose  of  prudence  is  in  order  in  light  of  growing 
concerns  of  diverse  nature,  reaching  to  the  qual- 
ity of  the  practice  profiles,  the  appropriateness  of 
some  of  their  uses,  and,  also,  with  respect  to  the 
propriety  of  disclosures  of  data  ensconced  in 
profiles.2 

The  term  "physician  profiling"  has  generic, 
rather  than  any  specific,  meaning,  and  refers 
generally  to  the  collection,  analysis  and  use  of 
data  associated  with  provider  practice  patterns. 
As  a concept,  this  new  tool  for  physician  over- 
sight is  noteworthy  for  its  particular  emphasis  on 
patterns  of  care,  in  place  of  specific  clinical 
decisions.3  Data  are  gleaned  from  databases, 
including  those  of  proprietary,  local  and  national 
origin,  and  these  data,  in  turn,  are  used  to  etch  a 
provider's  pattern  of  practice.  The  practice  pat- 
tern of  the  profiled  provider,  which  may  be  an 
individual  practitioner,  a group  of  doctors,  or 
even  some  healthcare  entity  such  as  a hospital,  is 
expressed  as  a rate.  The  "rate"  is  some  measure 
of  utilization  or  outcome  during  a specific  time 
frame  for  the  patient  population  under  the  care  of 
the  pertinent  provider.2  The  utilization  or  out- 
come rate  for  a particular  provider  can  then  be 
compared  with  a "norm",  which  may  be  a rate 
extracted  from  the  practice  patterns  of  other 
similar  providers,  or  else  based  on  some  ac- 
cepted practice  guideline. 


The  epidemiologic  technique  of  profiling,  at 
least  theoretically,  offers  a broad  spectrum  of 
potential  applications.  Information  culled  from 
the  use  of  this  analytic  tool  may  potentially 
enable  purchasers,  consumers,  regulators  and 
policymakers  to  make  useful,  valid  comparisons 
of  providers  with  respect  to  such  vital  dimen- 
sions as  cost,  utilization  and  the  quality  of  care.4 
Especially  if  used  discreetly,  information  emanat- 
ing from  profiling  may  be  of  value  in  assessing 
provider  performance  and  revealing  extant  prob- 
lems adversely  impacting  the  quality  of  care. 
Although  some  practitioners  may  tend  to  look 
askance  at  what  may  be  judged  yet  another 
cudgel  of  onerous, scrutiny,  it  should  be  borne  in 
mind  that  profiling  may  have  value  in  reducing 
aberrant  practices,  including  overutilization  and 
underutilization  of  services,  in  a relatively  unob- 
trusive manner.  It  may  further  have  utility  extend- 
ing to  the  realms  of  granting  clinical  privileges, 
and  with  respect  to  certification  and  recertifica- 
tion of  physicians.1  Profiles,  indeed,  have  already 
been  developed,  broadly  intended  to  assist  with: 
provider  education;  physician  selection;  physi- 
cian compensation;  and  identification  of  market- 
ing opportunities  for  providers.5  Ultimately,  pro- 
filing may  have  educational  as  well  as  practical 
economic  value  possibly  leading  to  overall  im- 
provement in  the  quality  of  care  while  concomi- 
tantly achieving  cost-consciousness.2'6 

Regardless  of  whether  one  is  sanguine  or  dour 
about  the  future  prospects  of  profiling,  the  fact 
remains  that  momentum  certainly  seems  to  be 
growing  in  support  of  profiling  in  particular,  and 
reform  measures  in  general,  which  may  deflate 
healthcare  cost  inflation  while  safeguarding  the 
quality  of  care.  As  such,  profiling,  at  least  to  some 
measure,  is  likely  cemented  to  the  landscape  of 
healthcare  in  America.  The  task  at  hand,  really,  is 
to  dissect  profiling,  examine  its  components 
scrupulously,  and  attempt  to  structure  or  per- 
haps reshape  it  in  a way  reasonably  designed  to 
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avoid,  or  at  least  ameliorate,  potential  abuses.  In 
this  vein,  it  is  noteworthy  that  the  foundation  of 
profiling,  in  terms  of  its  validity  and  relevance,  will 
likely  topple,  if  the  underlying  data  are  flawed. 

Data-related  issues,  germane  to  profiling,  are 
legion  in  number,  and  trenchant  in  importance. 
For  example,  sample  size  issues  may  be  raised. 
Profiling  is  linked  closely  to  comparisons.  Com- 
parative studies,  to  be  meaningful,  require  a 
showing  that  any  observed  differences  are  signifi- 
cant statistically,  rather  than  being  associated 
with  random  variation.4  Unless  an  outcome  of 
interest  occurs  often,  or  a service  is  provided 
frequently,  the  number  of  observations  in  a par- 
ticular profile  may  be  insufficient  to  rule  out  the 
possibility  that  observed  differences  may  be 
attributable  to  chance.2  A further  data-relevant 
issue,  of  core  concerns,  relates  to  the  reality  that 
databases  often  used  at  present  for  profiling  may 
be  far  from  ideal  for  profiling  purposes,  in  part 
because  the  databases  were  created  for  other 
purposes.  At  this  time  juncture,  profiling  is  based 
primarily  on  data  collected  from  ponderous, 
administrative  databases,  including  particularly 
claims  files  and  medical  records  (especially  hos- 
pital discharge  data  and  inpatient  records).2  Da- 
tabases of  this  sort  are  not  necessarily  in  close 
harmony  with  the  needs  of  profiling.1  Since  the 
data  were  not  collected  specifically  to  assess 
performance,  they  may  have  little  to  offer  in 
terms  of  information  about  medications,  labora- 
tory results,  preventive  services,  postoperative 
care,  or  patient  compliance.  The  administrative 
databases  now  widely  used  in  profiling,  in  sum, 
do  not  really  reveal  the  full  range  of  what  provid- 
ers actually  do.  And  a salient  issue  which  emerges 
is  whether  databases,  such  as  the  administrative 
ones  now  in  vogue,  developed  for  purposes  not 
directly  relevant  to  measuring  utilization  or  out- 
comes of  care,  are  proper  and  sufficient  for 
purposes  of  profiling.  It  would  seem  that,  unless 
extant  data-related  concerns  are  addressed  care- 
fully, the  future  promise  of  profiling  is  limited. 

Although  physician  profiling,  at  least  as  prac- 
ticed presently,  seems  to  pose  severe  problems 
and  challenges,  its  possible  usefulness  in  a re- 
formed healthcare  system  should  not  be  ignored. 
Critical,  but  level-headed,  thinking  on  the  subject 
appears  to  be  called  for,  with  an  eye  focused  on 
changing  profiling  from  its  inchoate  form  to  a 
more  refined  one  more  nearly  compatible  with 
the  particular  goals  of  profiling.  It  may  well  be 
possible  to  resculpt  the  present  body  of  profiling 
into  a form  holding  reasonable  promise  for  fos- 
tering improvements  in  the  quality  of  care  or 
perhaps  with  respect  to  its  cost-effectiveness. 


Especially  because  of  the  close  nexus  between 
the  potential  efficacy  of  profiling  and  the  under- 
lying database  drawn  upon,  rapt  attention  di- 
rected towards  data-related  issues  should  be 
assigned  a high  priority.  Difficult,  and  quite  con- 
tentious, issues  concerning  confidentiality  and 
public  access  to  profiling  information  must  be 
grappled  with,  as  well.2  The  public  has  a legiti- 
mate need  to  know  about  the  competence  of 
providers;  in  this  vein,  some  consumer-oriented 
advocates  may  embrace  public  availability  of 
profiling  data  as  a way  to  protect  the  public  from 
poor-quality  providers.  Yet,  sloppy,  inappropri- 
ate release  of  sensitive  information  may  have 
fractious  results,  and  may  be  especially  ill-ad- 
vised if  the  pertinent  data  do  not  have  undoubted 
validity.  Finally,  despite  existing  real  deficiencies, 
there  is  nonetheless  a thriving  industry  engaged 
in  the  marketing  of  profiling  information  to  third- 
party  payers  and  employers.1  These  commercial 
enterprises  are  not  monitored  presently;  and 
there  is  obvious  potential  for  abusive  uses  of  the 
information  being  peddled.  The  physician  com- 
munity needs  to  devote  its  immediate  attention 
to  the  careful  study  of  physician  profiling,  or  else 
present  abuses  may  continue  untreated  and  the 
luring  potential  of  profiling  may  lapse  into  deni- 
gration. 
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INTRODUCTION 

Fractures  of  the  humerus  at  the  diaphyseal  or 
metaphyseal  levels  have  a high  rate  of  union  and 
good  clinical  results  with  appropriate  treatment.''2 
Nonunions  are  uncommon  but  extremely  diffi- 
cult to  manage.  The  traditional  method  used  to 
treat  this  complication  has  been  compression 
plating  with  iliac  crest  bone  grafting.  We  present 
in  this  report  a relatively  new  technique  to  man- 
age humeral  shaft  nonunions  using  an  intra- 
medullary fibula  allograft  and  a compression 
plate. 

CASE  REPORT 

D.B.  is  a 59-year  old  white  male  who  fell  from 
a truck  and  sustained  an  isolated  closed  commi- 
nuted right  humerus  fracture  at  the  junction  of 
the  middle  and  distal  one-third.  The  patient  was 
treated  with  closed  reduction  and  intramedullary 
rodding  using  a Siedel  nail.  Postoperatively,  he 
was  kept  in  an  immobilizer  and  active  motion  at 
the  shoulder  and  elbow  was  allowed  as  toler- 
ated. Seven  months  postoperatively,  he  still  ex- 
perienced pain  at  the  elbow.  Radiographs  re- 
vealed a nonunion  at  the  fracture  site. 
Electrostimulation  was  recommended  and  be- 
gun at  this  point. 

Nine  months  postoperatively,  the  patient  was 
involved  in  a second  automobile  accident,  break- 
ing the  electrostimulator  unit  and  sustaining  a 
Grade  1 injury  to  the  left  acromioclavicular  (AC) 
joint.  Electrostimulation  was  restarted,  and,  after 
recovery  of  his  AC  joint  injury,  he  was  started  on 
crutch  ambulation  to  load  the  nonunion  site.  He 
was  referred  to  the  Shoulder  Service  after  persis- 
tence of  pain  and  limited  function. 

Initial  examination  revealed  marked  tender- 
ness as  well  as  gross  motion  at  the  fracture  site; 
the  distal  fragment  could  be  rotated  around  the 
Siedel  nail.  External  rotation  strength  was  3+/5, 
active  forward  flexion  to  65  degrees, 
glenohumeral  abduction  to  45  degrees.  Neuro- 
logical examination  was  normal.  Radiographs 
revealed  an  atrophic  nonunion  at  the  midshaft  of 
the  humerus  (Figures  1 A and  1 B).  In  addition  to 
the  nonunion,  our  impression  also  included  a 
rotator  cuff  tear.  We  recommended  removal  of 


the  IM  nail,  fibular  allograft,  compression  plating, 
and  repair  of  the  rotator  cuff  tear. 

During  the  operation,  the  IM  rod  was  re- 
moved and  the  rotator  cuff  tear  was  identified  at 
the  previous  nail  insertion  site.  The  nonunion  site 
was  taken  down  and  a fibular  allograft  was 
inserted  in  the  IM  canal.  A compression  plate 
was  applied  laterally  after  the  demineralized 
bone  matrix  graft  was  added  to  the  fracture  site. 
The  rotator  cuff  tear  was  then  repaired. 

The  patient  was  started  on  passive  ROM 
exercises  for  three  weeks,  followed  by  active 
assisted  ROM  exercises  for  three  weeks,  and 
then  an  active  rotator  cuff  strengthening  program. 

RESULTS 

At  seven  months  postop,  the  patient  was  pain- 
free  and  not  taking  any  narcotic  analgesic  medi- 
cations. Examination  revealed  active  forward 
flexion  to  90  degrees,  passive  flexion  to  160 
degrees,  and  active  abduction  to  90  degrees. 
Radiographs  revealed  solid  union  of  the  fracture 
(Figures  2A  and  2B). 

At  nine  months  postop,  active  forward  flexion 
improved  to  1 30  degrees,  active  abduction  to  70 
degrees,  and  external  rotation  to  45  degrees.  He 
lacked  about  three  spinal  levels  of  internal  rota- 
tion. The  patient  is  still  currently  working  with  a 
physical  therapist  on  the  range  of  motion  and 
strengthening  of  his  rotator  cuff  muscles.  He  has 
returned  to  his  job  as  a truck  driver. 

DISCUSSION 

Coventry  and  Laurnen  reported  on  a variety  of 
techniques  to  manage  humeral  shaft  nonunions 
including:  a dual-onlay  tibial  graft,  external  fixa- 
tion across  the  fracture  site  using  the  Roger- 
Anderson  device  (for  an  infected  nonunion),  and 
the  use  of  an  IM  rod  inserted  through  an  IM  fibula 
allograft  inserted  into  the  humeral  shaft.3  They 
reported  success  with  the  former  two  techniques 
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FIGURE  1A  & FIGURE  IB 

AP  and  lateral  radiographs  of  the  right  humerus.  There  is  a 
radiolucency  surrounding  the  Siedel  nail  and  an  atrophic 
nonunion  at  the  fracture  site. 


FIGURE  2A&  FIGURE  2B 

AP  and  lateral  radiographs  of  the  right  humerus  five  months 
after  insertion  of  the  fibular  allograft  and  compression 
plating  revealing  evidence  of  bridging  callus  formation  and 
incorporation  of  the  allograft. 


August  1994  Nebraska  Medical  Journal  301 


but  the  latter  construct  failed  to  provide  bony 
union. 

Jupiter  advocated  a method  using  a medial 
surgical  approach,  a vascularized  fibular  autograft, 
and  an  anterior  compression  plate  to  obtain 
union  in  four  obese  patients  with  atrophic  syn- 
ovial nonunions.1  All  'their  patients  had  under- 
gone previous  operations  to  obtain  union.  All 
four  nonunions  healed  at  an  average  follow-up  of 
27  months. 

Trotter  and  Dobozi  obtained  bony  union  in  all 
five  of  their  elderly  patients  with  osteoporotic 
bones  using  compression  plating  and  adjunctive 
methylmethacrylate  injected  either  into  the  non- 
union site  or  into  the  screw  sites  prior  to  actual 
screw  insertion.2  However,  bone  cement  may 
compromise  the  endosteal  blood  supply  and 
may  be  detrimental  to  bony  healing,  especially  if 
it  extrudes  into  the  fracture  site. 

Wright  et  al  recently  reported  on  successful 
union  in  eight  of  nine  patients  treated  using  the 
protocol  presented  in  this  report.4  Mean  time  to 
union  was  3.5  months.  Their  biomechanical  study 
revealed  that,  in  general,  the  screw  pullout 
strengths  of  the  quadricortical  fixation  through 
the  fibula  allograft  and  the  humerus  were  com- 
patible with  those  of  cementaugmented  bicortical 
screw  fixation  through  the  humerus  only,  and 
were  significantly  stronger  than  that  of  bicortical 
fixation  alone. 

Factors  that  have  been  known  to  be  associ- 
ated with  humeral  shaft  nonunion  include:  obe- 
sity, infection,  smoking  history,  osteoporosis, 
previous  internal  fixation,  inadequate  immobili- 
zation, distraction,  transverse  fracture  configura- 
tion, and  significant  soft  tissue  injury.1-23'4  The 
majority  of  authors  also  agree  that  the  most 
frequent  location  of  a fracture  that  fails  to  heal  is 
at  the  junction  between  the  middle  and  distal 
one-third  of  the  shaft.5-6  Most  authors  attribute 
this  to  injury  to  the  primary  nutrient  vessel  to  the 
humerus  which  enters  the  shaft  along  the  medi- 
cal border  near  the  mid-portion  of  the  hu- 
merus.5-6-7-8 

Our  patient  had  several  factors  that  placed 
him  in  the  higher  risk  group  of  a nonunion 
complication:  elderly  age,  smoking  history,  frac- 
ture site  at  the  junction  of  the  mid-  and  distal  one- 
third  of  the  shaft,  and  a previous  internal  fixation. 


The  main  impetus  in  using  the  method  pre- 
sented in  this  report  was  that  the  fibula  allograft 
served  as  a rigid  intramedullary  support  across 
the  fracture  site.  In  doing  so,  the  graft  enhanced 
screw  fixation  by  providing  the  surgeon  two 
additional  cortices  of  fixation  at  each  subsequent 
screw  purchase.  The  fibula  allograft  provided  a 
larger  endosteal  surface  area  to  accelerate  bony 
union.  The  construct  was  felt  to  be  stable  enough 
to  allow  early  range  of  motion  exercises.  We  feel 
that  all  these  factors  contributed  to  our  patient's 
good  clinical  result. 

Disadvantages  of  using  a fibula  allograft  in- 
clude the  small  risk  of  transmission  of  infectious 
organisms  such  as  the  HIV  virus  and  the  hepatitis 
B virus.  These  risks  are  significantly  lessened  with 
the  use  of  modern  preservation  and  sterilization 
techniques.  These  techniques  also  reduce  the 
host-donor  response  by  reducing  the  antigenicity 
of  the  graft.  However,  the  osteogenic 
(osteoinductive)  capacity  of  the  allograft  may  be 
reduced  as  well. 

Along  with  the  other  traditional  methods,  we 
feel  that  this  technique  will  enhance  the  surgeon's 
armanentarium  in  the  treatment  of  this  most 
difficult  complication  of  humeral  shaft  nonunion. 
We  have  currently  applied  this  technique  suc- 
cessfully in  approximately  15  consecutive 
nonunions  of  the  humerus. 
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Newer  Strategies  in  the  Prevention  of  Hyaline 
Membrane  Disease 

LYNNE  D.  WILLETT,  M.D. 


HYALINE  membrane  disease 
and  premature  birth  accounts 
for  a significant  expenditure  of 
health  care  resources.  Prevention  is  worth  a pound 
of  cure.  This  article  will  focus  on  newer  therapies 
being  investigated  to  stimulate  pulmonary  matu- 
rity and  prevent  respiratory  distress  syndrome  or 
hyaline  membrane  disease  (HMD)  in  premature 
infants. 

Glucocorticoids 

Of  the  many  agents  that  have  been  shown  to 
enhance  lung  maturation,  the  effectiveness  of 
glucocorticoids  has  been  the  most  extensively 
documented,  both  clinically  and  in  animal  mod- 
els. It  is  known  that  these  steroids  accelerate  many 
aspects  of  lung  maturation  including  differentia- 
tion of  the  terminal  airways  and  synthesis  of 
pulmonary  surfactant.  Meta-analysis  of  published 
clinical  studies  relating  to  antenatal  administration 
of  glucocorticoids  reveals  that  treatment  is  prima- 
rily effective  before  34  weeks  of  gestation  and 
when  delivery  occurs  within  1-7  days  of  the  first 
dose.  Despite  some  reports  to  the  contrary,  the 
majority  of  studies  show  that  steroids  are  effective 
in  both  male  and  female  fetuses.1,2 

Questions  have  been  raised  as  to  whether 
steroids  are  effective  in  infants  <30  weeks  gesta- 
tion. Large  series  examining  this  group  of  patients 
are  not  available.  In  examining  smaller  studies  of 
infants  who  were  born  1 -7  days  after  initial  steroid 
treatment,  the  data  are  reasonably  consistent.  The 
mean  incidence  of  HMD  in  the  control  infants  is 
about  60%  whereas  it  was  37%  in  the  treated 
group.  In  infants  greater  than  34  weeks  gestation, 
the  incidence  of  HMD  is  small,  thus  proving 
statistical  significance  in  any  one  treatment  study 
would  be  difficult.  Nonetheless,  in  the  face  of 
known  fetal  lung  immaturity  (i.e.  immature  LS 
ratio)  the  effectiveness  of  prenatal  steroids  in  this 
age  group  would  presumably  be  the  same. 

Some  controversy  also  exists  as  to  whether  an 
increased  risk  of  maternal  infection  is  possible 
when  mothers  with  ruptured  amniotic  membranes 
are  treated  with  antenatal  steroids.  Most  recent 
studies  have  tended  to  suggest  that  steroids  are 
effective  in  cases  of  ruptured  membranes  and  do 
not  predispose  the  recipient  or  neonate  to  infec- 
tion. Steroid  therapy  is  associated  with  few  com- 


plications. Although  one  study  suggested  the  use 
of  steroids  may  be  problematic  in  cases  of  severe 
hypertension  with  proteinuria,  this  has  not  been 
the  general  experience.  Steroids  may,  however, 
complicate  the  management  of  women  with  dia- 
betes. 

In  summary,  the  benefits  of  antenatal  glucocor- 
ticoids include  a reduced  incidence  of  HMD  by 
40-60%,  and  a decrease  in  intraventricular  hemor- 
rhage, necrotizing  enterocolitis  and  overall  mor- 
tality as  well  as  a trend  toward  better  neurologic 
and  intellectual  function  at  follow-up.  The  drugs 
themselves  are  cheap  and  individual  studies  indi- 
cate a decrease  in  duration  and  cost  of  hospitaliza- 
tion. 

Thyrotropin  Releasing  Hormone 

Although  steroids  are  effective  in  reducing  the 
incidence  of  HMD,  there  is  a residual  group  of 
infants  who  develop  respiratory  distress  syndrome 
despite  optimal  glucocorticoid  therapy.  For  this 
reason,  a number  of  centers  are  evaluating  the 
effects  of  a combination  of  thyrotropin-releasing 
hormone  (TRH)  and  glucocorticoids.  Synergistic 
enhancement  of  lung  phospholipid  synthesis  by 
thyroid  hormones  and  steroids  has  been  observed 
in  animal  studies.  TRH  crosses  the  placenta  readily 
from  mother  to  fetus,  unlike  other  thyroid  hor- 
mones. 

In  a collaborative  trial  at  4 medical  centers, 
women  with  threatened  preterm  delivery  at  less 
than  32  weeks  gestation  were  randomly  assigned 
to  receive  either  betamethasone  & TRH  or 
betamethasone  alone.3  While  the  addition  of  TRH 
did  not  significantly  reduce  the  total  incidence  of 
HMD  or  severe  HMD  in  a very-low-birthweight 
babies,  it  was  associated  with  a significantly  lower 
rate  of  chronic  lung  disease  (bronchopulmonary 
dysplasia  or  BPD)  - 1 8%  vs.  44%.  The  TRH  group 
also  experienced  lower  mortality  and  less  continu- 
ous need  for  oxygen.  Adverse  affects  were  seen  in 
1 7%  of  women  with  nausea,  vomiting  and  flush- 
ing. There  was  a 2 fold  rise  in  thyroid  hormones 
and  prolactin  noted  in  cord  blood  followed  by 
transient  suppression  of  thyroid  function  persist- 
ing 2-10  days  after  birth.  All  studies  were,  how- 
ever, performed  without  surfactant  therapy  and 
are  being  repeated  with  the  addition  of  surfactant. 

Although  antenatal  TRH  plus  glucocorticoids 
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appears  to  be  beneficial,  routine  use  of  this  hor- 
mone combination  cannot  be  recommended  until 
further  studies  are  performed. 

Replacement  Surfactants 

Surfactant  for  infants  with  or  at  high  risk  for 
HMD  is  an  effective  therapy,  as  demonstrated  by 
multiple  excellent  clinical  trials.  Surfactant  de- 
creases 28-day  mortality  from  HMD  and  overall 
mortality  by  30-40%  in  infants  in  the  750-2000 
gram  weight  ranges.  Surfactant  treatments  also 
decrease  air  leaks  (pulmonary  interstitial  emphy- 
sema and  pneumothorax)  and  probably  decrease 
the  severity  of  BPD.  Thus  far,  they  have  not  been 
proven  to  change  the  incidence  of  other  common 
complications  of  prematurity  - patent  ductus  arte- 
riosus, intraventricular  hemorrhage  and  necrotizing 
enterocolitis.4'56 

The  choice  of  synthetic  or  animal  surfactant  for 
clinical  use  makes  little  difference  in  terms  of 
death  as  an  outcome,  although  surfactants  with 
proteins  permit  more  rapid  decreases  in  oxygen 
and  ventilatory  pressures.  There  are  two  types  of 
surfactant  available  for  use.  The  first  are  the  pro- 
tein-free surfactants  assembled  from  phospholip- 
ids and  lipid  or  detergent-based  spreading  agents 
(Exosurf  NeonatalR).  The  second  are  the  animal 
surfactants  modified  by  organic  solvent  extraction 
(SurvantaR,  Infasurf).  Exosurf,  a completely  syn- 
thetic, protein  free  surfactant,  was  approved  for 
the  treatment  of  HMD  in  1990.  Survanta,  ap- 
proved for  use  in  1991,  is  an  extract  of  animal 
bovine  lungs,  while  Infasurf  is  an  extract  of  calf 
lung  lavage  fluid.  They  both  contain  only  the  low- 
molecular-weight,  hydrophobic  surfactant  proteins 
SP-B  and  SP-C.  The  surfactant  protein  SP-B  is  the 
critical  protein  causing  acute  biophysical  effects 
on  the  surfactant-deficient  lung.  This  protein,  when 
mixed  with  lipids,  improves  lung  volume,  increases 
lungcompliance  and  decreases  pulmonary  edema. 

Once  a surfactant  enters  the  preterm  lung,  it 
can  mix  with  endogenous  surfactant  components 
already  in  the  lung  to  yield  a surfactant  superior  to 
the  one  initially  used  to  treat  the  HMD.  However, 
other  substances  in  the  alveolar  fluid  such  as 
proteins,  amino  acids,  and  unsaturated  lipids,  can 
inactivate  the  surfactant.  The  net  balance  be- 
tween the  original  quality  of  the  surfactant,  activa- 
tion and  inactivation  contributes  to  the  infants 
quality  of  response  to  the  surfactant.  Uniformity  of 
distribution  and  response  appears  much  better 
with  prophylactic  treatment  versus  rescue  therapy, 
even  though  some  infants  may  inadvertently  be 
treated  who  would  not  have  developed  disease  in 
this  protocol.7'8The  worst  distribution  of  surfactant 
comes  with  long  infusion  times  ie.  over  30  min- 
utes. 

Currently  head  to  head  trials  are  in  progress 
comparing  the  effectiveness  of  available  surfac- 
tants. While  the  administration  techniques  for 


surfactants  presently  in  use  are  effective,  the  doses 
and  techniques  may  not  be  optimal.  Aerosolization, 
for  example,  may  prove  to  be  safer  and  equally  or 
more  effective. 

Both  animal  and  clinical  studies  indicate  that 
while  both  antenatal  glucocorticoids  and  postna- 
tal surfactant  are  effective  in  improving  lung  func- 
tion, the  combination  of  the  two  is  better  than 
either  alone.9  Glucocorticoids,  when  given  to 
women  at  risk  of  preterm  delivery  can  not  only 
decrease  the  incidence  of  HMD  but  also  improve 
responses  to  surfactant  treatment.  A recent  ran- 
domized study  revealed  that  when  therapy  with 
steroids  and  postnatal  surfactant  is  compared  to 
surfactant  alone,  there  is  a reduction  in  the  inci- 
dence of  HMD  and  intraventricular  hemorrhage 
as  well  as  decreased  time  on  the  ventilator  and  on 
oxygen. 

Recommendations 

In  threatened  premature  labor  prior  to  34  weeks 
of  gestation  when  fetal  lung  maturity  is  unknown 
or  when  the  lungs  are  documented  to  be  imma- 
ture, antenatal  glucocorticoids  should  be  adminis- 
tered if  it  is  anticipated  that  there  will  be  at  least  a 
12  hour  interval  between  the  time  of  initial  hor- 
mone administration  and  delivery. 

This  should  be  followed  by  surfactant  therapy  if 
the  infant  meets  established  criteria.  Selective  use 
of  combined  hormonal  therapy  may  be  appropri- 
ate in  high-risk  situations. 
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ASK  A LAWYER 


1.  What  does  Nebraska's  health  care  pro- 
vider lien  law  enable  a health  care  provider 
to  do? 

The  lien  law,  codified  at  Neb.  Rev.  Stat.  § 
52-401  (Reissue  1988),  enables  physicians, 
nurses,  or  hospitals  which  provide  professional 
services  to  an  injured  party  to  obtain  a lien  upon 
any  sum  which  is  awarded  to  that  injured 
person  as  the  result  of  a settlement  or  court 
judgment  against  the  party  which  caused  the 
injury.  Such  liens  are  not  valid,  however,  against 
anyone  coming  under  the  Nebraska  Workers' 
Compensation  Act. 

2.  How  does  a health  care  provider  take 
advantage  of  the  law? 

To  take  advantage  of  the  lien  law,  a health 
care  provider  must  serve  a written  notice  upon 
the  party  from  whom  damages  are  claimed.  The 
notice  should  state  the  following: 

1)  the  name  of  the  physician,  nurse,  or 
hospital  who  claims  a lien  for  services 
provided, 

2)  the  amount  due,  and 

3)  the  nature  of  the  services  provided. 

Whenever  an  action  is  already  pending  in 
court  for  the  recovery  of  such  damages,  how- 
ever, it  is  sufficient  for  the  health  care  provider 
to  file  the  notice  of  such  lien  in  the  pending 
action. 

3.  Does  a health  care  provider  have  an  obli- 
gation to  share  in  the  cost  of  attorney  fees 
when  that  lien  is  satisfied  as  a result  of 
litigation  between  the  injured  party  and 
the  wrongdoer? 


No.  A physician,  nurse,  or  hospital  which 
takes  advantage  of  the  lien  law  is  not  then 
obligated  to  contribute  toward  the  injured  party's 
attorney  fees,  even  when  the  litigation  brought 
by  the  injured  party  against  the  injuring  party 
resulted  in  satisfaction  of  the  health  care 
provider's  lien. 

In  a recent  court  decision.  In  re  Guardianship 
& Conservatorship  of  Bloomquist.  2 Neb.  App. 
756  (1994),  the  State  of  Nebraska  adopted  the 
rule  that,  although  the  initial  amount  that  is 
recovered  by  the  injured  party  must  be  reduced 
by  the  amount  of  the  injured  party's  attorney 
fees,  the  remainder  may  be  used  to  satisfy  the 
health  care  provider's  lien.  The  health  care 
provider  is  not,  then,  responsible  to  contribute 
any  portion  of  the  money  to  which  it  is  owed 
toward  attorney  fees. 

The  court  in  the  Bloomquist  case  noted  that 
there  was  nothing  in  the  lien  law  which  ex- 
pressly required  health  care  providers  to  pay 
attorney  fees  simply  because  subsequent  litiga- 
tion incidentally  satisfies  the  health  care 
provider's  lein. 


★ ★★ 

"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen,  with  the  assistance  of  UNL  College  of  Law 
student  Jane  Kemper  of  the  Cline,  Williams  Law  Office.  Questions 
relating  to  specific  detailed  factual  situations  should  continue  to  be 
referred  to  your  own  counsel. 
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ALLIANCE 


Report  of  the  1994  AMAA  House  of  Delegates 


CARMEN  KLEAGER 

President-elect  NMAA 


The  1994  AMAA  House  of  Delegates  was 
convened  in  Chicago  on  June  12th,  1994  by 
President  Mary  Hanson.  The  colors  were  pre- 
sented by  the  U.S.  Navy  Color  Guard  of  Great 
Lakes,  IL. 

Business  conducted  included  hearings  held 
by  the  following  committees:  Reference  Com- 
mittee A,  regarding  organizational  affairs,  Ref- 
erence Committee  B,  regarding  health  issues, 
and  the  Reference  Committee  on  issues  regard- 
ing bylaws  changes.  Following  the  hearings  by 
the  respective  committees,  the  issues  with  their 
recommendations  were  brought  before  the 
House  of  Delegates  for  a vote.  The  following  is 
a summary  of  the  issues  and  outcomes. 

Reference  Committee  A — 

Organizational  Affairs: 

1 . Proposed  Budget — 1 994-95  budget  of 
$1,498,602  was  adopted. 

2.  A United  Fiscal  Year  — Changing  the 
fiscal  year  of  the  AMA  (currently  from 
July  1 to  June  30)  to  coincide  with  the 
calendar  year  dates  used  by  the  AMA. 
This  resolution  was  referred  to  the  Stra- 
tegic Planning  Task  Force  for  additional 
study. 

Reference  Committee  B — Health  Issues: 

1 . Resolution  regarding  promotion  of  edu- 
cation about  the  dangers  of  tobacco 
use  was  passed. 

2.  Resolution  regarding  education  on  the 
handgun  and  assault  weapon  issue.  This 
issue  encourages  education  about  the 
safe  use  and  storage  of  firearms  and 
also  supported  Alliance  efforts  towards 
the  passage  of  legislation  to  restrict  the 
sale  and  ownership  of  large-clip,  high 
rate-of-fire  automatic  and  semi-auto- 
matic weapons.  This  resolution  passed. 

3.  Resolution  regarding  the  fact  that  gam- 
bling could  be  addictive,  and  that  the 
AMAA  should  recognize  this  as  an  issue 
to  be  concentrated  on  was  defeated. 
Delegates  voted  not  to  designate  this  as 
an  issue  of  the  AMAA  at  this  time 


because  the  majority  felt  that  we  should 
concentrate  on  the  current  causes. 

4.  Resolution  regarding  the  promotion  of 
programs  to  educate  parents  and  chil- 
dren about  the  harmful  effects  of 
"gangsta  rap"  passed. 

Reference  Committee  on  Bylaws: 

1.  A change  in  the  deadline  for  delegate 
allocation  was  defeated.  The  current 
policy  stands. 

2.  A resolution  passed  that  would  not 
permit  proxy  voting  for  the  AMAA 
House  of  Delegates,  Board  of  Direc- 
tors, Executive  Committee,  Standing 
Committees,  or  other  committee  meet- 
ings. 

3.  A resolution  that  would  all  give  State 
Alliances/Auxiliaries  more  flexibility  in 
chartering  "county"  organizations  was 
referred  to  the  Bylaws  Committee  for 
further  review.  This  resolution  was  pre- 
sented because  practice  options  have 
grown  with  more  managed  care  situa- 
tions. These  practices  may  cross  county 
and  even  state  lines  offering  different 
opportunities  to  form  Medical  Alliances. 

4.  A resolution  for  the  gender-neutral  term 
of  "Chair"  rather  than  "Chairman"  passed. 

5.  A resolution  that  requested  a total  by- 
laws review  passed. 

6.  A resolution  that  asked  for  a change 
from  "Robert's  Rules  Order"  to  "Davis 
Rules"  for  parliamentary  authority  was 
defeated. 

Other  items  of  business  included  two-minute- 
in-length  state  reports.  Past-President  Barbara 
Bohi  highlighted  the  happenings  in  Nebraska 
for  her  term  as  President.  It  was  a very  credible 
report,  and  we  were  proud  to  be  from  her  state. 
She  was  presented  with  the  "One-Plus"  awards 
for  Nebraska's  increase  in  membership  as  well 
as  being  recognized  for  adding  a Resident 
Physician/Medical  Student  Spouse  Group.  Rec- 
ognition and  awards  were  also  given  to  Dodge 
County  for  the  third  greatest  percentage  in- 
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crease  in  AMA-ERF  contributions  and  to  Buffalo 
County  for  the  fifth  greatest  percentage  in- 
crease in  AMA-ERF  contributions.  These  were 
very  significant  achievements. 

Elections  for  the  1994-95  year  were  held. 
Barbara  Tippins  from  Georgia  was  elected  to 
the  office  of  President,  with  Sharon  Scott  from 
Oregon  becoming  President-Elect.  Colleen 
Adam  from  our  state  (Adams  County)  will  chair 
the  Bylaws  Committee  for  the  current  year.  The 
field  director  assigned  to  Nebraska  is  Johnnie 
Amonette  from  Tennessee.  We  anticipate  a 
visit  from  her,  possibly  at  our  Fall  Meeting. 

Featured  speakers  for  the  session  included 
the  world-renowed  poet  and  author,  Maya 
Angelou,  the  nationally  known  political  com- 
mentator Fred  Barnes  who  is  a regular  panelist 


on  "The  McLaughlin  Group,"  and  Jeff  Gold- 
smith, PhD  and  author  of  "Can  Hospitals  Sur- 
vive?: The  New  Competitive  Health  Care  Mar- 
ket." Other  speakers  included  Joseph  Painter, 
MD,  president  of  the  AMA,  and  Nancy  Dickey, 
MD,  board  member  of  the  AMA. 

Attending  the  1994  AMAA  House  of  Del- 
egates Session  from  Nebraska  as  state  del- 
egates were  Barbara  Bohi,  Immediate  Past- 
President,  Sally  Semm,  President,  Carmen 
Kleager,  President-Elect  and  Linda  Shafer,  Vice- 
President.  Also  attending  as  national  delegates 
were  Colleen  Adam,  Field  Director,  and  Donna 
Stone,  Nominating  Committee  and  AMA-ERF 
Committee.  We  sincerely  thank  you  for  the 
opportunity  of  representing  the  NMAA  at  the 
Annual  House  of  Delegates  Session. 
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WELCOME  NEW  MEMBERS 


George  A.  Zieg,  M.D. 

401  E.  Gold  Coast  Rd.,  #326 
Papillion,  NE  681 28 

Michael  A.  Adams,  M.D. 

3100  N.  14th  St.,  #201 
Lincoln,  NE  68521 

John  M.  Bertoni,  M.D. 

601  N.  30th  St.,  #2342 
Omaha,  NE  68131 

Helen  Sinh,  M.D.  (reinstated) 
601  N.  30th  St.,  #6820 
Omaha,  NE  68131 

Fred  B.  Lipovitch,  M.D. 

7000  W.  Center  Rd.,  #120 
Omaha,  NE  68106 


Deborah  J.  Novak,  M.D. 
Physician  Resources,  Inc. 
101  E.  Centennial 
Papillion,  NE  68046 

Frank  E.  Hawkins,  M.D. 
2121  W.  Charles 
Grand  Island,  NE  68803 

Mark  D.  Mowry,  D.O. 

P.O.  Box  1990 
Kearney,  NE  68848-1990 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

AUGUST  31,  1994  — New  Management  Op- 
tions in  Bipolar  Disorder  - St.  Joseph  Center  for 
Mental  Health  - 10:00  am  - 1 2:00  pm. 

SEPTEMBER,  18-24,  1994  — Anesthesiology  Re- 
view Course  - Professional  Seminars  - Boston, 
MA. 

SEPTEMBER  29,  1994  — Update  in  Obstetric 
Ultrasonography,  Marriott  Hotel,  Omaha,  NE. 

SEPTEMBER  30 -OCTOBER  1, 1994— Day  With 
the  Perinatologists  - Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  4,  1994  — T.T.  Smith  Lecture  - Boys 
Town  National  Research  Hospital  Auditorium. 

OCTOBER  7,  1 994 — Fifth  Annual:  Come  Home 
to  Creighton,  Skutt  Student  Center,  Creighton 
University,  Omaha,  NE. 

OCTOBER  8, 1 994 — Cardiology  Program-  Henry 
Doorly  Zoo. 

OCTOBER  15,  1994 — Residents  Teaching  Skills 
Program,  Criss  Building,  Creighton  University, 
Omaha,  NE. 

OCTOBER  19,  1994  — Distinguished  Lecture 
Series,  William  J.  Hoskins,  M.D. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  2 130,  Omaha,  NE  68131. 

MAYO  FOUNDATION 

OCTOBER  16,  1994  and  OCTOBER  30,  1994 
— Problem  Solving  in  Hypertension,  Mayo 
Foundation,  Rochester,  Minnesota.  Contact 
Postgraduate  Courses,  Section  of  Continu- 
ing Medical  Education,  Mayo  Foundation, 
Rochester,  MN  55905.  Phone:  Toll  Free  800- 
323-2688. 

OCTOBER  29,  1994  — Update  and  Case  Re- 
views in  Otorhinolaryngology  - Head  & Neck 
Surgery,  Rochester,  Minnesota.  Contact  Post- 
graduate Courses,  Section  of  Continuing 


Medical  Education,  Mayo  Foundation,  Roch- 
ester, MN  55905.  Phone:  Toll  Free  800-323- 
2688. 

NOVEMBER  3-4,  1 994—  Mayo  Clinic  Ob/Gyn 
Clinical  Review,  MayO  Foundation  Roches- 
ter, Minnesota.  Contact  Postgraduate 
Courses,  Section  of  Continuing  Medical  Edu- 
cation, Mayo  Foundation,  Rochester,  MN 
55905.  Phone:  Toll  Free  800-323-2688. 

NOVEMBER  1 2-1 3, 1 994 — Monitoring  Neural 
Function  During  Surgery,  Mayo  Foundation 
Rochester,  Minnesota.  Contact  Postgradu- 
ate Courses,  Section  of  Continuing  Medical 
Education,  Mayo  Foundation,  Rochester,  MN 
55905.  Phone:  Toll  Free  800-323-2688. 

FEBRUARY  1-8,  1995  — Update  in  Clinical 
Neurophysiology,  Mayo  Clinic,  Rochester, 
MN. 

FEBRUARY  4-8,  1995  — Selected  Topics  In 
Internal  Medicine,  Silverado  Resort,  Napa 
Valley,  CA. 

FEBRUARY  9-11,  1 995  — Mayo  Clinic  State-of- 
the-Art  Symposium:  Arrhythmia  Manage- 
ment, Silverado  Resort,  Napa  Valley,  CA. 

MARCH  24-26,  1995  — Advances  in  Clinical 
Anesthesiology,  Silverado  Resort,  Napa  Val- 
ley, CA. 

APRIL  6-9,  1 995  — 2nd  Int'l  Conference  on  the 
Medical  Aspects  of  Telemedicine  & 2nd 
Annual  Mayo  Telemedicine  Symposium, 
Mayor  Clinic,  Rochester,  MN:  Mayo  Clinic 
Jacksonville,  FL;  Mayo  Clinic  Scottsdale,  AZ. 
Contact:  Postgraduate  Courses,  Section  of 
Continuing  Medical  Education,  Mayo  Foun- 
dation, Rochester,  MN  55905.  Phone:  Toll 
Free  800-323-2688. 

For  further  information:  Contact  Postgraduate  Courses, 

Section  of  Continuing  Medical  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone:  Toll  Free  800-323- 

2688  (U.S.). 
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NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  15-1  7,  1994  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

APRIL27-30, 1 995 — Annual  Session,  Cornhusker 
Hotel,  Lincoln. 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  25-28,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER  EMERGENCY  MEDICAL  SERVICES 

AUGUST  22-23,  1994,  MONDAY-TUESDAY  — 
Advanced  Cardiac  Life  Support  (ACLS)  - Pro- 
vider. University  of  Nebraska  Medical  Center 
Campus,  Omaha  Nebraska.  Target  Audience: 
Physicians,  Nurses  PA's,  Allied  Health  Profes- 
sionals. Credit:  14.5  Hours  AMA  Catagory  I, 
14.5  Prescribed  Hours  AAFP.  Fee:  $195. 

SEPTEMBER  9-1 0,  1 994,  FRIDAY,  SATURDAY  — 
Advanced  Trauma  Life  Support  (ATLS).  Good 
Samaritan  Hospital,  Kearney,  Nebraska,  Target 
Audience:  Physicians,  Credit:  1 7.0  Hours  AMA 
Category  I,  16.0  Prescribed  Hours  AAFP,  17.0 
Hours  ACEP  Category  I.  Fee:  $550. 

SEPTEMBER  12,  1994,  MONDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Renewal,  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska,  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
7 Hours  AMA  Category  I,  8.0  Prescribed  Hours 
AAFP.  Fee:  $1 10.00 

SEPTEMBER  13,  1994,  TUESDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Instructor.  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
6 Hours  AMA  Category  I,  7.0  Prescribed  Hours 
AAFP.  Fee:  $125. 

SEPTEMBER  13,  1994,  TUESDAY  — Pediatric 
Advanced  Life  Support  (PALS)  Instructor.  Uni- 
versity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses.  Credit:  4 Hours  AMA  Category  I.  Fee: 
$50. 

SEPTEMBER  1 5-1 6, 1 994,  THURSDAY-FRIDAY— 
Trauma  Nurse  Core  Course  (TNCC).  Regional 
West  Medical  Center,  Scottsbluff,  Nebraska. 
Target  Audience  - Nurses.  Credit:  1 8 CECH's  of 
BCEN's  Category  of  Clinical.  Fee:  $21 0 - Non- 
ENA  Members,  $174-  ENA  Members. 


SEPTEMBER  22-23, 1994,  THURSDAY-FRIDAY— 
Advanced  Trauma  Life  Support  (ATLS).  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians. 
Credit:  1 7.0  Hours  AMA  Category  I,  1 6.0  Pre- 
scribed Hours  AAFP,  17.0  Hours  ACEP  Cat- 
egory I.  Fee:  $550. 

SEPTEMBER  24,  1 994,  SATURDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Renewal.  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
7 Hours  AMA  Category  I,  8.0  Prescribed  Hours 
AAFP.  Fee  $110. 

SEPTEMBER  24,  1 994,  SATURDAY  — Advanced 
Trauma  Life  Support  (ATLS)  Reverification, 
University  of  Nebraska  Medical  Center  Cam- 
pus, Omaha,  Nebraska.  Target  Audience:  Phy- 
sicians. Credit:  3 Hours  AMA  Category  I,  3 
Prescribed  Hours  AAFP,  3 Hours  ACEP  CAtegory 
I.  Fee:  $185. 

OCTOBER  3-4,  1994,  MONDAY-TUESDAY  — 
Advanced  Live  Support  in  Obstetrics  (ALSO). 
University  of  Nebraska  Medical  Center  Cam- 
pus, Omaha,  Nebraska.  Target  Audience:  Fam- 
ily Physicians,  Obstetricians,  General  Practitio- 
ners, Emergency  Physicians,  Surgeons,  Nurse 
Midwives,  Obstetrical  Nurses.  Credit:  1 4 Hours 
AMA  Category  1, 1 6.0  Prescribed  Hours  AAFP. 
Fee:  $300  - Physicians,  $225  - Nurses. 

OCTOBER  10-11,  1994,  MONDAY-TUESDAY— 
Pediatric  Advanced  Life  Support  (PALS).  Uni- 
versity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses.  Credit:  1 3 Hours  AMA  Category  I.  Fee: 
$175. 

OCTOBER  20-21,  1994,  THURSDAY-FRIDAY  — 
Advanced  Cardiac  Life  Support  (ACLS)  - Pro- 
vider. University  of  Nebraska  Medical  Center 
Campus,  Omaha,  Nebraska.  Target  Audience: 
Physicians,  Nurses  PA's,  Allied  Health  Profes- 
sionals. Credit:  14.5  Hours  AMA  CAtegory  I, 
1 4.5  Hours  Prescribed  Hours  AAFP.  Fee:  $195. 

OCTOBER  24-25,  1994,  MONDAY-TUESDAY  — 
Advanced  Trauma  Life  Support  (ATLS).  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.Target  Audience:  Physicians. 
Credit:  17.0  Hours  AMA  Category  I,  16.0  Pre- 
scribed Hours  AAFP,  17.9  Hours  ACEP  Cat- 
egory I.  Fee:  $550. 

OCTOBER  31  - NOVEMBER  1,  1994,  MONDAY- 
TUESDAY  — Trauma  Nurse  Core  Course 
(TNCC),  University  of  Nebraska  Medical  Cen- 
ter Campus,  Omaha,  Nebraska,  Target  Audi- 
ence - Nurses.  Credit:  18  CECH's  of  BCEN's 
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Category  of  Clinical.  Fee:  $210  - Non-ENA 
Members,  $1 75  - ENA  Members. 

NOVEMBER  7-8,  1994,  MONDAY-TUESDAY  — 
Advanced  Cardiac  Life  Support  (ACLS)  - Pro- 
vider, University  of  Nebraska  Medical  Center 
Campus,  Omaha,  Nebraska.  Target  Audience: 
Physicians,  Nurses  PA's,  Allied  Health  Profes- 
sionals. Credit:  14.5  Hours  AMA  Category  I, 
14.5  Prescribed  Hours  AAFP.  Fee:  $195. 

DECEMBER  1,  1994,  THURSDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Renewal.  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
7 Hours  AMA  Category  I,  8.0  Prescribed  Hours 
AAFP.  Fee:  $110. 

DECEMBER  2,  1994,  FRIDAY  — Advanced  Car- 
diac Life  Support  (ACLS)  Instructor.  University 
of  Nebraska  Medical  Center  Campus,  Omaha, 
Nebraska.  Target  Audience:  Physicians,  Nurses, 
PA's  Allied  Health  Professionals.  Credit:  6 Hours 
AMA  Category  I,  7.0  Prescribed  Hours  AAFP. 
Fee:  $125. 

DECEMBER  2,  1994,  FRIDAY  — Pediatric  Ad- 
vanced Life  Support  (PALS)  Instructor,  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Credit:  4 Hours  AMA  Cat- 
egory I,  4 Hours  Prescribed  Hours  AAFP.  Fee 
$50. 

For  further  information:  Contact  Cindy  Hanssen,  Uni- 
versity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  6 00  So  42nd  Street  Omaha,  Nebraska  68198- 
5651.  Call  (402)  559-5919  or  use  our  toll  free  MD 
ADVANTAGE  NUMBER  AND  ASK  FOR  CONTINUING 
EDUCATION  (1-(800)652-1 095  NATIONWIDE.  FAX  NUM- 
BER (402)  559-5915. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

AUGUST  19-21, 1994,  FRIDAY-SUNDAY—  Mid- 
west Breast  Imaging  Conference,  Omaha 
Marriott  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Radiologists,  Primary  Care  Physicians, 
Technologists.  Fee:  $250  before  7/1/94.  $300 
after  7/1/94  ($1 50/$200  for  Technologists). 

SEPTEMBER  1 7,  1 994,  SATURDAY  — 7th  Annual 
Internal  Medicine  Update,  University  of  Ne- 
braska Student  Union,  Lincoln,  Nebraska.  Tar- 
get Audience:  Emergency  Medicine  Physicians 
and  others  who  provide  care  in  the  ER,  Fee: 
$45. 

SEPTEMBER  26,  MONDAY,  — OCTOBER  1, 
1994,  SATURDAY  — Emergency  Medicine, 
1 994,  Center  for  Continuing  Education,  UNMC, 


Omaha,  Nebraska,  Target  Audience:  Emergency 
Medicine  Physicians  and  others  who  provide 
care  in  the  ER.  Fee:  $700. 

OCTOBER  7,  1994,  FRIDAY  AFTERNOON  — 
University  of  Nebraska  College  of  Medicine 
Alumni  Day  (in  conjunction  with  the  Omaha 
Midwest  Clinical  Society  Meeting),  University 
of  Nebraska  Medical  Center  Campus,  Omaha, 
Nebraska,  Target  Audience:  College  of  Medi- 
cine Alumni. 

OCTOBER  8-12,  1994,  SATURDAY  - WEDNES- 
DAY — North  American  Society  of  Pediatric 
Gastoenterology  and  Nutrition,  Westin  Galle- 
ria Hotel,  Houston,  Texas.  Target  Audience: 
Physicians  and  scientists  interested  in  the  field 
of  pediatric  gastoenterology  and  nutrition. 

OCTOBER  1 4-1  7, 1 994,  FRIDAY  EVENING-MON- 
DAY — Advanced  Curriculum  on  Women's 
Health  - Part  II,  Adam's  Mark,  Philadelphia, 
Pennsylvania,  Target  Audience:  Primary  Care 
Physicians. 

OCTOBER  19, 1994,  WEDNESDAY  — Advanced 
in  Acid  Related  Diseases,  Omaha  Marriott, 
Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians. 

OCTOBER  22,  1994  — Transfusion  Medicine, 
University  of  Nebraska  Medical  Center.  Target 
Audience:  Surgeons  and  Anesthesiologists. 

NOVEMBER  1 2,  1 994,  SATURDAY—  Evaluation 
and  Management  of  the  Swollen  Extremity, 
UNMC,  College  of  Nursing,  Omaha,  Nebraska. 
Target  Audience:  Primary  Care  Physicians  and 
Nurses. 

DECEMBER  1-3,  1994,  THURSDAY-SATURDAY 
— Obstetrics  and  Gynecology  Conference, 
Bally's,  Las  Vegas,  Nevada.  Target  Audience: 
Primary  Care  Physicians,  Obstetricians  and 
Gynecologists.  Fee:  $275. 

MARCH  5-10,  1995,  SUNDAY-FRIDAY  — 15th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400. 

MARCH  27-APRIL  7,  1995,  1 1 DAYS  — Family 
Practice  Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  Physicians.  Fee:  $1 1 50-two  week 
session,  $800  - one  week  session,  $1300  - split 
sessions. 

APRIL  24-MAY  5,  1995,  11  DAYS  — Family 
Practice  Review , Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  Physicians.  Fee:  $1 1 50 -two  week 
session,  $800  - one  week  session,  $1 300  - split 
sessions. 
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JUNE  2-3, 1 995,  MONDAY-TUESDAY—  Nuclear 
Antigens  as  Targets  for  Cancer  Therapy,  Red 
Lion  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Oncologist/Hematologists  and  Research- 
ers. 

JUNE  9-10,  1995,  FRIDAY-SATURDAY  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  and  General  Practice,  Internists, 
Obstetricians  and  Gynecologists,  Emergency 
Physicians,  Physician  Assistants.  Fee:  $200. 


ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT-  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Provider, 
Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  - 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Con- 
tinuing Education,  University  of  Nebraska  Medical  Center, 
6 00  South  42nd  Street,  Omaha,  NE  68198-5651.  Call 
(402)  559-4152  or  use  our  toll  free  MD  Advantage  Num- 
ber and  ask  for  Conti nuting  Education  (800)  642-1095 
Nationwide,  FAX  Number  (402)  559-5915. 
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NEBRASKA  MEDICAL  JOURNAL 
1994  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1994  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1995. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1994.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310  • Lincoln,  NE  68502 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Frederick  F.  Paustian,  M.D.,  Omaha  President 

David  L.  Bacon,  M.D.,  Kearney President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln  Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln  Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

NMA  BOARD  OF  DIRECTORS 

Frederick  F Paustian,  M.D Omaha 

David  I,  Bacon,  M I) Kearney 

Chris  C.  Caudill,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Herbert  A Hartman,  Jr.,  M.D Omaha 

Ronald  W Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

David  R.  Little,  M.D Hastings 

Charles  F Damico,  M.D Hastings 

Richard  H Meissner,  M.D Omaha 

Scott  A Shipman Omaha 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D  , Chairholder Omaha 

David  R Little,  M.D  , Board  Liaison  Hastings 

Garnet  J Blatchford,  M.D Omaha 

Steven  Boyer,  M.D Mullen 

Susanne  E.  Eilts,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

Michelle  B.  Petersen,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  I.  Susman,  M I) Omaha 

Miles  Tommeraasen,  M.D Lincoln 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

David  L Bacon,  M.D.,  Board  Liaison Kearney 

David  W.  Bouda,  M I) Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

John  M.  Ford,  M.D Lexington 

James  A.  Fosnaugh,  M.D Lincoln 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

H Russell  Semm,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Charles  F Damico,  M.D.,  Board  Liaison Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

SCIENTIFIC  SESSIONS  COMMITTEE 

Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

Richard  H Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M.D Lincoln 

David  L.  Bacon,  M.D Kearney 

Sheila  S.  Ecklund,  R.N Lincoln 

Marcia  L.  Goering,  M.D Columbus 

Charles  D.  Gregorius,  M.D Lincoln 

William  F.  Gust,  M.D Omaha 

David  A.  Katz,  M.D Omaha 

James  R.  Newland,  M.D Omaha 

Sally  O'Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

David  W.  Bouda,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

James  A Fosnaugh,  M.D Lincoln 

Herbert  A Hartman,  Jr.,  M D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Bruce  W.  Henricks,  M.D Fremont 

Jeffery  B.  Itkin,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Scott  P.  Liggett,  M.D Lincoln 

Blaine  Y Roffman,  M I) Omaha 

H.  Russell  Semm,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Rick  J.  Windle,  M.D Lincoln 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C Bausch,  M.D Lincoln 

F William  Karrer,  M.D Omaha 

Merton  A Quaife,  M.D Omaha 

Dale  E.  Michels,  M.D  Lincoln 

Richard  A.  Morin,  M D Lincoln 
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AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 


F.  William  Karrer,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D O Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C Bausch,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Bruce  Rowe,  MCH  Liaison Lincoln 

Section  on  Maternal  Mortality  Review 

G.  William  Orr,  M.D  , Director  Omaha 

James  H.  Elston,  M.D Omaha 

L Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Myrna  C.  Newland,  M.D Omaha 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Howard  W.  Needelman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

Lawrence  C Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Norfolk 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

Jack  K.  Lewis,  M.D,,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Karen  M.  Higgins,  M.D Grand  Island 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 
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Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 


Linda  S.  Head,  M.D Bellevue 

David  J Hoelting,  M.D Pender 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Michelle  B Petersen,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Duane  Sherwin,  M.D.,  Ph  D Norfolk 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

Dorothy  A.  Zink,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M D,  Chairholder Lincoln 

Patrick  E.  Brookhouser,  M.D Omaha 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.D Lincoln 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

David  H.  Filipi,  M I) Omaha 

Kiran  Gangahar,  M.D Lincoln 

J.A.  Grubbe,  M.D Lincoln 

Loren  H Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Sr..  M.D Seward 

Richard  A Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Dpvid  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C T Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  ADVISORY  COMMITTEE  ON 
NURSING  HOME  REGULATIONS 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

James  G.  Carlson,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

Robert  G.  Osborne,  M.D Lincoln 

T.  R.  Osborne,  M.D Papillion 

John  C.  Sage,  M.D Omaha 

Susan  G.  Scholer,  M.D Omaha 

Tod  W.  Voss,  M.D Pierce 

NMA  RADIATION  SAFETY  WORKING  GROUP 
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Charles  A.  Dobry,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  H:  Mclntire,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Joseph  M.  Stavas,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 


COMMISSION  ON  MEDICAL  EDUCATION 


Patrick  E Brookhouser,  M.D,  Chairholder Omaha 

Charles  F.  Damico,  M.D  , Board  Liaison  Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G Bosley,  M.D Grand  Island 

Byron  M Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Bruce  E Gfeller,  M D Lincoln 

Stacey  D Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M I) Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D,  Chairholder Grand  Island 

Robert  G Osborne,  M D , Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J Loschen,  M.D.,  Chairholder York 

Ronald  W Klutman,  M.D  , Board  Liaison Columbus 

Richard  A Blatny,  M I) Fairbury 

Verlin  K Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D, Neligh 

Richard  A.  Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F Paustian,  M.D.,  NMA  Chairholder Omaha 

Charles  F.  Damico,  M.D,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F.  Paustian,  M.D.,  NMA  Chairholder Omaha 

Gordon  D Adams,  M.D Norfolk 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W  Basler,  M.D,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison  Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D,  Chairholder Omaha 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D,  Board  Liaison  Lincoln 

Allen  I)  Dvorak,  M D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 

LINCOLN 

GRAND  ISLAND 
CLINIC  INC 

308-382-1  iOO 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBS I b I HICS  ■ GYNECOLOGY  Karen  M.  Higgins,  M..D. 

Barton  D.  Urbauer,  M.D.  John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-94 


BURN 

CARE 

NEBRASKA 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-94 


Central  Nebraska 
Cardiology  consultants,  P.C. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomcrte  American  Board  of  Internal 
Medicine  - Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 


727  North  Custer  Phone:(308)382-1430 

Grand  Island,  NE  68803  FAX:  (308)  382-5290 

6-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St.  SUITE  405 
LINCOLN,  NE  68502 

1-800-MED-LINC 

1-95 


The 

□ 

(S'  HEART  ^ ^ — 

OGVltCr  of  Nebraska 

rmmSm  ^NSUTTATTVF, 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

3016  West  Faidley  P O Box  5345  Grand  Island,  NE  68802 

Office  (308)  382-3994  1-800-233-3994  FAX:  (308)  382-5873 

Firs'!  ier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-94 

Phone  (402)  466-8259  or  1 -800-633-5462  4.95 
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LINCOLN,  cont. 


LINCOLN,  cont. 


eye. 


J surgical 
- associates 


5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 

(402)  489-3838  (402)  483-7700 

or 

1-800-633-5462 


Larry  W.  Wood,  M.D. 
MaxW.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward.  Nebraska 
Hebron,  Nebraska 
Fairbury.  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville.  Kansas 

12-94 


RICHARD  A.  MORIN,  M.D. 

Diagnosis,  Treatment  & Prevention  oflnfectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 


9-94 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

1919  South  40th  Street 

(402)489-6554 

Suite  300 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-94 

LINCOLN  OB-GYN,  P.C. 

William  P.  Heidnck,  MD.FACOG 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L Hodge.  M.D.,  F.A.C.O.G 

GregoryW.Heidrick.M.D . F.A.C.O.G. 

Yvonne  K.Davenport.M.D..F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

r—  24  HOURS  ■ 7 DAYS  A WEEK  -i 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME 1 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-94 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified  or  Board  Eligible 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

1 91 9 South  40th  Street  (402)  489-6554 

Suite  300  or 

Lincoln,  NE  68506  1 -800-MED-LINC 

11-94 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  ot  T rauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL;  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street*  SuilelOO*  Uncoin,  NE  6851 0 1v 


| NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 

| P.C. 


•GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASE* TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOF THE  HAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-94 
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LINCOLN,  cont.  j | LINCOLN,  cont. 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 

Benjamin  R.  Gelber,  M.D. 

LouisJ.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-94 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 
1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-94 


pathology 

medical 

services 

pc 


A Nichols  Institute  Affiliate 


SAMUELE  BOON,  M.D 
JOHN  H.  CASEY,  M D 
DEBORAH  K.  DAVIDSON,  D O 
MICHAELJ.  DUGGAN.  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL.  M D 
PATRICK  A.  KEELAN,  M.D. 

DAVID  LKUTSCH.MD 
STEFFAN  R.  LACEY,  M.D 
CHRISTOPHER T MASADA,  M D 
MATTHIAS  I.OKOYE.M  D. 
JOHN  F.  PORTERFIELD.  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.  SILENIEKS  M D 
DANIEL  J.  TILL.  M D 
LARRY  D.  TOALSON,  M.D 
LARRY  WARRELMANN.  Exec.  Director 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 


6-95 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  2221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-94 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-94 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 


4740 'A' Street,  Suite  #206  • Lincoln,  Nebraska  6851 0 
(402)  489-8888  s-94 


Prairie  surgical 

ASSOCIATES  P C 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 


Plaza  Mall  South 
1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
i (402)486-3400  • FAX:  486-3344 


Subspecialty  Certification 

Consultative 

Cardiovascular  Diseases 

Cardiology 

Walt  F.  Weaver, 

M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272 

Tel.  (402)  489-1242 

Lincoln,  Nebraska  68506 

Fax  (402)  489-3338 

9-94 
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f OMAHA  | [ OMAHA,  cont. 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS.  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  S Knee 

Sports  Medicine 

• Foots  Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulders  Elbow 

CALLS  ANSWERED24  HOURS 

399-8550 

Appointments 399-8484 

Billing 399-9301 

3-95 

T TE«logy 

Adult  & Pediatric 

v-fr'enterr, 

Urology 

Hal  K.  Mardis,  M.D.,  FAC.S.  R.  Michael  Kroeger,  M.D.,  FAC-S. 

Harvey  A.  Konigsberg,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  FA.C.S. 

Jeoffrey  Deeths,  M.D.,  FAC.S.  Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111S.  90th  Street 
Omaha,  NE  681 14 
(402)  397-9800 
800-8824770 

• Satellite  Clinic 
Papllllon,  NE 

3-95 

BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

D.  Randall  Pritza,  M.D. 

'i.qc, 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-94 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

11-94 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8552  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
in  Adutt 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


COLUMBUS  - 2363  18th  AV. 

402-563-3379 

NORFOLK -1300  NEBRASKA  AV. 

402-379-3250 


GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-95 


FIRS 


■ EYE 


ASSOCIATES 

Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen,  M.D., 
emeritus 

C.  Rex  Latta,  M.D. 


John  W Pemberton,  M D 
John  T.  Ramsell.  M D 


Donald  L.  Arkfeld,  M.D 
Raymond  M.  Crossman,  III.  M.D. 
D Francis  Arkfeld,  M.D. 


Camilla  R.  Parson,  M.D. 


Michael  L.  Goldstein.  M.D 
Since  1886 


81 1 1 Dodge  St. 
Omaha,  NE 
68114-4115 
(402)390-8111 

210  Regency  Pkwy 
Omaha.  NE 
68114-3726 
(402)391-3131 

4242  Famam  St. 
Omaha,  NE 
68131-2810 
(402)  552-2300 

3353  L St. 

Omaha,  NE 
68107-2500 
(402)390-8111 


fci 

Patrick  W.  Bowman,  M.D. 

NEBRASKA  David  N.  Kettleson,  M.D. 

SPINE  Michael  C.  Longley,  M.D. 

Pi  ir  n Eric  D.  Phillips,  1\4.D. 

SURGEONS,  PC.  h.  Randal  Woodward,  M.D. 

402-397-6661 

9110  West  Dodge  Road,  Suite  290  East 
Omaha,  Nebraska  68114-3359 

8-94 
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1 OMAHA,  cont.  1 f SCOTTSBLUFF  I 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
6303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 

After  Hours 


Immanuef  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 

390-6786 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

John  L.  Bluhm 


Administrator 


11-94 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c a McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
CA  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  ■F’  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1 117  1.95 


7441  ,0‘  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbluff,  Nebraska  69361 


Phone:  (308)  635-3911 

Day  or  Night 


1 SCOTTSBLUFF 
(308)  635-3911 

2.  ALUANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-391 1 


8.  0GALLALA 

(308)  284-401 1 

9.  SIDNEY 

(308)  635-3911 


10.  KIMBALL 

(308)635-3911 


TIME  FOR  A MOVE? 

Practice  opportunities  for  IM,  FR  OB/GYN,  Peds. 


"We  won't  sell  you  on  a practice  - 
if  we  don't  have  it,  we'll  find  it." 


Nebraska 

45+  Cities 

Omaha 

Lincoln 

Hastings 

Norfolk 

Imperial 

Papillion 


National 

750+Cities 

Tampa 
Kansas  City 
Chicago 
Cincinnati 
Des  Moines 
St.  Louis 


Every  City,  town  and  community  in  the  country 

The  Curare  Group,  Inc. 

M-F  lam-1 pm,  sat  1 1 -4pm  CST 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  IA  50021,  phone  1-800- 
729-7813  or  515-964-2772. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island,  NE  68801. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  IA,  5002 1 , phone  1-800-729-78 1 3. 

FAMILY  PRACTICE:  Excellent  opportunity  for  BC/ 
BE  family  practitioner  to  join  well  established  clinic  in 
Cozad,  Nebraska.  Cozad  is  an  All  American  Commu- 
nity located  in  central  Nebraska.  Excellent  benefit 
package  offered  with  an  excellent  income  guaran- 
tee. Interested  physicians  send  CV  to:  Physician 
Recruitment,  Box  108,  Cozad,  NE  69130,  or  call 
(308)  784-2261. 

WANTED:  BC/BE  Internist  for  84-physician 
multispecialty  group  on  the  scenic  bluffs  overlooking 
the  Mississippi  River  where  Iowa,  Illinois,  and  Wis- 
consin meet.  Excellent  call  schedule  in  this  17  mem- 
ber department  of  physician  owned  clinic  with  its 
own  HMO.  Professional  administration  enables  phy- 
sicians to  concentrate  on  the  practice  of  medicine. 
Outstanding  lifestyle,  excellent  income  guarantee, 
complete  benefits  and  ownership  eligibility.  Call  or 
send  C.V.  to  Denis  Albright,  Medical  Associates 
Clinic;  1000  Langworthy,  Dubuque,  IA  52001.  800- 
648-6868. 


NEBRASKA/CLINICAL  PSYCHIATRIST:  BC/BE 
preferred  to  join  the  VA  Medical  Center  in  Lincoln, 
Nebraska.  The  Center  is  affiliated  with  University  of 
Nebraska  Medical  Center.  Expanded  compensation 
package  and  relocation  expenses.  Lincoln  offers  a 
University  setting  in  a pleasant  environment.  English 
language  proficiency  required.  EOE.  Please  contact 
F.E.  Whitla,  M.D.,  Chief,  Psychiatry  Service,  VA 
Medical  Center,  600  S.  70th  St.,  Lincoln,  NE  68510, 
(402)  489-3802,  Ext.  6620. 

EXPAND  YOUR  HORIZONS!  Whether  you  are 
looking  for  a change  of  pace,  a fresh  start,  or  just  a 
change  of  scenery,  we  are  your  source  for  up-to- 
date  information  on  practice  opportunities  from  the 
lakes  of  Minnesota  to  the  mountains  of  upstate  New 
York.  We  currently  represent  hospitals  and  clinics 
throughout  the  midwest  and  northeast  in  a variety  of 
primary  care  and  surgical  specialties,  and 
subspecialties.  Locations  and  settings  vary  from 
prominent,  multi-site  clinics,  to  traditional  resort- 
town  practices.  For  specific  answers  and  pertinent 
information,  please  call  1-800-243-4353  or  send 
your  CV  to:  Strelcheck  & Associates,  Inc.,  10624  N. 
Port  Washington  Road.,  Mequon,  Wl  53092. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied family  physicians  seek  associate  for  this  "All 
America"  community  in  west  central  Nebraska. 
Obstetrics  required.  Send  CV  to:  Gothenburg  Fam- 
ily Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902-20th  St.,  Gothenburg,  NE  69138. 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 

• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 
If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


$5,000.00 
Minimum  Credit  Lin$ 

Low  Variable  Annual  Percentage  Rate 

25  Day  Grace  Period  on  Purchases 

VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


□ Yes,  I accept ! Complete  this  form  and  return. 


□ INDIVIDUAL  □ JOINT 


507 


APPLICANT 


Name 


Address 


Birth  Date  / / 


City 


State 


Tip 


Rent/House  Payment  $ 


Previous  Address 


City 


State 


it 


Employer/ Group 


Address 


Social  Sec.  # 


Bus  Phone! 


Incomes 


No  ol  years 


Home  Phone! 


Other  Income 


Income  from  almony  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 


Name  of  nearest  relative  not  living  with  you 


City 


Zip 


Relationship 


Financial  Institution 


City 


Zip 


Savings  Acct  # 


Checking  Acct  # 


CO-APPLICANT 


Name 


I Address 


Birth  Date  / / 


City 


State 


it 


Rent/House  Payment  S 


Employer/Group 


Address 


Social  Sec.  # 


Bus.  Phone! 


Incomes 


No  of  years 


Home  Phone  ( 


Other  Income 


Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 


TRANSFER  CURRENT  ACCOUNT 


I authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accoirt  Nimber 


Balance  S 


Payment 

Address 


Accouit  Nimber 


Balances 


Payment 

Address 


SIGNATURES 


I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature 


Co- Applicant  Signatire 


Annual  Percentage  Rate  for  Purchases 

Today’s  rate  would  be  15.9%  APR 

Vanable  Rate  Information 

The  vanable  rate  will  be  determined  by  the  “Pnme  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June.  September  and  December  The  credit  card  rate  will 
be  the  "Pnme"  plus  84%  with  a minimum  rate  of  159%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  pnnted  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 
1 -800-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P 0 Box  7,  Omaha,  NE  68101  -0007 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

SO 

Late  Fee.  Overlimit  Fee.  and  Returned 
Check  Charge 

1 . Late  Payment  fee  — 5%  of  the  late  payment  with  a $5  00 
maximum.  2 Overlimit  fee  - $1000  and  3.  Returned  check 
fee  — $15.00 

FirsTieF®  Bank,  NA,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Telrads  Key  Bx  816  business  telephone  system  expands  to  meet 
the  demands  of  your  growing  practice. 

• Cost  effective  plug-in  modules  let  you  expand  from  four  to  eight  central  office  lines 
and  from  eight  to  sixteen  phones 

• Choose  from  a variety  of  station  instruments  to  precisely  meet  your  office  needs 

• Many  timesaving  features  including  Direct  Station  Selection  and  Busy  Lamp  Field 


Full-featured  capabilities  at  an  affordable  price 


Save  5% 


now  on  the 
purchase  of 
a Telrad  Key  Bx  816  system  with  your 
Nebraska  Medical  Association  membership. 
The  Association  will  also  receive  non-dues 
income  from  your  purchase. 


LINTFLSYSTEMS 


Lincoln  2201  Winthrop  Rd. 

Omaha  9864  M St. 


402/486-7200 

402/331-0607 


Btc 8 


Q94 


TM*  »•  80 


Medical  Society 
County  — 


^StRiul 


Medical  Services 


Specialists  in  Medical 
Liability  Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

For  more  information  contact 
St.  Paul  Medical  Services 
M.C. 105X 
385  Washington  St. 

St.  Paul,  MN  55102-1396 

800.328.2189  extension  8642 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
contact  your  independent  insurance  agent. 
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A New  Era  zltA  of  Excellence  in  Cancer  Care 


Treating  Cancer  Takes 
Teamwork 


Today,  leading  cancer  experts  are  combining 
sophisticated  treatment  modalities  — surgery, 
chemotherapy  and  radiation  therapy  — with 
increasingly  better  results.  This  type  of  care  requires 
new  levels  of  collaboration  betw  een  surgeons, 
medical  oncologists,  radiation  oncologists, 
radiologists,  pathologists  and  other  health  care 
professionals. 

The  Methodist  Cancer  Center  was  designed  from 
the  ground  up  to  foster  an  interdisciplinary 
approach  to  cancer  care.  In  this  special  setting, 
up  to  two  dozen  doctors  contribute  their 
expertise  and  understanding  of  cancer  care. 
They  confer  weekly  to  develop  comprehensive 
treatment  plans  for  people  who  have  been 
diagnosed  with  cancer. 

Interdisciplinary  care  teams,  composed  of 
specialty  physicians,  oncology7  nurses,  pharmacists, 
therapists,  dietitians,  counselors,  social  workers  and 
chaplains  and  guided  by  a medical  oncologist, 
provide  care  at  the  Methodist  Cancer  Center.  They 
coordinate  services  to  meet  the  patient’s  home 
health  care  needs  and  meet  regularly  to  assess 
patient  progress.  The  patient’s  primary7  physician 
receives  regular  updates  and  participates  in  follow- 
up care. 

For  more  information  on  the  services  available 
through  the  Methodist  Cancer  Center  or  to  refer  a 
patient,  call  the  Physicians’  Priority  Line, 
1-800-627-6363. 


“The  Methodist  Cancer  Center  will 
enhance  patient  care  by  integrating 
multiple  cancer  treatment  specialists 
and  services  in  a single  location.” 

David  Silverberg,  MD, 
medical  oncologist 


METHODIST 

CANCER  CENTER 

8303  DODGE  ST.,  OMAHA,  NE 
Located  adjacent  to  Methodist  Hospital 


When 
seconds 
count ... 


For  trauma  patients, 
seconds  count. 

At  Lincoln  General's 
Trauma  Center,  our  trauma 
team  is  ready  for  action  the 
minute  we  re  notified  that  a 
patient  is  in  route. 


Our  nurse  trauma  coordinator 
keeps  you,  the  primary  physician,  as  well  as  the 
transferring  hospital  informed  of  your  patient’s 
progress  through  a follow-up  phone  call. 

And  once  a patient  stabilizes  at  the  Trauma 
Center,  other  physician  specialists  are  called  in. 
For  catastrophic  injuries.  Madonna  Rehabilitation 
Hospital  gets  involved  right  away. 

Madonna’s  rehabilitation  experts  know  that 
early  assessment  makes  a big  difference.  We 
evaluate  patients  for  rehabilitation  while  they're 
still  at  Lincoln  General.  And  as  the  primary 
physician,  you  are  an  active  member  of  the 
rehabilitation  team. 


iketten 
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" better  health 

LINCOLN  GENERAL 

H O S P I T A L 


2300  S.  16th 
Lincoln,  NE  68502 
800-742-7845 


Seconds  count  in  health  care,  and  so  do  years. 
With  over  30  years  of  experience  in  rehabilitation. 
Madonna  helps  patients  regain  their  independence 
and  return  to  their  families,  their  jobs,  their 
communities.  For  12  years,  Lincoln  General  has 
focused  on  trauma  care  as  the  only  Trauma  Center 
in  Nebraska  verified  by  the  American  College  of 
Surgeons  Committee  on  Trauma. 

Responsive.  Informative.  Accessible.  The 
professionals  at  Lincoln  General  Hospital  and 
Madonna  Rehabilitation  Hospital  are  just  a toll-free 
phone  call  away,  any  time  of  the  day  or  night. 
When  seconds  count,  count  on  us. 


N 

Madonna 

Rehabilitation 

Hospital 

5401  South  St. 
Lincoln,  NE  68506 
800-676-5448 
CARF  accredited 


In  Nebraska , the  road  to  recover y leads  here. 


i 


Storz 

Cancer  Institute 


Living  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients’  physical, 
emotional,  social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 


Cancer  Support  Team 

Storz  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  services  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physi- 
cal  therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552-6932 
or  call  M D Source  toll-free  at  I -800-552-5552. 
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QUALITY  PRINTING  AT  THE  RIGHT  PRICE 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8 Vi  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  x 1 1 in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publicatioa  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 

Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc..  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT  MAJ.  LONNY  HOUK 
(913)491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


SIXTH  ANNUAL 

LINCOLN  CARDIOVASCULAR  CONFERENCE 


DonaldS.  Bairn,  M.D. 

Randolph  P.  Martin,  M.D.,  F.A.C.C. 
Kathleen  White,  R.N.,  M.S.,  C.C.R.N. 
Steven  Krueger,  M.D.,  F.A.C.C. 


John  A.  Spittell,  Jr.,  M.D.,  M.A.C.P 
Norman  E.  Shumway,  M.D.,  Ph.D. 
Christine  Grady,  R.N.,  Ph.D. 

Chris  C.  Caudill,  M.D.,  F.A.C.C. 


Gordon  Ewy,  M.D. 

Joel  Goodman 

Edgar  R.  Gonzalez,  Pharm.  D. 
Willia  Dean  Fritz,  R.N. 
Edward  Raines,  M.D. 


Arthur  L.  Caplan 
William  P.  Castelli,  M.D. 
Nanette  Wenger,  M.D. 
Robert  Bonow,  M.D. 


Thursday-Friday,  October  6 & 7,  Bob  Devaney  Center,  Lincoln,  Nebraska 
Sponsored  by  Nebraska  Heart  Institute  & Southeast  Nebraska  Chapter,  AACN 

PURPOSE 

The  format  and  content  of  this  year's  conference  is  specifically  designed  for  primary  care  physicians,  nurses  and  allied  health 
personnel  who  care  for  patients  with  cardiac  disease.  This  stimulating  update  will  provide  current  information  to  facilitate 
diagnosis  and  management  of  these  patients.  ^ 

Name 


1 


For  more  information,  please  complete 
and  return  form  to: 

Lincoln  Cardiovascular  Conference 
Suite  300,  1919  South  40th  Street 
Lincoln,  Nebraska  68506 


Address 


I City/State/Zip 

I 


J 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

TFURD  DISTRICT : Councilor:  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT : Councilor:  Gordon  D.  Adams, 
M.D  , Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Duane  W.  Krause, 
M.D.,  Fremont.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Paul  E.Plessman,M.D.,  Seward. 
Counties  Butler,  Hamilton,  Polk,  Saunders, 
Seward,  York. 

SEVENTH  DISTRICT : Councilor:  Judith  A.  Butler, 
M.D  , Superior.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGFITH  DISTRICT:  Councilor:  Joel  F.  Hutchins, 
M.D.,  Gordon.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT  Councilor:  Gordon  Bainbridge, 
M.D,,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Furnas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Keamey,  Phelps,  Red  Wil- 
low, Webster. 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L. 
Asher,  M.D,  North  Platte.  Counties:  Arther, 
Deuel,  Garden,  Keith,  Lincoln,  Logan, 
McPherson,  Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams  

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel .. 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Chase 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Platte-Loup-Valley 

Saline  

Saunders 

Scotts  Bluff 

Seward  

South  Central  

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT 

Elizabeth  P Rapier,  Hastings  ... 
David  F Johnson,  Jr.,  Osmond 

Ed  J.  Pierce,  Alliance 

Jeffrey  P Lee,  Kearney 

Gerald  W.  Luckey,  David  City  ... 

R R Andersen,  Nehawka 

Calvin  W.  Cutright,  Sidney 

Thomas  Tibbels,  West  Point 

Loren  H Jacobsen,  Broken  Bow 


Carl  Falcone,  Fremont 

Benjamin  Martin,  Wayne 

Murray  Markley,  Loup  City 

Robert  McLellan,  Beatrice 

Lori  A Harkins,  Grand  Island  .... 

Lynne  Holz,  Aurora 

Melvin  Campbell,  Ainsworth 

Kaye  B Carstens,  Fairbury 

Berl  Spencer,  Ogallala 

D M.  Laflan,  Creighton 

James  A.  Fosnaugh,  Lincoln 

Mark  Nielsen,  North  Platte 

Pradip  Mistry,  Norfolk 

John  C.  Sage,  Omaha 

Tod  Voss,  Pierce 

Margaret  K.  Stockwell,  Gordon  ... 
Dean  R.  Thomson,  Nebraska  City 

Richard  Cimpl,  Columbus 

Robert  E.  Tuma,  Crete 

Leo  Meduna,  Wahoo 

Kent  Lacey,  Scottsbluff 

Roger  A.  Jacobs,  Seward 

Jeff  Hollis,  Geneva 

Gary  Ensz,  Auburn  

John  Grove,  McCook 

Carole  J.  Weckmuller,  Blair 

Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Phyllis  S.  Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  Elston,  Alliance 
Clinton  Jones,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  B Dorwart,  Sidney 


N Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
Michael  J.  Horn,  Grand  Island 
Mark  D Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Wm.  C.  Minier,  Lincoln 
Jeff  MacDonald,  North  Platte 
Richard  P.  Bell,  Norfolk 
Walter  J.  O'Donohue,  Jr.,  Omaha 
Richard  Bell,  Norfolk 
R.  H Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Paul  Considine,  Scottsbluff 
Richard  M.  Pitsch,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
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...a  promise  to 


HERE  ARE  THE  FACTS:  Over  25%  of  America's  Physicians  were  em- 
broiled in  a malpractice  issue  in  the  last  12  months.  More  than  80%  of 
those  malpractice  allegations  will  be  closed  without  an  award  for  dam- 
ages. Your  professional  reputation  and  your  personal  assets  are  on  the 
line  when  your  professional  liability  carrier  is  not  both  financially  sound 
and  experienced  in  the  law  and  the  judicial  system. 


WHEN  THE  ISSUES  ARE  LEGAL,  NOT  MEDICAL-  when  the  allegations 
are  frivolous,  or  highly  emotional--  you  need  a company  and  legal  repre- 
sentation that  understands  the  problem  and  has  the  experience  to  resolve 
the  issue.  The  Medical  Protective  Company  has  specialized  in  defending 
doctors  since  1899.  Our  legal  and  claims  management  experience  is 
unmatched  by  any  other  insurer  in  the  U.S. 

FOR  MORE  INFORMATION  on  how  we  can  protect  your  professional 
reputation  and  your  personal  assets,  call  your  local  Medical  Protective 
General  Age"4'  H 000  0/1/1  H 000 


‘Professionaf  ‘Protection  ‘E\c(usive(y  since  1899 

/ i \ \\  \\  \ \ 


AA  (Excellent)  Standard  and  Poor's 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it.  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h.  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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1.  A.  Morales  et  al. , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  b 
of  Therapeutics  6th  ed.,  p.  176-188 
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3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201) 569-8502 
1-800-237-9083 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph.D.,M.P.H.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

Joseph  E.  Johnson,  M.D.,  FACP,  Int.  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J,  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  Sri,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph  D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
O.  Wayne  Houser,  M.D.,  President 
2021  Spring  Road,  Suite  600 
Oak  Brook,  IL  60521 
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When  It  Comes  To  Patient  Education, 
We’re  Just  What  The  Doctor  Ordered! 

The  Nebraska  Beef  Council  is  your  resource  for  patient  education 
materials.  When  it  comes  to  communicating  important  messages  about 
diet  and  health,  we  can  help  by  supplying  the  latest  research-based 
nutrition  data,  patient  handouts,  activity  ideas  and  more. 

To  borrow  the  items  featured  in  this  ad,  call  or  write  today! 

Introduce  patients  to  four  video  segments, 
which  originally  aired  on  “Parenting  in  the 
90’s,”  a CNBC  American  Medical  Television 
program.  The  first  two  segments  focus  on  the 
importance  of  a well-balanced  diet  for  children 
and  highlight  foods  rich  in  iron.  The  other 
segments  provide  critical  messages  about 
food  safety  in  and  away  from  the  home. 


The  HeartCare  Program™  is  a video  kit 
designed  to  help  teach  patients 
management  of  blood  cholesterol. 
Included  are  four  videotapes,  an 
informative  booklet  and  a professional 
guide  and  audiotape. 


beei^  Nebraska  Beef  Council 


P.O.  Box  2108,  Kearney,  NE  68848  • 308-236-7551 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  professions 
TOLL  FREE  — 1-800-423-USAF 


"Obstetrics  and  Gynecology"' 

Bally's  Hotel  - Las  Vegas,  Nevada 
Thursday-Saturday,  December  1-3,  1994 

Jointly  Sponsored  by:  University  of  Nebraska  Medical  Center,  Department  of  Obstetrics  and  Gynecology,  Nebraska 
Ob-Gyn  Society,  Nebraska  Section  - District  VI  of  the  American  College  of  Obstetrics  and  Gynecology  in  cooperation 
with  the  University  of  Nebraska  Medical  Center,  Center  for  Continuing  Education. 


PRELIMINARY  / PARTIAL  LIST  OF  TOPICS: 


PMS 

Diagnosis,  Management  and  Treatment  Complications 
of  Gestational  Diabetes 

Current  Diagnosis  and  Management  of  Rh  Disease 

Stereotactic  Breast  Biopsy 

Urogynecology 


Abnormal  Adenomatous  Cells  of  the  Cervix 
(Diagnosis  and  Management) 

Endometrial  Ablation 
Perinatal  Mortality  Study 
Current  Management  of  Ectopic  Pregnancy 
Maternal  Mortality  Panel 


SCHEDULE: 

Thursday,  December  1st  - 6:00-8:00  p.m.  Welcome  Reception 

Friday  and  Saturday,  December  2nd  and  3rd  - Scientific  Sessions  from  8:30-2:00  p.m. 

’When  the  program  schedule  is  finalized  it  will  be  submitted  for  credit  review  to  AMA,  ACOG,  and  AAFP. 

For  Further  Information  contact: 

Center  for  Continuing  Education,  University  of  Nebraska  Medical  Center 
600  South  42nd  Street,  Omaha,  Nebraska  68198-5651 
Telephone  (402)  559-4152  or  Fax  (402)  559-5915. 


Imagine  A MedkalCenter 
At  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable 
support  for  your  4-»  Enter 
patient  practice.  j| 

Inter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center, 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure,  Executive  Vice  President 

8502  West  Center  Road,  P.O  Box  241255,  Omaha,  NE  68124-5255 

American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144-3733 

American  Heart  Association,  Nebraska  Affiliate 

Douglas  P.  Halleen,  Executive  Director 
3624  Famam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68 152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Omaha,  NE  68180 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D. , Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  Ph  D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68152-2116 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
Peter  E.  Diedrichsen, M.D.,  President 
233  So.  13th  St  , Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68 1 14 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D  , President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  K.  Koerber,  M.D.,  President 
233  So.  13th St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph  D.  Lynch,  M.D.,  President 

Creighton  Cardiac  Center,  3006  Webster  Street,  Omaha,  NE  68 13 1 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D  , Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes,  Exec.  Director 
7521  MainSt.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D. , President 
233  S 13th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 
Tom  Bassett,  Executive  Director 
3120 0 St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 
Mark  B Horton,  M.D.,  Director 

P.O.  Box  95007, 301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Sally  Semm,  RD,  CN 
6300  Cornell  Road,  Lincoln,  NE  68516 


Nebraska  Health  Care  Association 

Patricia  Snyder,  Executive  Director 

421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 

Nebraska  Association  of  Hospitals  and  Health  Systems 

Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13thSt.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13thSt.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941 0 Street,  Suite  71 1,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M D. 

2221  S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 
Tom  R.  Dolan,  R.P.,  Executive  Director 
622 1 South  58th  Street,  Suite  A,  Lincoln,  NE  685 16 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Sarah  Jones,  M.D.,  President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 
Jud  W.  Gurney,  M.D.,  President 
233  S.  13th  St  , # 15 12,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D.,  President 
2205  S 10th  St.,  Omaha,  NE  68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D. , President 
2121  S.  56th St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

John  H.  Schulte,  M.D.,  President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J.  Hynes,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James  M.  Horrocks,  M.D.,  President 
233  So.  13th  St.,  Suite  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  68516 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D.,  President 
4740  A.  St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 
Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68 1 14 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
30 1 Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr.,  #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
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Physicians,  Antitrust  Laws  and  Health  System  Reform 


FREDERICK  F.  PAUSTIAN,  M.D. 


The  Nebraska  Medical  Association  House  of 
Delegates,  Spring  Meeting  1994,  passed  reso- 
lution #17  directing  the  NMA  Board  of  Direc- 
tors to  study  the  value  and  benefit  of  establish- 
ing a physician  directed  management  service 
organization  and,  if  deemed  feasible,  promote 
the  establishment  of  such  an  organization. 

It  was  apparent  from  the  beginning  that  a 
basic  knowledge  of  federal  antitrust  laws  was 
necessary  so  as  to  avoid  violation  and  the 
consequences  of  criminal  prosecution,  costly 
civil  litigation,  and  related  penalties.  Two  re- 
source documents  proved  to  be  very  helpful  as 
regards  identification  of  the  laws  and  under- 
standing them.  These  are: 

1.  "Collective  Negotiation  and  Antitrust" 
published  by  the  Physician  Negotiation 
Advisory  Office  within  the  Office  of  the 
General  Council  of  the  American  Medi- 
cal Association. 

2.  A letter,  concerning  antitrust  consider- 
ations, to  the  Nebraska  Medical  Associa- 
tion from  Charles  M.  Pallesen,  Jr.,  an 
attorney  from  the  office  of  Cline,  Will- 
iams, Wright,  Johnson,  and  Oldfather, 
1 1-2-92.  [The  essence  of  Pallesen's  letter 
appears  in  the  Nebraska  Medical  Jour- 
nal Ask  A Lawyer  column,  March  1 994.] 

Independent  physicians  and  their  practices 
have  been  placed  under  considerable  pressure 
by  health  care  insurers  and  medical  delivery 
system  corporations  to  reduce  their  fees,  grant 
discounts,  and  alter  their  practice  characteris- 
tics. Because  of  these  pressures  and  the  neces- 
sity to  have  impact,  a natural  reaction  to  such 
forces  is  to  have  physicians  join  together  and 
deal  with  third  party  payers  collectively.  Such 
collective  conduct,  however,  can  result  in  illegal 
price  fixing,  boycott  agreements,  and  other 
violations  of  antitrust  laws  with  resultant  poten- 
tial for  severe  sanctions.  Besides  criminal  pros- 
ecution, a losing  antitrust  defendant  in  a civil 
case  is  liable  for  three  times  the  amount  of  any 
damages  the  violation  caused  plus  attorney 
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fees  for  the  plaintiff.  Antitrust  law  enforcement 
is  mediated  by  the  United  States  Department  of 
Justice,  the  Federal  Trade  Commission  and 
State  Attorneys  General.  Proceedings  may  be 
initiated  by  any  of  the  foregoing  as  well  as 
private  parties  such  as  competing  physicians 
and  third  party  payers. 

The  antitrust  law  most  pertinent  to  physi- 
cians is  contained  in  Section  1 of  the  Sherman 
Act.  Two  elements  must  be  present  to  establish 
a violation  of  the  law: 

(1.)  A concerted  action  which  produces  (2.) 
an  unreasonable  restraint  of  competition.  A 
formal  written  agreement  is  not  necessary  to 
satisfy  the  concerted  action  element;  all  that  is 
required  is  an  informal  understanding.  There- 
fore, an  association  of  competing  physicians  as 
a medical  society  could  satisfy  the  concerted 
action  element.  Medical  societies  must  be  cer- 
tain that  their  actions  do  not  unreasonably 
restrain  competition.  Physicians  must  avoid 
discussing  fees  or  engaging  in  any  group  activ- 
ity which  has  an  impact  upon  competition.  An 
individual  physician,  a professional  corpora- 
tion, or  an  integrated  group  practice  or  an  IPA 
may  take  independent  unilateral  action  as  each 
is  considered  to  be  a single  entity  which,  there- 
fore, does  not  constitute  concerted  action. 
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Restraint  of  competition  is  measured  by  two 
standards.  The  first  is  "rule  of  reason"  wherein  a 
court  examines  all  relevant  facts  and  weighs  the 
pro-competitive  and  anti-competitive  effects  of 
the  activities.  The  second  type  of  conduct  termed 
"per  se  illegal"  is  always  considered  to  be  anti- 
competitive. Therefore,  the  courts  do  not  con- 
sider evidence  about  the  purpose  or  effect  of 
such  conduct.  An  example  of  a per  se  illegal 
conduct  is  a "naked"  horizontal  price  fixing 
agreement  which  is  an  understanding  among 
competitors  to  raise  prices  or  to  charge  a par- 
ticular fee.  Another  unlawful  agreement  is  a 
group  boycott  in  which  there  is  an  agreement 
among  competitors  to  refuse  to  deal  with  an- 
other competitor,  supplier,  or  a customer  in 
order  to  suppress  competition.  A physician 
group  boycott  occurs  when  physicians  jointly 
refuse  to  deal  with  an  HMO  or  similar  plan 
unless  certain  contract  terms  are  met.  The 
illegal  restraint  of  competition  arises  when  phy- 
sicians make  decisions  as  part  of  a group  of 
otherwise  independent  competing  physicians. 
Doctors  must  avoid  the  use  of  the  threat  of  a 
group  boycott  in  negotiations  with  third  party 
payers.  In  the  setting  of  peer  review  action 
concerning  physician  credentialing  for  clinical 
privileges,  it  must  be  certain  the  reasons  for 
denying  desired  privileges  are  based  on  unsat- 
isfactory credentials  or  substandard  perfor- 
mance and  not  on  restraint  of  trade. 

The  antitrust  laws  do  not  prohibit  any  con- 
duct by  an  individual  or  medical  group,  includ- 
ing refusing  to  participate  in  a third  party  payer's 
program,  as  long  as  the  conduct  represents  an 
individual  decision  and  is  not  based  on  any 
understanding  with  competing  physicians  about 
whether  or  not  to  participate.  A fully  integrated 
group  practice  is  considered  a single  entity  for 
antitrust  purposes,  but  also  means  loss  of  iden- 
tity of  the  individual  practice.  The  antitrust 
concerns  regarding  integrated  practices  relate 
to: 

1.  Are  they  actually  integrated? 

2.  Are  they  formed  for  legitimate  purposes? 

3.  Do  they  include  too  large  a percentage 
of  competing  physicians  or  the  physi- 
cians of  a particular  specialty  in  a given 
geographic  area? 

4.  Do  they  prevent  the  formation  and  op- 
eration of  similar  entitites? 

Some  of  the  criteria  which  indicate  true 
integration  include: 


1.  Significant  capital  contribution. 

2.  Financial  risk  sharing  by  the  physicians. 

3.  Establishment  of  peer  review,  utilization 
review,  and  quality  assurance  programs 
by  the  group. 

4.  Centralization  of  business  functions. 

These  indices  are  also  characteristic  of  a 
classic  management  service  organization. 

The  percentage  of  physicians  from  a given 
geographic  area  participating  in  an  integration 
is  important.  If  the  percentage  of  physicians 
involved  is  less  than  20%  of  the  area  physicians 
or  a specific  specialty  there  are  no  antitrust 
concerns.  However,  if  the  percentage  of  physi- 
cians is  greater  than  35%,  there  is  cause  for 
concern.  Furthermore,  the  participating  physi- 
cians in  a plan  should  not  enter  into  agreements 
which  prohibit  member  physicians  from  partici- 
pating in  other  plans. 

Medical  societies  are  well  positioned  to  dis- 
cuss issues  with  third  party  payers  and  govern- 
ment and  may  represent  physicians  on  eco- 
nomic, education,  and  ethical  concerns.  The 
First  Amendment  to  the  United  States  Constitu- 
tion protects  the  right  to  petition  the  legislature, 
courts,  and  other  government  agencies,  in  good 
faith,  for  any  actions  as  long  as  there  is  no  threat 
the  physicians  as  a group  will  not  participate  if 
their  requests  are  denied.  Medical  societies 
may  advise  physicians  on  the  meaning  and 
consequences  of  proposals  and  may  retain 
experts  for  such  purposes  as  long  as  the  deci- 
sion whether  to  accept  the  particular  proposals 
is  left  to  individual  physicians  or  group  prac- 
tices. The  antitrust  laws  do  not  prohibit  medical 
societies  from  expressing  the  concerns  of  their 
members  and  submitting  recommended 
changes  to  third  party  payers  provided  there  is 
no  threat  of  concerted  action.  Medical  societies 
may  also  act  on  behalf  of  individual  or  inte- 
grated physicians  expressing  to  payers  the  views 
of  their  members  on  issues  not  related  to  fees  as 
procedures,  services,  claims  processing,  utiliza- 
tion and  peer  review  in  the  absence  of  any 
threat  of  boycott. 

Efforts  have  been  made  to  circumvent  anti- 
trust law  prohibitions  on  price  fixing  through  a 
medical  society  or  association  of  independent 
practitioners  establishing  a "union"  which  then 
bargains  collectively  with  third  party  payers. 
While  there  is  a "labor  exemption"  to  the  anti- 
trust laws,  the  exemption  applies  only  to  collec- 
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tive  bargaining  by  employees  and  not  to  collec- 
tive bargaining  by  independently  practicing 
professionals.  The  same  rules  apply  to  a medi- 
cal society  union  as  to  the  society  itself.  It  is  of 
paramount  importance  that  medical  societies 
acting  in  behalf  of  their  members  or  member 
groups  be  assisted  by  an  experienced  health 
antitrust  counsel  so  as  to  avoid  antitrust  viola- 
tion. 

Frequent  problems  confronting  medical  soci- 
eties are  requests  for  peer  review  as  to  the 
reasonableness  of  individual  fees  and  requests 
for  collection  of  fee  information  so  as  to  deter- 
mine average  charges  for  particular  services. 
Such  activities  are  lawful  provided  the  deci- 
sions as  to  what  constitutes  a reasonable  fee  or 
the  average  charge  is  not  disseminated  to  the 
membership.  In  addition,  the  information  col- 
lected and  the  statistical  computations  must  be 
conducted  by  someone  other  than  a compet- 
ing physician. 

Because  of  the  constraints  cited  above  and 
the  fact  that  health  insurance  companies  are 
largely  exempt  from  the  antitrust  restrictions 
physicians  face  in  establishing  and  running 
managed  care  plans,  the  AMA  is  strongly  spon- 
soring the  Health  Care  Antitrust  Improvement 
Act  known  as  the  Hatch/Archer  bill  (Si 658/ 
HR3486).  The  purpose  of  the  act  is  to  "level  the 
playing  field"  so  that  physicians,  not  just  insur- 
ance companies,  can  form  health  care  delivery 
networks  and  plans.  The  bill  has  five  specific 
objectives: 

1.  Establish  a safe  harbor  under  federal 
antitrust  laws  which  would  permit  physi- 
cians to  create  joint  ventures  or  take  other 
collective  action  if  they  represented  fewer 
than  20%  of  the  physicians  in  an  area. 

2.  Permit  the  establishment  of  networks 
with  as  many  as  50%  of  the  physicians  in 
a market  area  provided  the  participating 
physicians  can  and  do  participate  in  other 
plans  and  are  procompetitive. 

3.  Create  a procedure  wherein  physician 
networks  that  do  not  fall  within  the  safe 
harbor  could  notify  the  Department  of 
Justice  (DOJ)  about  their  formation.  In 
return  for  notifying  the  DOJ  the  networks 
would  be  subject  to  "rule  of  reason"  analy- 
sis whereby  the  actual  competitive  impact 
of  the  network  on  the  market  is  reviewed 
and  determination  as  to  appropriateness 
or  legality  is  made. 


4.  Create  a procedure  for  providers  to  peti- 
tion the  DOJ  for  additional  safe  harbors  for 
categories  of  cooperative  arrangements 
that  can  be  demonstrated  to  be 
procompetitive.  Such  a procedure  would 
be  helpful  for  physicians  in  small  to  me- 
dium size  cities  and  in  rural  areas  where  it 
might  not  be  possible  to  organize  net- 
works with  existing  antitrust  limits. 

5.  Recognize  the  need  for  physicians  to  be 
able  to  collectively  present  data  and  views 
to  insurance  plans. 

Background  information  as  to  the  need  for 
antitrust  relief  is  available  in  AMA  publications 
entitled  "Providing  Health  Care  Coverage  For 
All  Americans",  January  1994;  and  "Advocacy 
Initiative-Strengthening  Physician  VoiceThrough 
Health  System  Reform",  June  1994.  It  is  very 
important  for  all  members  of  the  Nebraska 
Medical  Association  to  be  strongly  supportive  of 
the  AMA's  initiative  to  obtain  antitrust  relief  so  we 
may  continue  to  be  advocates  for  our  patients 
and  maintain  control  of  the  quality  of  health 
care  which  is  to  be  delivered  to  our  patients. 

The  four  documents  cited  above  may  be 
requested  from  the  office  of  the  Nebraska  Medi- 
cal Association  and  must  be  thoroughly  studied 
in  preparation  for  our  consideration  of  the 
appropriateness  of  the  establishment  of  a phy- 
sician directed  management  service  organiza- 
tion in  the  State  of  Nebraska. 

Two  additional  areas  are  noteworthy. 

On  September  15,  1993  the  Antitrust  Divi- 
sion of  the  U.S.  Attorney  General's  Office  (DOJ) 
and  the  Federal  Trade  Commission  (FTC)  is- 
sued a document  entitled  "Statements  of  Anti- 
trust Enforcement  Policy  in  the  Health  Care 
Area,"  (available  from  the  NMA).  The  docu- 
ment contains  six  policy  statements  that  ad- 
dress: (1)  hospital  mergers;  (2)  hospital  joint 
ventures  involving  high-technology  or  other 
expensive  medical  equipment;  (3)  physicians' 
provision  of  information  to  purchasers  of  health 
care  services;  (4)  hospital  participation  in  ex- 
changes of  price  and  cost  information;  (5)  joint 
purchasing  arrangements  among  health  care 
providers;  and  (6)  physician  network  joint  ven- 
tures. 

The  2 agencies  have  pledged  to  issue  addi- 
tional guidelines  as  needed,  and  have  offered 
an  expedited  process  of  advisory  opinions  un- 
der the  existing  policy  statements.  These  advi- 
sory opinions  should  bring  additional  clarity  to 
the  policy  statements. 
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In  general,  the  policy  statements  are  helpful 
because  they  collect  in  one  place  what  previ- 
ously had  been  widely  scattered  indications  of 
the  enforcement  intentions  of  the  DOJ  and  the 
FTC.  Substantively,  however,  the  policy  state- 
ments break  little  new  ground.  They  set  forth 
"safety  zones",  or  safe  harbors,  describing  cir- 
cumstances under  which  the  agencies  will  not 
challenge  certain  conduct.  For  the  most  part, 
these  safety  zones  are  rather  limited;  they  merely 
describe  conduct  that  has  long  been  consid- 
ered appropriate  under  the  antitrust  laws. 

The  policy  statements  also  set  forth  an  out- 
line of  the  analysis  the  agencies  will  use  to 
review  conduct  that  falls  outside  the  safety 
zones.  Such  conduct  is  not  necessarily  illegal, 
but  requires  a more  detailed  analysis  than  does 
conduct  that  falls  within  the  safety  zones.  This 
analysis  is  complicated  and  its  outcome  some- 
what unpredictable.  Therefore,  a fair  degree  of 
uncertainty  about  the  lawfulness  of  joint  physi- 


cian conduct  remains  despite  the  DOJ/FTC 
policy  statements.  Again,  physicians  should 
consult  competent  antitrust  counsel  before  re- 
lying on  any  of  these  policy  statements. 

Finally,  the  1 994  Nebraska  Legislature  passed 
LB  1223,  which  included  a section  entitled 
"Healthcare  Facility-Provider  Cooperation  Act." 
While  the  regulations  have  not  yet  been  pub- 
lished, this  Act  proposes  that  certain  health 
care  providers  (hospital,  physicians,  etc.)  that 
plan  to  enter  into  cooperative  ventures  can 
choose  to  voluntarily  submit  their  plans  to  the 
Nebraska  Department  of  Health  and  request  a 
"Certificate  of  Public  Advantage."  The  Nebraska 
Attorney  General  may  be  consulted  by  the 
Department  for  review  and  approval.  If  ap- 
proved, the  law  should  provide  health  care 
provider  collaborative  efforts  some  additional 
protection  from  later  challenges  by  the  federal 
antitrust  authorities. 
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ABSTRACT 

Atherembolic  renal  disease  (ARD)  following  an  arterographic  procedure  developed  in  1 7 patients  over  a 1 07-month 
period  in  which  14,998  procedures  were  performed  at  two  hospitals.  The  incidence  of  ARD  per  arteriographic 
procedure  was  0.1%.  A review  of  all  nephrology  consults  during  this  same  period  identified  five  patients  with  ARD 
unrelated  to  a procedure  (spontaneous  disease). 

ARD  was  diagnosed  5.3  ± 0.9  weeks  following  an  arteriographic  procedure.  Patients  most  likely  to  be  diagnosed 
with  ARD  were  those  recently  undergoing  arteriography  (77%),  the  elderly  (mean  69.9  years),  males  (73%),  Caucasians 
(95%)  and  patients  with  renal  insufficiency  prior  to  arteriography.  In  the  patients  who  had  arteriography,  the  baseline 
serum  creatinine  increased  significantly  from  a mean  of  3.0  + 0.6  mg/dl  to  6.6  + 1.1  mg/dl  at  the  time  of  diagnosis 
(P  < .05).  The  mortality  rate  of  16  patients  who  progressed  to  end  stage  renal  disease  was  significantly  greater  (75%) 
than  6 patients  who  recovered  renal  function  (17%;  P<  .05). 


ATHEROEMBOLISM  is  a compli- 
cation of  arteriography  with 
access  ususally  obtained 
through  the  femoral  artery.1  Atheroembolism 
may  also  result  from  surgical  manipulation  of  the 
aorta.2  Atheroembolic  renal  disease  (ARD)  is 
caused  by  atheroembolism  to  many  renal  arteri- 
oles. ARD  may  occur  spontaneously,3  particu- 
larly in  association  with  renal  artery  stenosis.4 

The  incidence  of  atheroembolism  following 
arteriography  is  difficult  to  assess  because  there 
may  be  subclinical  cases  that  go  undetected. 
Rosansky5  reported  9 cases  of  atheroembolism 
following  11,402  arteriographic  procedures. 
(.08%).  Drost6  reported  4 cases  following  4,487 
arteriographic  procedures  (.09%).  The  incidence 
of  ARD  following  arteriography  has  not  been 
reported  previously. 

The  purpose  of  this  study  was  to  assess  the 
incidence  of  clinically  significant  ARD  per 
arteriographic  procedure,  identify  the  patient 
population  most  likely  to  be  diagnosed  with 
ARD,  and  to  describe  the  relationship  between 
an  arteriographic  procedure  and  renal  failure. 


Definition 

Clinically  significant  ARD  is  defined  as  the 
presence  of  acute  renal  failure  combined  with 
clinical  and  laboratory  evidence  typical  of 
atheroembolism  occurring  after  arteriography  or 
spontaneously.  Clinical  manifestations  of 
atheroembolism  are  covered  in  detail  under 
"Discussion". 


Materials  and  Methods 

Records  from  the  cardiac  catheterization  labo- 
ratories and  invasive  radiology  departments  at 
AMI/St.  Joseph  Hospital  and  Archbishop  Bergan 
Mercy  Medical  Center  in  Omaha,  Nebraska  over 
a 1 07-month  period  were  reviewed  to  determine 
the  number  of  arteriographic  procedures  per- 
formed per  year  and  the  incidence  of 
atheroembolic  renal  disease  per  procedure.  Suf- 
ficient data  was  not  available  to  adequately 
define  the  patient  population  that  underwent 
arteriography.  The  discharge  diagnoses  were 
reviewed  from  2,990  consecutive  nephrology 
consultations  performed  by  the  Creighton  Uni- 
versity Nephrology  group  at  the  same  two  hospi- 
tals over  the  same  107-month  period.  From  these 
reviews,  22  patients  were  identified  with  a diag- 
nosis of  atheroembolic  renal  disease;  1 7 cases 
following  an  arteriographic  procedure  and  5 
cases  occurring  spontaneously.  The  hospital, 
outpatient,  and  dialysis  records  of  these  22  pa- 
tients were  reviewed  and  data  relating  specifi- 
cally to  their  renal  disease  was  obtained. 

Statistical  Analysis 

The  paired  two-tailed  t-test  was  used  to  com- 
pare serum  creatinines  at  the  times  of  procedure 
and  diagnosis.  Results  are  presented  as  ± SEM. 
Chi-square  analysis  was  used  to  determine  if 
there  was  a significant  relationship  between  1) 
the  need  for  dialysis  at  some  time  during  the 
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illness  and  mortality  and  2)  end  stage  renal 
disease  (ESRD)  and  mortality.  Statistical  signifi- 
cance is  reported  at  the  0.05  level. 

Results 

Twenty-two  patients  were  diagnosed  with 
atheroembolic  renal  disease  over  a 107-month 
period.  Seventeen  patients  (77%)  had  ARD  re- 
lated to  arteriographic  procedures.  Ten  patients 
had  cardiac  catheterizations,  four  had  aortograms 
with  runoffs  and  three  had  carotid  angiograms. 
Five  patients  (23%)  had  ARD  unrelated  to  a 
procedure  (spontaneous  disease).  Figure  1 shows 
the  incidence  of  ARD  per  year  and  per  proce- 
dure per  year.  Figure  2 shows  the  number  of 
arteriographic  procedures  per  year  at  two  hospi- 
tals. There  were  17  cases  of  procedure-related 
ARD  resulting  from  14,998  procedures  (0.1%). 

Sixteen  patients  were  male  (73%).  The  mean 
age  at  the  time  of  diagnosis  was  69.9  years. 
Twenty-one  patients  were  Caucasian  (95%).  One 
patient  was  Hispanic  and  there  were  no  black 
patients. 

The  mean  serum  creatinine  at  the  time  of  the 
procedure  in  1 5 patients  were  3.0+ 0.6  mg/dl.  A 
baseline  serum  creatinine  was  not  available  in  the 
remaining  2 patients  who  had  procedures.  Five 
patients  did  not  have  procedures,  therefore  a 
baseline  creatinine  did  not  exist  for  them.  The 
mean  serum  creatinine  at  the  time  of  diagnosis  in 
all  patients  was  6.6  ± 1.1  mg/dl.  The  mean 
creatinines  were  significantly  different  using  the 
paired  t-test  (P  < .05). 


FIGURE  2 

Number  of  arteriographic  procedures 
per  year  at  2 hospitals. 


The  mean  time  ± SEM,  range  and  median  for 
procedure  to  diagnosis  (Dx),  Dx  to  dialysis,  total 
duration  of  dialysis  and  survival  from  the  time  of 
procedure  to  death,  are  shown  in  Table  1.  One 
patient  survived  on  dialysis  for  364  weeks  after 
her  arteriogram,  198  weeks  longer  than  any 
other  patient  in  the  study  and  was  responsible  for 
the  large  SEMs  for  duration  of  dialysis  and  sur- 
vival. 

Fourteen  patients  received  dialysis  therapy  at 
some  time  during  their  illness  (64%).  Seven 
patients  received  hemodialysis,  6 patients  re- 
ceived peritoneal  dialysis,  and  one  patient  had 
both. 


1984  1985  1986  1987  1988  1989  1990  1991 


FIGURE  1 

Number  of  cases  of  ARD  diagnosed  per  year  at  2 
hospitals.  Solid  bars  represent  procedure-related  and 
checkered  bars  represent  spontaneous  ARD.  Percent- 
ages above  solid  bars  equal  incidence  of  ARD  per 
procedure  per  year.  (ARD  = Atheroembolic  Renal 
Disease) 


The  mortality  rate  of  the  1 4 patients  who  were 
dialyzed  is  compared  to  that  of  8 patients  who 
were  never  dialyzed  in  Fig.  3.  By  use  of  chi-square 
analysis,  there  was  no  significant  relationship 
between  the  need  for  dialysis  at  some  time 
during  the  illness  and  mortality.  Also  in  Fig.  3,  the 
mortality  rate  of  6 patients  who  recovered  renal 
function  (not  ESRD)  is  compared  to  that  of  16 
patients  who  did  not  recover  renal  function 
(ESRD).  By  the  use  of  chi-square  analysis  there 
was  a significant  relationship  between  ESRD  and 
mortality  (P  < .05). 

Extra-renal  manifestations  of  atheroembolism 
were  common  among  the  22  patients  with  ARD. 
These  included  ischemic  toes  (1 2 patients),  livedo 
reticularis  (7  patients),  abdominal  pain  or  ischemia 
(4  patients),  claudication,  eosinophilia,  acceler- 
ated hypertension  and  transient  ischemic  attack 
(2  patients  each). 

Six  patients  underwent  tissue  biopsy  for  diag- 
nosis. Three  patients  had  calf  muscle  biopsies, 
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TABLE  1 

Temporal  Relationships 


Procedure  to  DX 

N 

16 

Time  (wks)±  SEM 

5.3  ± 0.9 

Range  (wks.)  Median  (wks.) 

.3  - 1 1.9  5.1 

Dx  to  Dialysis 

13 

10.3  ± 2.7 

.14-28 

5 

Duration  Dialysis 

14 

71.1  ± 25.5 

4 - 344 

21.5 

Survival 

9 

86.4  + 39.9 

4 - 364 

21 

SEM  = Standard  Error  of  the  Mean 
wks.  = weeks 
Dx  = diagnosis 


only  one  of  which  was  diagnostic  for  cholesterol 
embolism.  Two  patients  underwent  renal  biop- 
sies, both  of  which  were  diagnositc  for  choles- 
terol embolism.  One  patient  had  a non-diagnos- 
tic skin  biopsy. 

Discussion 

Renal  involvement  with  atheroembolism  is 
manifested  by  the  onset  of  acute  renal  failure, 
often  following  arteriography,  associated  with 
clinical  findings  and  laboratory  studies  typical  of 
atheroembolism.  In  this  study  the  diagnosis  of 
ARD  was  made  a mean  of  5.3  ± 0.9  weeks  after 
the  arteriographic  procedure  (Table  1).  Clinical 
features  of  atheroembolism  include  the  blue  toe 
syndrome,7  gangrene8,  ulcers  and  petechiae  of 
the  lower  extremities,  livedo  reticularis  of  the 
skin,  gastrointestinal  bleeding9,  ischemic  bowel, 
pancreatitis,  transient  ischemic  attacks,  acceler- 
ated hypertension'0,  amaurosis  fugax, 
claudication,  myalgias,  and  malnutrition.  Charac- 
teristic laboratory  findings  observed  with 
atheroembolism  include  eosinophilia", 
eosinophiluria,  low  serum  complement  levels'2, 


FIGURE  3 

Mortality  in  patients  not  dialyzed  (50%)  compared  to 
patients  dialyzed  (65%;  not  significant)  and  mortality 
in  patients  who  did  not  progress  to  ESRD  (1  7%)  com- 
pared to  patients  who  progressed  to  ESRD  (75%;  P < 
.05).  Solid  bars  represent  patients  alive  and  check- 
ered bars  represent  patients  expired  at  the  time  of  the 
study.  (ESRD  = End-stage  renal  disease) 


and  elevated  erythrocyte  sedimentation  rate, 
CPK,  transaminases  and  amylase.  The  urine  may 
show  granular  casts,  pyuria,  hematuria  and 
proteinuria.  Extra-renal  manifestations  of 
atheroembolism  were  common  in  this  study 
consistent  with  the  fact  that  ARD  is  part  of  a 
multisystem  disease  with  the  kidneys  rarely  being 
the  only  organ  involved. 

The  pathophysiology  of  atheroembolism  in- 
volves the  release  of  cholesterol  crystals  and 
other  debris  from  atherosclerotic  plaques  upon 
contact  with  a catheter,  or  spontaneously.  Com- 
mon sites  of  origin  of  atheroemboli  are  the  aorta 
and  femoral  and  iliac  arteries.  The  atheroemboli 
then  travel  downstream  to  occlude  distal  arteri- 
oles 50  to  100  microns  in  diameter  predomi- 
nantly in  the  abdominal  viscera,  lower  extremi- 
ties, and  skin.'4  The  eventual  result  is  ischemia 
and  infarction  of  affected  tissue. 

Definitive  diagnosis  can  be  made  by  a biopsy 
of  affected  tissue,  particularly  skin  or  kidney.  A 
blind  biopsy  of  the  gastrocnemius  muscle'3  may 
also  provide  a diagnosis  if  the  lower  extremities 
are  involved. 

The  characteristic  histologic  finding  is  the  bi- 
convex neddle-shaped  clefts  that  remain  in  arte- 
rioles after  dissolution  of  the  cholesterol  crystals 
upon  tissue  preparation  (Fig.  4). 14 

The  clefts  are  surrounded  by  a foreign  body 
giant  cell  reaction  to  the  crystal,  endothelial  and 
fibroblastic  proliferation,  and  perivascular  lym- 
phocytic inflammation. 

No  specific  treatment  is  available  for 
atheroembolic  disease  and  general  supportive 
measures  are  indicated  such  as  control  of  pain 
and  hypertension.  Parenteral  nutrition  may  be 
needed  for  malnutrition  secondary  to  ischemic 
bowel.  Dialysis  may  be  appropriate  for  progres- 
sive renal  failure.  Tissue  Plasminogen  Activator 
(TPA)  has  been  used  successfully  for  treatment  of 
non-healing  ulcers  of  the  lower  extremities  sec- 
ondary to  livedo  reticularis.15  It  remains  to  be 
seen  if  TPA  will  play  a role  in  the  treatment  of 
atheroembolism  to  visceral  organs. 
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FIGURE  4 

Cholesterol  clefts  in  renal  arteriole,  (hematoxylin-eosin  stain,  X200) 


The  patients  most  likely  to  be  diagnosed  with 
ARD  in  this  study  were  elderly  white  males  and 
renal  insufficiency  prior  to  arteriography.  The 
paucity  of  black  patients  with  ARD  has  been 
reported  previously.16  An  explanation  of  this 
observation  remains  unknown.  It  is  possible  that 
blacks  may  undergo  less  arteriographic  proce- 
dures for  socioeconomic  reasons. 

ARD  was  fatal  in  a majority  of  patients  (59%). 
Mean  survival  from  the  time  of  the  procedure 
was  86.4  + 39.4  weeks  (Table  1 ).  Mortality  from 
ARD  was  significantly  greater  if  there  was  pro- 
gression to  ESRD  (P  < .05).  Mortality  was  also 
greater  if  dialysis  was  needed  at  some  time 
during  the  illness  but  this  was  not  statistically 
significant.  These  results  suggest  that  mortality 
was  primarily  related  to  permanent  loss  of  renal 
function  (ESRD). 

The  number  of  cases  of  ARD  per  year  in- 
creased from  1984  to  1991  because  of  an  in- 
crease in  the  incidence  of  ARD  per  procedure 
(Fig.  1)  and  an  increase  in  the  number  to 
arteriographic  procedures  performed  per  year 
(Fig.  2).  It  is  also  possible  that  more  cases  of  ARD 
were  diagnosed  because  of  increased  awareness 
of  the  disease.  The  incidence  of  ARD  per 
arteriographic  procedure  from  1984  through 
1991  (0.1%)  is  similar  to  that  reported  previously 
by  Rosansky  and  Drost  for  the  incidence  of 
atheroembolism  per  procedure  (.08-.09%).  This 


suggests  that  the  majority  ot  cases  of 
atheroembolism  are  associated  with  ARD. 

The  incidence  of  ARD  per  procedure  increased 
most  likely  because  procedures  were  performed 
on  patients  at  increased  risk  for  the  disease  such 
as  the  elderly  with  advances  aortic 
artherosclerosis.  ARD  can  be  prevented  by  mak- 
ing physicians  involved  with  arteriographic  pro- 
cedures more  aware  of  patients  at  risk.  Patients 
must  be  fully  evaluated  to  determine  if  the  risk  of 
arteriography  outweighs  its  benefits. 

There  are  several  strategies  available  to  de- 
crease the  incidence  of  ARD  in  patients  at  risk. 
Approach  to  the  arterial  system  can  be  made  via 
the  brachial  artery  as  opposed  to  the  femoral 
artery  to  minimize  contact  of  a catheter  with  an 
atherosclerotic  abdominal  aorta.  Studies  com- 
paring the  incidence  of  ARD  between  the  two 
approaches  are  lacking. 

Atherosclerotic  debris  in  the  thoracic  aorta 
can  be  observed  during  transesophageal 
echocardiography  (TEE).16  It  may  be  possible  to 
identify  patients  at  risk  for  atheroembolism  by 
TEE  and  avoid  arterial  procedures  in  them. 

Although  heparin  is  commonly  used  at  the 
time  of  arteriography  and  afterwards,  it  may 
increase  the  possibility  of  atheroembolism  in 
patients  at  risk.15  Heparin  may  prevent  the  forma- 
tion of  an  organized  thrombus  over  an 
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atheroscelerotic  plaque  resulting  in  increased 
release  of  embolic  debris.  More  selective  use  of 
heparin  is  indicated  in  patients  at  risk. 

Atheroembolism  with  ARD  has  also  been 
reported  following  the  use  of  intravenous  TPA  for 
acute  myocardial  infarction. 18Therefore  the  risks 
and  benefits  of  TPA  must  be  weighed  in  patients 
at  risk  for  atheroembolism. 

In  summary,  clinically  significant  ARD  was 
diagnosed  approximately  five  weeks  following 
an  arteriographic  procedure.  Elderly  white  males 
with  prior  renal  insufficiency  were  diagnosed 
most  frequently.  Twenty-three  percent  of  pa- 
tients had  spontaneous  disease.  Progression  to 
ESRD  was  a predictor  of  mortality.  The  incidence 
of  ARD  per  arteriographic  procedure  was  0.1  %. 
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INTRODUCTION 

DESPITE  years  of  steady  improve- 
ment in  the  treatment  of  pre- 
mature babies,  1 0 to  20%  of 
NICU  survivors  will  have  long-term 
neurodevelopmental  handicaps.1  This  likely  re- 
flects not  a lack  of  progress,  but  rather,  a trend 
in  keeping  ever  smaller  and  younger  "premees" 
alive.  One  of  the  most  common  causes  of  long- 
term neurologic  sequelae  in  the  population  is 
germinal  matrix  hemorrhage  (CMH),  also  known 
as  subependymal  hemorrhage  and  the  related 
condition  of  intraventricular  hemorrhage  (IVH), 
which  can  lead  to  post-hemorrhagic  hydro- 
cephalus (PHH).  While  80%  of  cases  of  IVH 
detected  by  routine  ultrasonography  will  have 
a benign  course,  the  potential  for  significant 
morbidity  and  mortality  necessitates  early  de- 
tection and,  when  indicated,  aggressive  treat- 
ment.2 

INCIDENCE 

The  incidence  of  IVH/GMH  is  in  no  small 
part  dependent  upon  the  means  of  detection 
employed;  however,  realistic  estimates  are  40 
to  45%  of  infants  with  birth  weights  < 1 500 
grams  and/or  gestational  ages  < 35  weeks.3  IVH 
is  most  commonly  seen  in  infants  of  < 32  weeks 
gestational  age,  although  it  has  been  reported 
in  term  infants.4  Fifty  percent  of  infants  with 
IVH/GMH  will  develop  the  hemorrhage  (as 
detected  by  transfontanelle  ultrasound)  in  the 
first  post-natal  day  while  90%  of  bleeds  occur 
within  the  first  72  hours.5  Progression  of  GMH 
to  IVH  of  worsening  grade  is  seen  in  1 0 to  20% 
of  cases,  with  those  children  having  the  young- 
est gestational  age  being  most  likely  to  progress.6 
While  PHH  can  be  acute  in  presentation,  it  is 
more  typically  manifested  one  to  three  weeks 
after  the  initial  detection  of  IVH.7  The  incidence 
of  PHH  is  estimated,  to  be  between  25  and  74% 
of  infants  with  IVH.8 

Papille,  et  al,  developed  a grading  scheme 
for  GMH/IVH  which  can  be  applied  to  CT  or 
ultrasound  appearance  and  allows  for  prognos- 
tication and  treatment  decisions.3  Grade  I is  a 


pure  germinal  matrix  hemorrhage  or  sub- 
ependymal hemorrhage.  Grade  II  is  GMH  with 
associated  intraventricular  hemorrhage  but  no 
ventriculomegaly.  Grade  III  is  IVH  accompa- 
nied by  ventriculomegaly  (distention  of  one  or 
more  of  the  cerebral  ventricles).  Grade  IV  is  IVH 
with  ventriculomegaly  and  parenchymal  exten- 
sion of  blood  beyond  the  limits  of  the  germinal 
matrix. 

The  etiology  of  IVH  has  been  extensively 
studied.  While  IVH  was  once  considered  essen- 
tially an  obstetrical  complication,  Horbar,  et  al, 
showed  by  means  of  extensive  statistical  analy- 
sis that  there  was  no  association  between  any 
single  obstetric  factor  and  the  occurrence  of 
IVH  (utilizing  multivariate  analysis).9  A univarite 
association  was  demonstrated  between  gesta- 
tional age  and  prolonged  labor  with  IVH  (in- 
verse). It  is  now  recognized  that  alteration  in 
cerebral  flow  (CBF)  is  the  most  likely  major 
etiologic  factor.  The  germinal  matrix  is  a re- 
siduum of  the  embryonal  brain  tissue  which 
contains  a rich  capillary  bed  that  typically  invo- 
lutes around  gestational  week  32-34.  These 
vessels  are  believed  to  be  "immature"  in  the 
sense  of  being  both  mechanically  fragile  and 
lacking  autoregulation  of  flow.10-11  As  such, 
events  producing  an  increase  in  CBF  can  cause 
a disproportionate  flow  of  blood  through  this 
tissue  which  lies  beneath  the  ependyma  of  the 
lateral  ventricles  in  the  premature  infant.  The 
most  frequently  implicated  condition  in  pro- 
ducing IVH  is  hypoxia  and  associated 
hypercapnia  leading  to  increases  in  both  cere- 
bral perfusion  pressure  and  CBF.12  Other  risk 
factors  include:  volume  expansion  following 
hemorrhagic  hypotension,  seizures  (CBF  has 
been  shown  to  increase  in  convulsing  infants 
prior  to  the  development  of  GMH), 
pneumothorax,  hypertension,  cyanotic  heart 
disease  (including  patent  ductus  arteriosis),  and 
mechanical  ventilation  especially  in  the  setting 
of  respiratory  distress  syndrome.13 

The  development  of  post-hemorrhagic 
hydrocephalus  is  felt  to  be  secondary  to  an 
obliterative  arachnoiditis  in  which  RBC's  and 
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the  breakdown  products  of  the  extravasated 
blood  block  the  pathway  for  cerebrospinal  fluid 
(CSF)  absorption.7  This  accounts  for  the  previ- 
ously mentioned  clelay  often  seen  between 
diagnosis  of  IVH  and  onset  of  symptomatic 
PHH.  With  more  severe  Grade  III  and  IV  bleeds, 
it  is  possible  to  have  an  acute  presentation  of 
noncommunicating  hydrocephalus  secondary 
to  clot  blocking  flow  of  CSF  at  the  level  of  the 
cerebral  aqueduct. 

TREATMENT 

The  treatment  goal  in  the  setting  of  IVH  is  first 
to  optimize  cerebral  perfusion  pressure  to  pre- 
vent worsening  of  the  hemorrhage.  Second  is 
the  control  of  ventriculomegaly  thereby  pre- 
venting the  cascade  of  neuronal  injury  which 
can  be  produced  either  from  mechanical  distor- 
tion of  normal  brain  by  the  enlarging  ventricles 
or  from  increasing  intracerebral  pressure  in  the 
setting  of  hydrocephalus.  The  effectiveness  of 
currently  available  treatment  is  dependent  upon 
early  diagnosis  and  prompt  initiation  of  appro- 
priate measures.  The  frequent  use  of  cerebral 
ultrasonography  in  the  NICU  setting  allows  for 
early  diagnosis  of  IVH,  including  the  significant 
number  of  Grade  I and  Grade  II  hemorrhages 
which  will  often  amount  to  essentially  inciden- 
tal findings.  However,  since  not  all  IVH's  will  be 
apparent  on  early  sonograms,  an  index  of  suspi- 
cion based  upon  clinical  findings  and  risk  fac- 
tors may  necessitate  repeat  sonograms  and/or 
CT  scanning.  The  clinical  presentation  of  IVH 
may  be  acute  or  subacute.  A rapidly  expanding 
head  circumference  with  bulging  fontanelle 
may  be  seen,  or  the  more  subtle  picture  of  head 
circumference  accelerating  on  the  growth  chart 
faster  than  body  weight  in  the  setting  of  the  "full 
but  soft  fontanelle".  Poor  feeding  and  irritability 
are  frequent  findings.  Vomiting,  lethargy,  and 
changes  in  muscle  tone  (up  to  and  including 
flaccidity)  may  also  be  seen.  Cardiorespiratory 
disturbances  are  common;  presenting  as  apnea 
and/or  bradycardia  (A's  and  B's).  An  otherwise 
unexplained  decrease  in  hematocrit  of  > 10% 
may  also  be  an  early  presentation,  especially  in 
the  setting  of  a GMH  that  progresses  to  IVH  of 
higher  grade. 

Despite  the  benign  nature  of  most  Grade  I 
and  II  IVH's,  80%  of  Grade  III  and  Grade  IV 
IVH's  will  require  active  intervention  and  60  to 
75%  of  these  infants  will  need  permanent  CSF 
diversion  by  ventriculoperitoneal  shunting.14The 
first  step  in  treating  all  IVH's  is  to  normalize 
mean  arterial  pressure  and  pC02.  This,  in  con- 
junction with  treating  any  associated  medical 
problems  in  a given  infant,  serve  to  lessen  the 


risk  of  hemorrhage  progression  by  optimizing 
cerebral  perfusion  pressure.  This  is  typically  the 
only  treatment  (other  than  close  observation) 
required  for  infants  with  Grade  I and  II  IVH.  A 
mild  ventricular  enlargement  may  occur  due  to 
a self-limiting  communicating  hydrocephalus, 
but  if  no  other  systemic  insults  arise,  these 
children  can  be  expected  to  have  a normal 
neurodevelopmental  outcome. 

For  those  infants  with  Grade  lll/IV  IVH,  a 
regimen  of  medical  treatment  is  initiated  with 
surgery  reserved  as  a last  course  which,  in  the 
case  of  permanent  VP  shunts,  must  often  be 
used  only  after  a delay  to  allow  the  child  to  grow 
and  the  CSF  to  clear. 

Medical  treatment  consists  of  a combination 
of  Diamox,  Lasix,  and  Polycitrate  (DLP).  The  use 
of  Diamox  and  Lasix  has  been  shown  to  de- 
crease CSF  production  by  as  much  as  50%.15  In 
many  children  without  signs  of  elevated  ICP, 
this  measure  will  be  definitive.  Likewise,  the 
slowing  of  CSF  production  by  this  treatment  is 
advantageous  in  these  children  who  will  re- 
quire VP  shunting  but  who  at  time  of  diagnosis 
are  too  small  to  be  shunted.  The  major  argu- 
ment against  Diamox  and  Lasix  treatment  has 
been  the  production  of  metabolic  acidosis  in 
the  infant.  The  use  of  Polycitrate  (available  both 
in  Na+  and  K forms)  obviates  this  problem 
although  daily  monitoring  of  electrolytes  and 
acid/base  balance  is  required.  Diamox  can 
cause  diarrhea,  but  this  is  prevented  by  giving 
it  in  IV  form  or  in  eight  divided  doses  daily  with 
feedings  (see  doses  below).  The  only  strict 
contraindication  to  DLP  therapy  is  severe 
bronchopulmonary  dysplasia  and/or  pneumo- 
nia. While  Polycitrate  or  alternatively  IV  sodium 
bicarbonate  allows  for  an  acceptable  acid/base 
balance,  these  children  still  tend  to  develop  a 
compensatory  increase  in  respiratory  rate  which 
may  be  beyond  the  reserves  of  an  infant  already 
faced  with  an  oxygenation  problem.  DLP  therapy 
requires  a trial  of  5 to  7 days  to  adequately 
assess  its  effectiveness.  Lasix  is  given  1 mg/kg/ 
day  p.o.  divided  t.i.d.-or  0.5  mg/kg/day  divided 
t.i.d.  if  given  IV.  Polycitrate  is  given  3 to  5 mEq/ 
kg/day  p.o.  divided  t.i.d.,  with  dose  adjusted  as 
needed.  Sodium  bicarbonate  2 mEq/kg/day  IV 
can  be  given  as  an  alternative  or  adjunct.  Diamox 
is  initiated  at  25  mg/kg/day  on  day  one,  then  50 
mg/kg/day  on  day  two,  then  1 00  mg/kg/day  on 
day  three  and  thereafter,  with  the  dose  divided 
t.i.d.  for  IV  administration  or  in  up  to  8 daily 
doses  if  given  with  gavage  feedings.  Those 
infants  responding  to  DLP  treatment  alone  are 
"weaned"  off  the  drugs  over  three  months  by 
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maintaining  total  dose  at  the  amount  given  at 
time  of  discharge  from  the  hospital. 

Lumbar  puncture  can  be  performed  during 
the  time  DLP  is  first  initiated.  While  CSF  drain- 
age in  this  fashion  can  decrease  the  negative 
effect  of  ventriculomegaly,  it  is  a purely  tempo- 
rizing measure,  and  in  those  children  with 
noncommunicating  hydrocephalus  (from  clot) 
it  is  likely  of  little  effect.16 

For  children  with  severe  Grade  1 1 I/I  V I VH  or 
progressive  PHH  or  those  with  symptoms  of 
elevated  ICP  (such  as  A's  and  B's),  early  trans- 
fontanelle  ventricular  tap  may  be  helpful.  Bilat- 
eral simultaneous  taps  using  20  gauge  angiocaths 
and  withdrawal  of  1 0 to  1 5 ccs  from  each  side 
is  done  preferably  on  the  day  of  hemorrhage. 
The  use  of  closed  system  ventricular  lavage  with 
sterile  saline  at  the  time  of  the  initial  tap  not  only 
lowers  ICP  but  facilitates  removal  of  significant 
amounts  of  clot  potentially  decreasing  the  fac- 
tors leading  to  progressive  or  persistent 
hydrocephalus.  It  is  not  unusual  to  see  a signifi- 
cant improvement  in  the  infants  oxygen  satura- 
tion following  this  procedure  which  may  reflect 
a component  of  neurogenic  pulmonary  dys- 
function in  those  infants  with  elevated  ICP. 
While  serial  ventricular  taps  in  this  fashion  would 
seem  efficacious,  experience  has  shown  that 
repeated  transfontanelle  taps  result  in  the  devel- 
opment of  frontal  porencephalic  cysts.  This 
most  likely  is  secondary  to  disruption  of  the 
ependyma  allowing  CSF  under  pressure  to  pass 
up  into  the  needle  tract  through  the  brain.  An 
alternative  to  multiple  ventricular  taps  is  surgi- 
cally placing  a ventricular  catheter  connected 
to  a subcutaneous  reservoir  under  the  scalp. 
This  system  can  then  be  percutaneoulsy  ac- 
cessed (up  to  three  times  a day)  to  drain  CSF  as 
needed  to  keep  ICP  down.  Due  to  problems 
with  infection  and  wound  breakdown  even 
over  the  small  pediatric  reservoir,  this  proce- 
dure is  not  recommended  for  infants  weighing 
less  than  1100  grams.  Occasionally  an  infant 
may  require  two  or  three  ventricular  taps  and/ 
or  serial  LP's  until  the  child  is  large  enough  to 
undergo  reservoir  placement.  In  a small  number 
of  children,  the  need  for  serial  CSF  removal  will 
decrease,  especially  in  those  who  are  concur- 
rently receiving  DLP  treatment,  and  the  subcu- 
taneous reservoir  can  be  removed.  In  those 
who  continue  to  need  CSF  drainage  the  reser- 
voir can  be  replaced  with  a VP  shunt.  Each  time 
CSF  is  obtained  (whether  by  LP,  transfontanelle 
tap  or  access  of  subcutaneous  reservoir),  it 
should  be  sent  for  cell  count,  gram  stain,  culture 
and  sensitivity,  and  protein  level.  Ideally,  CSF 


protein  should  be  less  than  100  mg/dl  prior  to 
attempting  permanent  VP  shunting  as  high 
protein  concentration  and/or  cellular  debris 
lead  to  unacceptably  high  rates  of  shunt  mal- 
function necessitating  reoperation.  Likewise, 
placement  of  VP  shunts  in  infants  less  than  2500 
grams  results  in  extremely  high  infection  rates, 
with  multiple  obstructions  and  reoperations. 
Multivariate  analysis  by  Boynton  et  al  has  shown 
that  the  number  of  shunt  revisions  inversely 
correlates  with  survival.17  It  therefore  seems 
prudent  to  delay  shunting  in  selected  cases  until 
the  likelihood  of  a single  shunt  remaining  func- 
tional is  maximized. 

Outcomes  for  infants  with  severe  IVH  in- 
clude a 20%  mortality  rate  from  causes  unre- 
lated to  the  IVH.  For  infants  with  Grade  III  IVH, 
a 40%  incidence  of  neurodevelopmental  deficit 
can  be  expected  which  increases  to  a 65% 
incidence  of  handicaps  in  those  with  Grade  IV.18 
Approximately  75%  of  this  group  will  require  a 
permanent  VP  shunt. 

SUMMARY 

In  summary,  IVH  is  a frequent  occurrence 
in  premature  infants  and  will  continue  to  be 
seen  in  practice  so  long  as  neonatologists 
remain  successful  in  keeping  these  very  small 
babies  alive.  While  the  low-grade  IVH's  are 
typically  self-limiting  conditions,  more  pro- 
found hemorrhages  can  have  devastating  ef- 
fects on  the  neonate  and  initiate  a progres- 
sive chain  of  events  leading  to  significant 
neurodevelopmental  morbidity.  Early  diagnosis 
and  prompt  medical  management  can  allow  a 
significant  number  of  children  to  avoid  perma- 
nent ventriculoperitoneal  shunting.  While  a 
large  number  of  these  children  will  require  a VP 
shunt,  careful  optimization  of  the  child's  condi- 
tion prior  to  shunting  in  conjunction  with  a 
meticulous  surgical  technique  designed  to  de- 
crease infection  rate  allows  many  of  these 
children  to  lead  essentially  normal  lives.  A team 
approach  involving  obstetrical  care  directed 
towards  prevention  of  early  labor  and  avoid- 
ance of  hypoxia  and  hypercapnia  at  delivery 
combined  with  aggressive  management  by  the 
neonatologist  and  early  neurosurgical  consulta- 
tion is  leading  to  a more  hopeful  future  for  many 
of  these  infants. 
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Volvulus,  The  Deadly  Twist 

L.R.  SCHULTZ,  M.D. 


MIDGUT  volvulus  with  gangrene 
resulting  from  malrotation  is 
devastating  occurrence  in  the 
neonate.  About  40%  of  the  children  who  de- 
velop symptoms  from  malrotation  have  symp- 
toms within  the  first  10  days  of  life.  Volvulus 
may  also  occur  in  utero  producing  variable 
degrees  of  ischemic  necrosis.  This  may  result  in 
atresia  of  the  jejunum  or  ileum  with  loss  of 
bowel  to  produce  short  gut  syndrome. 

An  abnormal  position  of  bowel  caused  by  an 
arrest  in  the  embryologic  development  has 
been  broadly  defined  as  malrotation.  Because 
of  the  arrest  in  rotation,  there  is  partial  or 
complete  absence  of  fixation  of  the  midgut. 
This  then  allows  the  bowel  to  twist  around  its 
blood  supply.  This  twist  around  the  superior 
mesenteric  artery  and  vein  is  called  a volvulus. 
If  the  volvulus  becomes  tight  enough,  conges- 
tion of  the  mesenteric  blood  supply  occurs. 
Ischemia  and  necrosis  of  part  or  all  of  the  small 
bowel  may  then  occur.  Usmani  has  reported 
two  cases  of  intra-uterine  volvulus  which  caused 
extensive  bowel  necrosis  that  were  not  associ- 
ated with  malrotation. 

The  initial  symptom  of  a volvulus  is  usually 
greenish  bile  stained  vomiting  or  greenish  like 
stained  gastric  aspirate.  There  is  usually  a rapid 
progression  of  symptoms  from  the  associated 
ischemia  of  the  midgut.  Shock,  bloody  diarrhea 
and  a tense  distended  abdomen  are  ominous 
signs  of  intestinal  gangrene.  It  is  critical  that  the 
primary  care  physician  be  alert  to  the  impor- 
tance of  these  symptoms  so  that  early  diagnosis 
and  expedient  surgical  correction  can  be  ac- 
complished. 

The  first  diagnostic  study  usually  performed 
is  the  plain  film  of  the  abdomen.  A volvulus  can 
be  suspected  if  the  duodenum  is  dilated.  How- 
ever, complete  obstruction  is  rare  and  air  is 
usually  seen  distally  in  the  small  bowel.  The 
barium  enema  diagnosis  is  based  on  an  abnor- 


mal position  of  the  cecum.  However,  a mobile 
cecum  can  make  a definitive  diagnosis  impos- 
sible. A subsequent  upper  Gl  series  is  then 
required  if  there  is  a high  index  of  suspicion  that 
a volvulus  and  obstruction  exist.  An  abnormal 
position  of  the  duodenum  and  the  lack  of  a 
normally  located  ligament  of  Treitz  will  confirm 
the  diagnosis.  Ultrasound  of  the  abdomen  has 
been  used  by  some  to  show  the  abnormal 
orientation  of  the  mesenteric  vessels.  In  these 
acutely  obstructed  infants  who  are  obviously  ill, 
special  diagnostic  procedures  should  be  avoided 
and  early  operative  intervention  accomplished. 

The  morbidity  and  mortality  is  significant  in 
babies  with  volvulus  and  intestinal  necrosis. 
Long  term  morbidity  from  short  gut  syndrome 
is  a certain  complication  if  it  is  necessary  to 
remove  a long  segment  of  necrotic  small  bowel. 

Advances  in  neonatal  surgery  and 
perioperative  care,  most  notably  parental  nutri- 
tion, have  greatly  reduced  the  morbidity  and 
mortality  of  this  condition.  Bile  emesis  or  bile 
stained  gastric  aspirate  in  the  newborn  should 
alert  the  primary  care  physician  that  a bowel 
obstruction  may  be  present  and  prompt  diag- 
nostic and  surgical  correction  is  imperative. 
Additional  improvement  would  be  possible  if 
very  early  diagnosis  and  treatment  can  be  ac- 
complished. 


REFERENCES 

1 . Powell,  David  M et  al.  Malrotation  of  the  Intestines 
in  Children:  The  Effect  of  Age  on  Presentation  and 
Therapy.  Journal  Pediatric  Surgery  24:  No.  8 Pgs.  777-780, 
1989. 

2.  Usmani,  Shaista  S.  & Kenigsberg,  Kenneth.  Intra- 
uterine Volvulus  Without  Malrotation.  Journal  Pediatric 
Surgery  26:  No.  12  Pgs.  1409-1410,  1991. 

3.  Graines,  P.A.  et  al.  Midgut  Malrotation  Diagnosed 
by  Ultrasound.  Clinical  Radiology  38:  Pgs.  51-53,  1987. 


326  Nebraska  Medical  Journal  September  1994 


FRACTURE  OF  THE  MONTH 

Arthroscopic  Ankle  Fusions  Utilizing  Bone  Marrow 
and  Demineralized  Bone  Matrix:  A Case  Report 
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INTRODUCTION 

Since  Albert's  first  description  of  ankle 
arthrodesis  in  1879  more  than  30  different 
surgical  techniques  have  been  introduced. 
Complication  rates  have  been  reported  to  be  as 
high  as  60%  with  an  infection  rate  of  10-15%. 
Recently  there  have  been  reports  of  the  utiliza- 
tion of  a new  technique  of  ankle  fusion  utilizing 
the  arthroscope  for  debridement.  We  report  a 
case  of  an  ankle  fusion  utilizing  the  arthroscopic 
technique  with  bone  marrow  and  demineral- 
ized bone  matrix  injected  after  the  joint 
debridement  to  stimulate  fusion  of  the  ankle. 

CASE  REPORT 

A 60-year-old  male  presented  with  a painful 
ankle  during  activities  of  daily  living.  The  pa- 
tient had  sustained  an  ankle  fracture  in  1967 
which  was  treated  with  closed  reduction  and 
casting.  He  experienced  progressive  increase 
in  pain  with  radiographic  evidence  of  joint 
degeneration.  His  physical  exam  revealed  only 
ten  degrees  of  plantar  flexion  and  dorsiflexion. 
His  subtalar  motion  was  preserved  and  felt  to 
be  nonpainful  on  clinical  examination.  Radio- 
graphs at  the  time  of  presentation  revealed  loss 
of  normal  ankle  joint  space  with  associated 
anterior  osteophyte  formation  (Figures  la  and 
1b). 

He  underwent  an  arthroscopic  ankle  fusion 
utilizing  an  AO  distractor  to  facilitate 
debridementof  the  degenerative  cartilage.  Bone 
marrow  was  aspirated  from  the  iliac  crest  in  a 
technique  that  was  first  described  by  Connolly.1,2 
The  bone  marrow  was  then  mixed  with  dem- 
ineralized bone  matrix  that  was  obtained  from 
the  Red  Cross  Bone  Bank.  The  bone  marrow 
and  demineralized  bone  matrix  was  injected 
through  the  arthroscopic  portals  into  the 
debrided  and  distracted  ankle  joint.  The  AO 
fixator  was  reversed  and  used  as  a compressor 
to  eliminate  the  debrided  ankle  joint.  Three 
cancellous  screws  were  percutaneously  placed 
to  maintain  stabilization,  and  fusion  was  radio- 
graphically confirmed  at  six  weeks  and  physical 
examination  revealed  no  instability  or  discom- 


fort. Follow-up  films  were  obtained  46  months 
postoperatively  confirming  an  excellent  radio- 
graphic  fusion  (Figures  2a  and  2b).  Clinically  the 
patient  has  no  pain  and  is  without  complaints  at 
this  time. 

DISCUSSION 

The  number  of  different  surgical  procedures 
that  have  been  introduced  reflect  the  difficulty 
in  finding  a single  method  in  achieving  ankle 
arthrodesis  with  consistent  good  results.  There 
have  been  many  open  methods  reported  using 
anterior  sliding  grafts,  compression  arthrodesis 
using  external  fixation,  and  crossed  screw  fixa- 
tion. The  most  commonly  used  methods  today 
utilize  either  internal  fixation  or  external  fixa- 
tion. Complication  rates  with  either  method 
have  ranged  from  28%  to  60%.  The  first  report 
of  arthroscopic  ankle  fusion  appeared  by 
Myerson  (1989).3  He  described  the  technique 
utilizing  an  external  fixator  for  distraction  and 
debridement  of  the  degenerative  cartilage.  He 
then  percutaneously  placed  cancellous  screws 
for  compression  across  the  joint.  Subsequently, 
Myerson  and  Quill  (1991)  have  presented  a 
series  of  17  cases  done  with  this  technique.4 
Fusion  rate  was  high  with  only  one 
pseudoarthrosis.  There  was  one  malunion  where 
the  joint  was  placed  in  20  degrees  of  equinus. 
The  mean  time  to  arthrodesis  was  8.7  weeks 
compared  to  1 4.5  weeks  with  those  that  under- 
went an  open  procedure. 

Two  additional  studies  have  been  published 
using  an  arthroscopic  method.  Ogilvie-Harris  et 
al  (1993)  published  their  series  of  19  patients 
who  had  osteoarthritis.5  They  had  a 10.5% 
nonunion  rate  with  no  infections.  Dent  et  al 
(1993)  reported  a small  series  of  eight  patient.6 
All  went  on  to  clinical  union.  Half  demonstrated 
radiographic  union.  Fifty  percent  underwent 
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FIGURE  1 A FIGURE  IB 

AP  and  lateral  radiographs  of  the  ankle  joint  revealing  degenerative  arthritis  of  the  tibiotalar  joint. 
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subsequent  removal  of  the  hardware.  They  had 
no  infections  in  their  group.  Connolly  (1989) 
developed  a technique  of  grafting  nonunions  of 
the  tibia  with  bone  marrow  that  was  aspirated 
from  the  iliac  crest.1  His  early  results  (1989) 
were  extremely  encouraging  with  experimental 
studies  being  done  to  confirm  the  production 
of  bone  from  aspirates  from  the  iliac  crest.  The 
combination  of  bone  marrow  and  demineral- 
ized bone  matrix  to  fill  larger  defects  has  been 
shown  to  be  effective  by  Tiedeman,  Connolly, 
Strates,  and  Lippiello  (1991). 7 

It  is  felt  the  combination  of  the  demineral- 
ized bone  matrix  and  bone  marrow  grafting 
technique  combined  with  arthroscopic 
debridement  of  the  ankle  joint  may  further 
increase  the  rate  of  fusion.  Reported  here  is  the 
first  case  that  was  performed  which  went  on  to 
an  excellent  clinical  and  radiographic  result. 

We  have  presently  performed  41  arthroscopic 
ankle  arthrodesis  procedures  utilizing  this  tech- 
nique. At  an  average  two  year  follow-up,  there 
have  been  only  three  clinical  nonunions. 

The  advantages  of  the  arthroscopic  proce- 
dure is  that  the  patient  is  more  comfortable 
postoperatively  which  lessens  the  hospital  stay. 


In  addition,  the  malleoli  are  preserved  provid- 
ing stability  to  the  ankle  fusion.  The  patient  is 
able  to  wear  normal  footwear  and  there  is 
minimal  loss  of  height. 

We  recommend  this  procedure  as  an  alter- 
nate method  of  providing  surgical  fusion  for 
painful  tibiotalar  joint  arthritis  with  minimal 
deformity. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN,  Esq. 

1900  FirsTier  Sank  Building 
Lincoln,  NE  68508 


1 . What  are  the  requirements  of  a physician 
with  respect  to  completion  of  birth  certifi- 
cates? 

A.  The  sex  and  date  of  birth  of  all  children 
born  in  the  hospital  during  the  preceding  month 
must  be  reported  to  the  Department  of  Health 
the  first  day  of  each  month  along  with  the 
names  and  addresses  of  the  parents  and  attend- 
ing physician.  Neb.  Rev.  Stat.  $ 71-61 0 (Reissue 
1 990);  1 75  NAC  9-003.04D1 . 

B.  A birth  certificate  for  each  birth  or  still- 
birth must  be  filled  out  by  the  physician  in 
attendance.  If  there  is  no  physician  in  atten- 
dance at  the  time  of  birth,  then  the  parent  or 
other  person  present  must  file  a birth  certificate 
with  the  local  registrar  within  five  (5)  days  of  the 
birth.  Neb.  Rev.  Stat.  § 71-604  (Reissue  1990); 
175  NAC  9-003. 04D1.  See  "Certificate  of  Live 
Birth  Instructions"  from  the  Nebraska  Bureau  of 
Vital  Statistics. 

C.  The  birth  certificate  above  must  indi- 
cate whether  or  not  a blood  test  for  syphilis  was 
made  on  the  woman  who  bore  the  child.  Neb- 
Rev.  Stat.  § 71-502.03  (Reissue  1990). 

2.  What  must  a physician  do  concerning 
completion  of  death  certificates  and  dis- 
posal of  the  remains? 

A.  The  physician  has  the  responsibility  and 
duty  to  complete  and  sign  in  his  or  her  own 
handwriting,  within  twenty-four  hours  from  the 
time  of  death,  that  part  of  the  certificate  of 
death  entitled  medical  certificate  of  death.  In 
the  case  of  a death  when  no  person  licensed  as 
a physician  was  in  attendance,  the  funeral 
director  refers  the  case  to  the  county  attorney 
for  a death  certificate. 

No  cause  of  death  shall  be  certified  in  the 
case  of  the  sudden  and  unexpected  death  of  a 
child  between  the  ages  of  one  week  and  three 
years  unless  an  autopsy  is  performed  at  county 
expense  by  a qualified  pathologist,  unless  the 
parents  or  guardian  signs  a written  waiver  of  the 
right  to  autopsy.  The  parents  or  guardian  shall 
be  notified  of  the  results  of  the  autopsy  by  their 


physician,  community  health  official,  or  county 
coroner  within  forty-eight  hours.  The  term  sud- 
den infant  death  syndrome  shall  be  entered  on 
the  death  certificate  as  the  principal  cause  of 
deaths  when  the  term  is  appropriate  descrip- 
tive of  the  pathology  findings  and  circumstances 
surrounding  the  death  of  a child. 

If  the  circumstances  show  it  possible  that 
death  was  caused  by  neglect,  violence  or  any 
unlawful  means,  the  case  shall  be  referred  to 
the  county  attorney  for  investigation  and  certi- 
fication. The  county  attorney  shall,  within  twenty- 
four  hours  after  charge  of  the  case,  state  the 
cause  of  death  as  ascertained,  giving  as  far  as 
possible  the  means  or  instrument  which  pro- 
duced the  death.  All  death  certificates  shall 
show  clearly  the  cause,  disease,  or  sequence  of 
causes  ending  in  death.  If  the  cause  of  death 
cannot  be  determined  within  the  period  of  time 
stated  above,  the  death  certificate  shall  be  filed 
to  establish  the  fact  of  death.  As  soon  as  pos- 
sible thereafter,  and  not  more  than  six  weeks 
later,  supplemental  information  as  to  the  cause, 
disease,  or  sequence  of  causes  ending  in  death 
shall  be  filed  with  the  Department  to  complete 
the  record.  For  all  certificates  stated  in  terms 
that  are  indefinite,  insufficient,  or  unsatisfactory 
for  classification,  inquiry  shall  be  made  to  the 
person  completing  the  certificate  to  secure  the 
necessary  information  to  correct  or  complete 
the  record. 

A completed  death  certificate  shall  be  filed 
with  the  Bureau  of  Vital  Statistics  within  five 
business  days  after  the  date  of  death.  If  it  is 
impossible  to  complete  the  certificate  of  death 
within  five  business  days,  the  funeral  director 
shall  notify  the  bureau  of  the  reason  for  the 
delay  and  file  the  certificate  of  death  as  soon  as 
possible. 

B.  No  dead  human  body  shall  be  removed 
from  the  State  for  final  disposition  without  a 
transit  permit  issued  by  the  funeral  director 
having  charge  of  the  body  in  Nebraska,  except 
that  when  the  death  is  subject  to  investigation, 
the  transit  permit  shall  not  be  issued  by  the 
funeral  director  without  authorization  of  the 
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county  attorney  of  the  county  in  which  the 
death  occurred.  No  agent  of  any  transportation 
company  shall  allow  the  shipment  of  any  body 
without  the  properly  completed  transit  permit 
prepared  in  duplicate. 

C.  A child  born  dead  shall  be  registered  as 
a fetal  death  on  a certificate  form  furnished  by 
the  Department  of  Health.  Such  certificate  shall 
not  be  required  for  a child  which  has  not 
advanced  to  the  twentieth  week  of  gestation. 
The  certificate  shall  be  filed  with  the  Bureau  of 
Vital  Statistics  by  the  funeral  director  in  charge 
of  the  funeral  and  shall  include  a statement  of 
causeofdeath  madebyaperson  holdingavalid 
license  as  a physician  who  was  in  attendance.  In 
the  event  of  hospital  disposition,  as  provided  in 
section  71-605,  the  entire  certificate  shall  be 
completed  by  the  attending  physician  and  sub- 
scribed to  also  by  the  hospital  administrator  or 
his  or  her  designated  representative.  If  the 
attendant  is  not  a physician,  the  death  shall  be 
referred  to  the  county  attorney  for  certification. 
The  same  time  limit  for  completion  shall  apply 
as  for  a regular  death  certificate.  Neb.  Rev.  Stat. 
§ 71-606  (Reissue  1990). 

The  death  certificate  should  be  signed  by 
the  doctor  in  attendance  at  the  time  of  death.  If 
a doctor  is  not  in  attendance  or  circumstances 
show  that  it  is  possible  that  death  was  caused 
by  neglect,  violence  or  any  unlawful  means,  the 
County  Attorney  should  be  notified.  Neb.  Rev. 
Stat.  § 71-605  (Reissue  1990).  He  is  ex  officio 
the  County  Coroner  in  Nebraska.  Neb.  Rev. 
Stat.  § 23-1210  (Reissue  1987).  The  coroner's 
physician  who  is  appointed  by  the  Coroner 
must  certify  to  the  cause  of  death  in  every  case 
of  death  in  the  county  which  is  not  certified  by 
an  attending  physician.  Neb.  Rev.  Stat.  § 23- 
1 820  (Reissue  1 987).  If  there  is  no  Coroner  or  if 
the  Coroner  is  absent  or  unable  to  act,  the 
Sheriff  of  the  county  is  authorized  to  discharge 
the  duties  of  the  Coroner  in  relation  to  dead 
bodies.  Neb.  Rev.  Stat.  § 23-1817  (Reissue 
1987). 


D.  A person  claiming  to  be  related  by 
blood  or  marriage  to  the  deceased  has  the  right 
to  control  the  disposition  of  the  remains  of  a 
deceased  person,  providing  he  assumes  all 
financial  obligation  relative  to  disposition  of 
such  body.  Unless  other  instructions  have  been 
given  by  the  decendent,  the  right  vests  in  the 
following  order:  spouse,  adult  child  of 
decendent,  surviving  parent,  adult  brother  or 
sister  of  decedent,  an  adult  person  in  the  next 
degrees  of  kindred.  Neb.  Rev.  Stat.  § 71-1 339 
(Reissue  1990):  and  Neb.  Rev.  Stat.  § 30-2303 
(Reissue  1989). 

If  not  claimed  in  ten  (10)  days  as  described 
above  and  the  deceased  was  not  honorably 
discharged  from  the  military  or  naval  service  of 
the  United  States,  the  Chairman  of  the  State 
Anatomical  Board  should  be  notified. Neb.  Rev. 
Stat.  § 71-1 002  (Reissue  1 990).  The  State  Ana- 
tomical Board  or  its  duly  authorized  officers  or 
agents,  shall  have  the  power  to  make  an  exami- 
nation of  any  such  dead  body  as  may  be 
necessary,  and  certify  as  to  the  cause  of  death. 
Neb.  Rev.  Stat.  § 71-1005  (Reissue  1990). 

No  such  body  shall  be  delivered  to  the 
board,  if  any  person  shall  claim  the  body  for 
burial  within  ten  days  after  death  nor  shall  any 
body  be  delivered  to  the  board  if  the  deceased 
was  honorably  discharged  from  the  military  or 
naval  services  of  the  United  States.  Neb.  Rev. 
Stat.  § 1 7-1 002  (Reissue  1 990) 


★ ★★ 

"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  of  the  Cline,  Williams  Law  Office.  Questions 
relating  to  specific  detailed  factual  situations  should  continue  to  be 
referred  to  your  own  counsel. 


September  1994 


Nebraska  Medical  Journal 


331 


IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

- Shakespeare 


GUILLERMO  O.  AUSTRIA,  M.D.  • (Born  De- 
cember 1 3,  1 908  - died  May  3,  1 994).  Medi- 
cal Specialty  - General  Practice.  Doctor 
Austria  was  a graduate  of  the  Creighton 
University  School  of  Medicine  in  1952.  He 
was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical 
Asociation.  He  is  survived  by  his  wife,  Rose; 
son,  Robert,  and  three  grandsons,  all  of  Coun- 
cil Bluffs;  brothers,  Gabriel  of  the  Phillipines, 
Ruffy  of  Honolulu,  and  Chris  of  Sacramento, 
CA. 

ROBERT  B.  BENTHACK,  M.D.  • (Born  May  24, 
1924  - died  March  25,  1994).  Medical  Spe- 
cialty - Family  Practice.  Doctor  Benthack  was 
a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1 947  and  practiced  in 
Wayne.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  He  is  survived  by  his  wife, 
Mary;  his  parents,  Dr.  Walter  & Phebe 
Benthack  of  Wayne;  four  sisters  and  three 
brothers-in-law;  nieces  and  nephews. 

CHARLES  M.  BRESSMAN,  M.D.  • (Born  July  1 6, 
1930  - died  March  2,  1994).  Medical  Spe- 
cialty - General  Practice.  Doctor  Bressman 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1955.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 
He  is  survived  by  his  wife,  Jean  D.;  sons  and 
daughters-in-law,  Charles  M.,  Jr.  and  Patricia 
A.  Bressman,  Omaha;  E.  David  and  Jennifer 
L.  Bressman,  Bennington,  NE;  daughters  and 
sons-in-law,  Carol  J.  and  Matthew  Smolsky, 
Des  Moines,  IA;  Sarah  D.  and  David  L.  Lemon, 
Omaha;  five  grandchildren  and  one  sister, 
Donna  A.  Beckner  of  Arlington,  VA. 

RICHARD  E.  GARLINGHOUSE,  M.D.  • (Born 
March  5,  1 91 0 - died  November  1 7,  1 993). 
Medical  Specialty  - Obstetrics  and  Gynecol- 
ogy. Doctor  Garlinghouse  was  a graduate  of 
the  University  of  Pennsylvania  School  of 
Medicine,  Philadelphia,  in  1934.  He  was  a 
member  of  the  Nebraka  Medical  Association 


and  the  American  Medical  Association.  Doc- 
tor Garlinghouse  served  as  President  of  the 
Nebraska  Medical  Association  from  1964  - 
1965.  Survivors  include  his  wife,  Miriam;  a 
son,  Richard,  of  San  Francisco;  and  a daugh- 
ter, Gretchen  Huddleston,  of  Oakland,  CA. 

LAWRENCE  J.  GRIDLEY,  M.D.  • (Born  February 
25,  1 91 4 - died  October  1 9,  1 993).  Medical 
Specialty  - Ophthalmology.  Doctor  Gridley 
was  a graduate  of  the  University  of  Nebraska 
School  of  Medicine  in  1941.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 
Survivors  include  his  daughter,  Halcyon  Yorks 
of  Loveland,  CO;  son,  Robert  L.  Gridley  of 
Scottsbluff;  sister,  Jean  Glover  of  Ft.  Collins, 
CO;  and  one  grandchild. 

MURRAY  F.  MINTHORN,  M.D.  • (Born  August 
8,  1922  - died  March  24,  1994).  Medical 
Specialty- General  Practice.  Doctor  Minthorn 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1948.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 
He  is  survived  by  his  wife,  Georgialee;  sons, 
Larry,  Iowa  City,  IA,  Tom,  Seattle;  daughter, 
Patty  McConnell,  Seattle;  one  brother,  Dr. 
Martin  L.,  of  Gaithersburg,  Maryland;  and 
seven  grandchildren. 

CHARLES  H.  NEWELL,  M.D.  • (Born  March  5, 
1927  - died  March  22,  1994).  Medical  Spe- 
cialty- Radiology.  Doctor  Newell  was  a gradu- 
ate of  the  University  of  Nebraska  College  of 
Medicine  in  1955.  Doctor  Newell  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  became  a life  member  in  the  state 
association  in  1 989. 

JAMES  E.  RAMSAY,  M.D.  • (Born  May  25, 1 920 
- died  March  5,  1994).  Medical  Specialty  - 
Family  Practice.  Doctor  Ramsay  graduated 
from  the  University  of  Nebraska  Medical 
School  in  1946.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association.  Doctor  Ramsay  is 
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survived  by  one  son,  John  of  Albia,  IA;  one 
daughter,  Cindy  Ramsay  of  Kansas  City,  MO; 
two  sisters,  Frances  L.  Ramsay  and  Helen  T. 
Ramsay,  both  of  Denver;  and  six  nieces  and 
nephews. 

JOSE  A.  SAPORTA,  M.D.  • (Born  November 
14,  1923  - died  April  3,  1994).  Medical 
Specialty  - General  Surgery.  Doctor  Saporta 
was  a 1953  graduate  of  Argentina  Facultad 
de  Ciencias  Medicina  de  la  Universidad  de 
Buenos  Aires,  Buenos  Aires.  He  was  a mem- 
ber of  the  Nebraska  Medical  Association  and 
became  a life  member  of  the  NMA  in  1 992. 
Survivors  include  his  wife,  Gertrude;  daugh- 
ter and  son-in-law,  Virginia  and  Dr.  Murry 
Brown,  Atlanta,  GA;  sons  and  daughter-in 


laws,  Drs.  Jose  A.  (Saporta),  Jr.  and  Ann  Ling 
Li,  of  Boston,  MA;  Laurence  (Leo)  Saporta, 
Omaha;  one  sister,  Matilda  Saporta,  San 
Francisco,  CA;  and  four  grandchildren. 

ROBERT  D.  SIDNER,  M.D.  • (Born  November 
15,  1939  - died  March  16,  1994).  Medical 
Specialty  - Internal  Medicine.  Doctor  Sidner 
was  a graduate  of  the  University  of  Nebraska 
college  of  Medicine  in  1 964.  Doctor  Sidner 
was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. He  is  survived  by  his  wife,  Teresa; 
sons,  Samuel,  Lincoln;  Daniel,  Val  d'lsere, 
France;  daughers,  Jennifer,  Elm  Creek;  Susan, 
Boston;  mother,  Mrs.  S.S.  Sidner,  Kearney; 
and  a brother,  Stephen,  Scottsdale,  AZ. 


COVER  PHOTO  BIOGRAPHY 


GENE 

RONCKA 


Gene  Roncka  was  introduced  to  art  early  by 
a father  who  was  a graphic  printer.  After  military 
service,  he  attended  the  University  of  Nebraska, 
then  the  Art  Center  in  Los  Angeles.  Graduating 
with  honors,  he  worked  in  New  York  City  and 
furthered  his  studies  with  some  of  the  finest 
talent  in  the  field  of  art.  He  moved  to  Detroit  and 
completed  his  post  graduate  education  at 
Cranbrook  Academy  of  Art. 

The  Roncka  style  has  definitely  caught  the  eye 
of  the  public.  Gene  has  received  special  recog- 
nition from  Time  Magazine  and  General  Motors. 
He  also  was  selected  for  the  First  of  State  Ne- 
braska Habitat  Stamp  Competition,  was  com- 
missioned for  animal  paintings  for  the  documen- 


tary "Wild  Kingdom",  was  finalist  for  National 
Ducks  Unlimited  "Artist  of  the  Year",  Best  of 
Show  Kansas  and  Oklahoma  Ducks  Unlimited. 
He  was  the  1992  Nebraska  Ducks  Unlimited 
"Artist  of  the  Year"  and  has  been  selected  as 
"Artist  of  the  Year"  in  1 994  for  "Wings  Over  the 
Platte".  He  has  also  been  featured  in  several 
national  magazines,  including  "Nebraskaland" 
and  "In  Fisherman". 

Gene  has  his  own  distinctive  style,  with 
subtletry  being  an  important  aspect.  Soft 
muted  color  and  ethereal  quality  of  his  works 
seem  to  epitomize  what  is  best  in  his  richly 
painted  canvases.  He  paints  more  than  most 
see,  he  includes  the  very  "feelings"  which  make 
emotion  an  outstanding  part  of  his  paintings. 

Gene  has  described  his  works  as  "Capturing 
a moment  in  time  that  all  of  us  have  experi- 
enced, either  in  fact  or  fiction". 

In  1 985  Gene  and  his  brother  Richard,  formed 
their  own  art  publishing  company,  Willow  Point 
Limited,  in  Ashland  Nebraska,  which  has  estab- 
lished a network  of  art  galleries  nationwide. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

SEPTEMBER  17,  1994  • Patient  Education  Strat- 
egies for  the  Primary  Care  Physician  and  their 
Support  Staff  (Department  of  Family  Practice) 
- Henry  Doorly  Zoo,  Omaha,  NE. 

SEPTEMBER,  18-24,  1994  — Anesthesiology  Re- 
view Course  - Professional  Seminars  - Boston, 
MA. 

SEPTEMBER  29,  1994  — Update  in  Obstetric 
Ultrasonography,  Marriott  Hotel,  Omaha,  NE. 

SEPTEMBER  30 -OCTOBER  1,  1994— Day  With 
the  Perinatologists  - Marriott  Hotel,  Omaha, 
NE. 

OCTOBER  4,  1994  — T.T.  Smith  Lecture  - Boys 
Town  National  Research  Hospital  Auditorium. 

OCTOBER  7,  1 994 — Fifth  Annual:  Come  Home 
to  Creighton,  Skutt  Student  Center,  Creighton 
University,  Omaha,  NE. 

OCTOBER  8, 1 994 — Cardiology  Program-  Henry 
Doorly  Zoo. 

OCTOBER  15,  1994 — Residents  Teaching  Skills 
Program,  Criss  Building,  Creighton  University, 
Omaha,  NE. 

OCTOBER  19,  1994  — Distinguished  Lecture 
Series,  William  J.  Hoskins,  M.D. 

NOVEMBER  9,  1994  •Distinguished  Lecture  Se- 
ries - Herman  I.  Libshitz,  M.D.  BTNRH  Audito- 
rium. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.  D„  Associate  Dean,  Creighton  University  CME  Division,  60 1 

North  30th  Street,  Suite  2130,  Omaha,  NE  68131. 


BERGAN  MERCY  MEDICAL  CENTER 

OCTOBER  14,  1994  • Changing  Concepts  of 
Congestive  Heart  Failure,  a symposium  for 
primary  care  physicians.  12:00  - 4:30  p.m. 
Bergan  Mercy  Medical  Center,  7500  Mercy 
Road,  a,  NE  68124.  $25  registration  fee. 

Guestfaculty-J.Thomas  Heywood,  M.D.  and 
Stuart  D.  Katz,  M.D.  To  register  call  Bergan 
Mercy  Continuing  Medical  Education  at  (402) 
398-6192. 


MAYO  FOUNDATION 

FEBRUARY  1-8,  1995  — Update  in  Clinical 
Neurophysiology,  Mayo  Clinic,  Rochester, 
MN. 

FEBRUARY  4-8,  1995  — Selected  Topics  In 
Internal  Medicine,  Silverado  Resort,  Napa 
Valley,  CA. 

FEBRUARY  9-11,1 995  — Mayo  Clinic  State-of- 
the-Art  Symposium:  Arrhythmia  Manage- 
ment, Silverado  Resort,  Napa  Valley,  CA. 

MARCH  24-26,  1995  — Advances  in  Clinical 
Anesthesiology,  Silverado  Resort,  Napa  Val- 
ley, CA. 

For  further  information:  Contact  Postgraduate  Courses, 

Section  of  Continuing  Medical  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone:  Toll  Free  800-323- 

2688  (U.S.). 

NEBRASKA  MEDICAL  ASSOCIATION 

SEPTEMBER  15-17,  1994  — - Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

APRIL  27-30, 1 995 — Annual  Session,  Cornhusker 
Hotel,  Lincoln. 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  25-28,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 


UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER  EMERGENCY  MEDICAL  SERVICES 

JULY  21-22,  1994,  THURSDAY-FRIDAY  — Ad- 
vanced Cardiac  Life  Support  (ACLS)  - Provider, 
University  of  Nebraska  Medical  Center  Cam- 
pus, Omaha  Nebraska.  Target  Audience:  Physi- 
cians, Nurses  PA's,  Allied  Health  Professionals. 
Credit  14.5  Hours  AMA  Category  I,  14.5  Pre- 
scribed Hours  AAFP.  Fee:  $195. 
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SEPTEMBER  22-23, 1 994,  THURSDAY-FRIDAY— 
Advanced  Trauma  Life  Support  (ATLS).  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians. 
Credit:  17.0  Hours  AMA  Category  I,  16.0  Pre- 
scribed Hours  AAFP,  17.0  Hours  ACEP  Cat- 
egory I.  Fee:  $550. 

SEPTEMBER  24,  1994,  SATURDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Renewal.  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
7 Hours  AMA  Category  I,  8.0  Prescribed  Hours 
AAFP.  Fee  $110. 

SEPTEMBER  24,  1994,  SATURDAY  — Advanced 
Trauma  Life  Support  (ATLS)  Reverification, 
University  of  Nebraska  Medical  Center  Cam- 
pus, Omaha,  Nebraska.  Target  Audience:  Phy- 
sicians. Credit:  3 Hours  AMA  Category  I,  3 
Prescribed  Hours  AAFP,  3 Hours  ACEP  CAtegory 
I.  Fee:  $185. 

OCTOBER  3-4,  1994,  MONDAY-TUESDAY  — 
Advanced  Live  Support  in  Obstetrics  (ALSO). 
University  of  Nebraska  Medical  Center  Cam- 
pus, Omaha,  Nebraska.  Target  Audience:  Fam- 
ily Physicians,  Obstetricians,  General  Practitio- 
ners, Emergency  Physicians,  Surgeons,  Nurse 
Midwives,  Obstetrical  Nurses.  Credit:  1 4 Hours 
AMA  Category  1, 1 6.0  Prescribed  Hours  AAFP. 
Fee:  $300  - Physicians,  $225  - Nurses. 

OCTOBER  10-11,  1994,  MONDAY-TUESDAY— 
Pediatric  Advanced  Life  Support  (PALS).  Uni- 
versity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses.  Credit:  1 3 Hours  AMA  Category  I.  Fee: 
$175. 

OCTOBER  20-21,  1994,  THURSDAY-FRIDAY  — 
Advanced  Cardiac  Life  Support  (ACLS)  - Pro- 
vider. University  of  Nebraska  Medical  Center 
Campus,  Omaha,  Nebraska.  Target  Audience: 
Physicians,  Nurses  PA's,  Allied  Health  Profes- 
sionals. Credit:  14.5  Hours  AMA  CAtegory  I, 
14.5  Hours  Prescribed  Hours  AAFP.  Fee:  $195. 

OCTOBER  24-25,  1994,  MONDAY-TUESDAY  — 
Advanced  Trauma  Life  Support  (ATLS).  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians. 
Credit:  1 7.0  Hours  AMA  Category  !,  1 6.0  Pre- 
scribed Hours  AAFP,  17.9  Hours  ACEP  Cat- 
egory I.  Fee:  $550. 

OCTOBER  31  - NOVEMBER  1,  1994,  MONDAY- 
TUESDAY  — Trauma  Nurse  Core  Course 
(TNCC),  University  of  Nebraska  Medical  Cen- 
ter Campus,  Omaha,  Nebraska,  Target  Audi- 
ence - Nurses.  Credit:  18  CECH's  of  BCEN's 


Category  of  Clinical.  Fee:  $210  - Non-ENA 
Members,  $1  75  - ENA  Members. 

NOVEMBER  7-8,  1994,  MONDAY-TUESDAY  — 
Advanced  Cardiac  Life  Support  (ACLS)  - Pro- 
vider, University  of  Nebraska  Medical  Center 
Campus,  Omaha,  Nebraska.  Target  Audience: 
Physicians,  Nurses  PA's,  Allied  Health  Profes- 
sionals. Credit:  14.5  Hours  AMA  Category  I, 
14.5  Prescribed  Hours  AAFP.  Fee:  $195. 

DECEMBER  1,  1994,  THURSDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Renewal.  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
7 Hours  AMA  Category  I,  8.0  Prescribed  Hours 
AAFP.  Fee:  $110. 

DECEMBER  2,  1994,  FRIDAY  — Advanced  Car- 
diac Life  Support  (ACLS)  Instructor.  University 
of  Nebraska  Medical  Center  Campus,  Omaha, 
Nebraska.  Target  Audience:  Physicians,  Nurses, 
PA's  Allied  Health  Professionals.  Credit:  6 Hours 
AMA  Category  I,  7.0  Prescribed  Hours  AAFP. 
Fee:  $125. 

DECEMBER  2,  1994,  FRIDAY  — Pediatric  Ad- 
vanced Life  Support  (PALS)  Instructor,  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Credit:  4 Hours  AMA  Cat- 
egory I,  4 Hours  Prescribed  Hours  AAFP.  Fee 
$50. 

For  further  information:  Contact  Cindy  Hanssen,  Uni- 
versity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  600  So  42nd  Street,  Omaha,  Nebraska  68 1 98- 
5651.  Call  (402)  559-5919  or  use  our  toll  free  MD 
ADVANTAGE  NUMBER  AND  ASK  FOR  CONTINUING 
EDUCATION  ( 1 -(800)652- 1 095  NATIONWIDE.  FAX  NUM- 
BER (402)  559-5915. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

SEPTEMBER  1 7,  1 994,  SATURDAY  — 7th  Annual 
Internal  Medicine  Update,  University  of  Ne- 
braska Student  Union,  Lincoln,  Nebraska.  Tar- 
get Audience:  Emergency  Medicine  Physicians 
and  others  who  provide  care  in  the  ER,  Fee: 
$45. 

SEPTEMBER  26,  MONDAY,  — OCTOBER  1, 
1994,  SATURDAY  — Emergency  Medicine, 
1 994,  Center  for  Continuing  Education,  UNMC, 
Omaha,  Nebraska,  Target  Audience:  Emergency 
Medicine  Physicians  and  others  who  provide 
care  in  the  ER.  Fee:  $700. 

OCTOBER  7,  1994,  FRIDAY  AFTERNOON  — 
University  of  Nebraska  College  of  Medicine 
Alumni  Day  (in  conjunction  with  the  Omaha 
Midwest  Clinical  Society  Meeting),  University 
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of  Nebraska  Medical  Center  Campus,  Omaha, 
Nebraska,  Target  Audience:  College  of  Medi- 
cine Alumni. 

OCTOBER  8-12,  1994,  SATURDAY  - WEDNES- 
DAY — North  American  Society  of  Pediatric 
Gastoenterology  and  Nutrition,  Westin  Galle- 
ria Hotel,  Houston,  Texas.  Target  Audience: 
Physicians  and  scientists  interested  in  the  field 
of  pediatric  gastoenterology  and  nutrition. 

OCTOBER  1 4-1  7, 1 994,  FRIDAY  EVENING -MON- 
DAY — Advanced  Curriculum  on  Women's 
Health  - Part  II,  Adam's  Mark,  Philadelphia, 
Pennsylvania,  Target  Audience:  Primary  Care 
Physicians. 

OCTOBER  19, 1994,  WEDNESDAY  — Advanced 
in  Acid  Related  Diseases,  Omaha  Marriott, 
Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians. 

OCTOBER  22,  1994  — Transfusion  Medicine, 
University  of  Nebraska  Medical  Center.  Target 
Audience:  Surgeons  and  Anesthesiologists. 

NOVEMBER  1 2, 1 994,  SATURDAY—  Evaluation 
and  Management  of  the  Swollen  Extremity, 
UNMC,  College  of  Nursing,  Omaha,  Nebraska. 
Target  Audience:  Primary  Care  Physicians  and 
Nurses. 

DECEMBER  1-3,  1994,  THURSDAY-SATURDAY 
— Obstetrics  and  Gynecology  Conference, 
Bally's,  Las  Vegas,  Nevada.  Target  Audience: 
Primary  Care  Physicians,  Obstetricians  and 
Gynecologists.  Fee:  $275. 

MARCH  5-10,  1995,  SUNDAY-FRIDAY  — 15th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400. 

MARCH  27-APRIL  7,  1 995,  1 1 DAYS  — Family 
Practice  Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  Physicians.  Fee:  $1 1 50-two  week 
session,  $800  - one  week  session,  $1300  - split 
sessions. 


APRIL  24-MAY  5,  1995,  1 1 DAYS  — Family 
Practice  Review , Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  Physicians.  Fee:  $1 1 50 -two  week 
session,  $800  - one  week  session,  $1300  - split 
sessions. 

JUNE  2-3, 1 995,  MONDAY-TUESDAY—  Nuclear 
Antigens  as  Targets  for  Cancer  Therapy,  Red 
Lion  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Oncologist/Hematologists  and  Research- 
ers. 

JUNE  9-10,  1995,  FRIDAY-SATURDAY  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  and  General  Practice,  Internists, 
Obstetricians  and  Gynecologists,  Emergency 
Physicians,  Physician  Assistants.  Fee:  $200. 


ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT-  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Provider, 
Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  - 
Provider. 

These  programs  are  ottered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Con- 
tinuing Education,  University  of  Nebraska  Medical  Center, 
6 00  South  42nd  Street,  Omaha,  NE  681 98-5651 . Call 
(402)  559-4152  or  use  our  toll  free  MD  Advantage  Num- 
ber and  ask  for  Continuting  Education  (800)  642-1095 
Nationwide,  FAX  Number  (402)  559-5915. 
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NEBRASKA  MEDICAL  JOURNAL 
1994  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1994  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1995. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1994.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310  • Lincoln,  NE  68502 


Drug/Alcohol/ Emotional/Other  Health 
Problems 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Frederick  F.  Paustian,  M.D.,  Omaha President 

David  L.  Bacon,  M.D.,  Kearney President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln  Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln  Executive  Director 

Jame6  K.  Ruigh,  Lincoln Assistant  Executive  Director 

NMA  BOARD  OF  DIRECTORS 

Frederick  F.  Paustian,  M.D Omaha 

David  L Bacon,  M.D Kearney 

Chris  C.  Caudill,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Herbert  A Hartman,  Jr  , M.D Omaha 

Ronald  W Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

David  R.  Little,  M.D Hastings 

Charles  F Damico,  M.D Hastings 

Richard  H Meissner,  M.D Omaha 

Scott  A.  Shipman Omaha 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D Nohner,  M.D  , Chairholder Omaha 

David  R Little,  M.D.,  Board  Liaison  Hastings 

Garnet  J.  Blatchford,  M.D Omaha 

Steven  Boyer,  M.D Mullen 

Susanne  E.  Eilts,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

Michelle  B Petersen,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T Johnson,  M.D  , Chairholder Kearney 

David  L Bacon,  M.D.,  Board  Liaison Kearney 

David  W Bouda,  M.D Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

John  M.  Ford,  M.D Lexington 

James  A.  Fosnaugh,  M.D Lincoln 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

H Russell  Semm,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

John  C.  Wilcox,  M.D Aurora 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Charles  F Damico,  M.D,  Board  Liaison Hastings 

Warren  G Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

SCIENTIFIC  SESSIONS  COMMITTEE 

Lawrence  D Helmick,  M.D,  Chairholder Kearney 

Richard  H.  Meissner,  M.D,  Board  Liaison Omaha 

Lawrence  C Bausch,  M.D Lincoln 

David  L.  Bacon,  M.D Kearney 

Sheila  S Ecklund,  R.N Lincoln 

Marcia  L Goering,  M.D Columbus 

Charles  D Gregorius,  M.D Lincoln 

William  F.  Gust,  M.D Omaha 

David  A.  Katz,  M.D Omaha 

James  R.  Newland,  M.D Omaha 

Sally  O'Neill,  Ph  D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

David  W.  Bouda,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Herbert  A Hartman,  Jr.,  M.D Omaha 

Lawrence  D Helmick,  M.D Kearney 

Bruce  W Henricks,  M.D Fremont 

Jeffery  B Itkin,  M.D  Omaha 

Robert  L.  Kruger,  M.D Omaha 

Scott  P.  Liggett,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

H Russell  Semm,  M.D Lincoln 

Robert  F Shapiro,  M.D Lincoln 

Rick  J.  Windle,  M.D Lincoln 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C Bausch,  M.D Lincoln 

F William  Karrer,  M.D Omaha 

Merton  A.  Quaife,  M D Omaha 

Dale  E Michels,  M.D Lincoln 

Richard  A.  Morin,  M.D Lincoln 
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AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 


F.  William  Karrer,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D O Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C Bausch,  M.D.,  Chairholder Lincoln 

Ronald  W Klutman,  M.D.,  Board  Liaison Columbus 

Bruce  Rowe,  MCH  Liaison Lincoln 

Section  on  Maternal  Mortality  Review 

G.  William  Orr,  M.D.,  Director  Omaha 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Myrna  C.  Newland,  M.D Omaha 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Howard  W.  Needelman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D  , Board  Liaison Lincoln 

Allen  D.  Dvorak,  M D Omaha 

Rodrigo  Gomez-Codero,  M.D Norfolk 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D  , Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

Jack  K.  Lewis,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D,  Board  Liaison Lincoln 

Karen  M.  Higgins,  M.D Grand  Island 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Dwaine  J Peetz,  M.D Neligh 

Perry  T.  Williams,  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Herbert  E.  Reese,  M.D.,  Co-Chairholder Lincoln 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Allen  D.  Dvorak,  M.D Omaha 

Paul  E.  Collicott,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Suzanne  H.  Granger,  M.D  Omaha 

Patricia  A Helke,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Jerald  R.  Schenken,  M D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D  , Board  Liaison Columbus 

Krynn  K Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R Gelber,  M.D Lincoln 

Charles  D Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 


Linda  S.  Head,  M.D Bellevue 

David  J Hoelting,  M.D Pender 

D.G.  O'Leary,  M.D Omaha 

George  W Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Michelle  B Petersen,  M.D Lincoln 

C Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Duane  Sherwin,  M.D.,  Ph.D Norfolk 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  0 Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

Dorothy  A Zink,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairholder Lincoln 

Patrick  E Brookhouser,  M.D Omaha 

Kryr.n  K Buckley.  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D.  Dvorak,  M.D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Dale  E.  Michels,  M.D Lincoln 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

John  Walburn,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M D,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

David  H Filipi,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

J.A.  Grubbe,  M.D Lincoln 

Loren  H Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M D Omaha 

Steven  R.  Thomas,  M.D York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D  , Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D  , Chairholder Omaha 

Robert  F.  Shapiro,  M.D,  Board  Liaison  Lincoln 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H Meyer,  M.D Utica 

George  W Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A Hartman,  Jr.,  M.D,  Chairholder Omaha 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D  Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

M Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M Connolly,  M D Lincoln 

C.  T Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  ADVISORY  COMMITTEE  ON 
NURSING  HOME  REGULATIONS 

Darroll  J.  Loschen,  M.D,  Chairholder York 

James  G.  Carlson,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

Robert  G.  Osborne,  M.D Lincoln 

T.  R.  Osborne,  M.D Papillion 

John  C.  Sage,  M.D Omaha 

Susan  G.  Scholer,  M.D Omaha 

Tod  W.  Voss,  M.D Pierce 

NMA  RADIATION  SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D,  Chairholder York 

Charles  A.  Dobry,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  H.  Mclntire,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Joseph  M.  Stavas,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 


COMMISSION  ON  MEDICAL  EDUCATION 


Patrick  E Brookhouser,  M D,  Chairholder Omaha 

Charles  F.  Damico,  M D,  Board  Liaison  Hastings 

Robert  I.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M Dillow,  M D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Bruce  E.  Gfeller,  M.D Lincoln 

Stacey  D Goodrich,  M D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G Bosley,  M.D,  Chairholder  Grand  Island 

Robert  G.  Osborne,  M.D,  Board  Liaison  Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Wesley  G Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D  , Chairholder York 

Ronald  W.  Klutman,  M.D,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Verlin  K Janzen,  M D Nebraska  City 

Kurt  E.  Johnson,  M l) Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D, Neligh 

Richard  A.  Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F Paustian,  M D,  NMA  Chairholder Omaha 

Charles  F.  Damico,  M.D,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F Paustian,  M.D,  NMA  Chairholder Omaha 

Gordon  D Adams,  M.D Norfolk 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T Kohl,  M.D Albion 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W  Basler,  M.D,  Chairholder  Lincoln 

Herbert  A Hartman,  Jr.,  M.D  , Board  Liaison  Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

David  H Filipi,  M.D,  Chairholder Omaha 

David  R.  Little,  M.D,  Board  Liaison  Hastings 

Elvin  G Brown,  M.D Hastings 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

II.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D,  Chairholder Omaha 

Chris  C.  Caudill,  M.D,  Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D •- York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 

OBSTETRICS  - GYNECOLOGY  Karen  M.  Higgins,  M .D. 
John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-94 


BURN 

CARE 

NEBRASKA 


BURN  ^ 
CARE 

^ NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprehesive  Burn  Care  for  20  Years 
For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-95 


CENTRAL  NEBRASKA 
Cardiology  consultants,  P.C. 


Phillip  E.  Burket,  M.D.,  F.A.C.C. 


Diplomate  American  Board  of  Internal 
Medicine  - Cardiovascular  Diseases 


Practice  Limited  to  Cardiology 


727  North  Custer  Phone:(308)382-1430 

Grand  Island,  NE  68803  FAX:  (308)  382-5290 

6-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


1-402-435-1466 


PROFESSIONAL  OFFICE  BUILDING 
2221  S.  17th  St.,  SUITE  405 
LINCOLN,  NE  68502 


1-800-MED-LINC 


1-95 


The 

(S*  HEART, — J — , — 

Center  of  Nebraska 

n"D™  consultative 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Boord  Certified  Cdrdioldgist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

• Board  Certified  • Graduates  of  Mayo  Clinic 

Bddrd  Certified  Cdrdiologist 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

3016  West  Faidley  • P.O.Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-95 
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mg  eye- 1 

= ) surgical 
associates 

5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 
(402)  489-8838  (402)  483-7700 

or 

1-800-633-5462 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice.  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City.  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-94 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1  1 10 
or  1-800-MED-LINC 

9-94 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

1919  South  40th  Street 

(402)489-6554 

Suite  300 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-94 

LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G 

Joseph  G.  Rogers,  MD.F  A C.O.G. 

Dennis  L.  Hodge,  M.D. , F.A.C.O.G 

Gregory  W.  Heidrick.  MD,  F.A.C.O.G 

YvonneK.  Davenport, M.D , F.A.C.O.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

| — 24  HOURS  - 7 DAYS  A WEEK  — | 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

• NEW  PATIENTS  WELCOME 1 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-94 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-95 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

1 91 9 South  40th  Street  (402)  489-6554 

Suite  300  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-94 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  100  • Lincoln.  NE  6851 0 H- 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 

L__L 


•GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY  • HAND  SURGERY 
•JOINT  DISEASE  & TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERY OFTHE HAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn.  Suite  201 
Lincoln,  Nebraska 

10-94 
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Benjamin  R.  Gelber,  M.D. 
Louis J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 


Phone:  402-475-4948 

10-94 


pathology 

medical 

services 

pc 


© 


A Nichols  Institute  Affiliate 


SAMUEL  E-  BOON.  M.D. 
JOHN  H.  CASEY,  M D. 
DEBORAH  K.  DAVIDSON,  D O. 
MICHAEL  J.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.  GAM  MEL,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFAN  R.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE.  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.  SILENIEKS.  M.D. 
DANIEL  J.  TILL,  M D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 


6-95 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  685 10  (402)  483-2572 

10-94 


Prairie  surgical 

ASSOCIATES  P C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-95 


OMAHA 


T Trologyi 

Adult  & Pediatric 

1 v-^cnterr,  1 

Urology 

Hal  K.  Mardis,  M.D.,  F.A.C.S.  R.  Michael  Kroeger,  M.D.,  F.A.C.S. 

Harvey  A.  Konlgsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeoffrey  Deeths.  M.D.,  F.A.C.S.  Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S.  90th Street 
Omaha,  NE  681 14 
(402)  397-9800 
800-882-4770 

• Satellite  Clinic 
Papillion,  NE 

3-95 
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PHYSICIAN'S  DIRECTORY,  cont. 
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OMAHA,  cont. 


BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)398-5880 


Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 
Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

D.  Randall  Pritza,  M.D. 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-94 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

11-94 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8552  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


COLUMBUS  - 2363  18th  AV. 

402-563-3379 

NORFOLK -1300  NEBRASKA  AV. 

402-379-3250 


GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-95 


FIRST 


EVE 


ASSOCIATES 

Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 


Stanley  M.  Truhlsen.  M.D  . 
emeritus 

C Rex  Latta.  M.D. 


John  W.  Pemberton.  M.D. 


John  T.  Ramsell.  M.D. 


Donald  L Arkfeld.  M.D 


Raymond  M.  Crossman.  III.  M.D 
D Francis  Arkfeld,  M.D. 


Camilla  R.  Parson,  M.D. 

Michael  L.  Goldstein.  M.D 
Since  1886 


81 1 1 Dodge  St. 
Omaha.  NE 
68114-4115 
(402)  390-8111 

210  Regency  Pkwy 
Omaha.  NE 
68114-3726 
(402)391-3131 

4242  Famam  St. 
Omaha.  NE 
68131-2810 
(402)  552-2300 

3353  L St. 

Omaha.  NE 
68107-2500 
(402)  390-81 1 1 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS,  P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24-Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  e-95 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS.  M.D.  FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D.  BERNARD  L.  KRATOCHVIL.  M.D. 

JACK  A.  MCCARTHY,  M.D.  R.  MICHAEL  GROSS.  M.D. 

T.  KEVIN  O'MALLEY,  M.D.  TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN.  M.D. 

Hand  Surgery  Disorders: 

Joint  Replacement  • The  Spine  & Knee 

Sports  Medicine  • Foot  & Ankle 

Work  Related  Injuries  & Evaluations  • Shoulder&  Elbow 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 399-8550 

Appointments  399-8484  Billing  399-9301 

3-95 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
6303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
John  L.  Bluhm 

Administrator  11-94 
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1 OMAHA,  cont.  1 1 SCOTTSBLUFF  1 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  "P  STREET 
P.O  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1.95 


7441  "O"  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


■ mg  Judson  C.  Martin,  M.D. 

| ^ Thomas  J.  Roussel,  M.D, 

OREGON  TRAIL  EYE  CLINIC 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-95 


TIME  FOR  A MOVE? 

Practice  opportunities  for  IM,  Ff}  OB/GYN,  Peck. 


"We  won't  sell  you  on  a practice  - 
if  we  don’t  have  it,  we’ll  find  it." 


Nebraska 

National 

45+  Cities 

750+Cities 

Omaha 

Tampa 

Lincoln 

Kansas  City 

Hastings 

Chicago 

Norfolk 

Cincinnati 

Imperial 

Des  Moines 

Papillion 

St.  Louis 

Every  City,  town  and  community  in  the  country 

The  Curare  Group 

, Inc. 

mdmwmFttfm 

m 

M-F  7am-7pm,  sat  1 l-4pm  CST 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  IA  50021,  phone  1-800- 
729-7813  or  515-964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  IA,  5002 1 , phone  1-800-729-78 1 3. 

FAMILY  PRACTICE:  Excellent  opportunity  for  BC/ 
BE  family  practitioner  to  join  well  established  clinic  in 
Cozad,  Nebraska.  Cozad  is  an  All  American  Commu- 
nity located  in  central  Nebraska.  Excellent  benefit 
package  offered  with  an  excellent  income  guaran- 
tee. Interested  physicians  send  CV  to:  Physician 
Recruitment,  Box  108,  Cozad,  NE  69130,  or  call 
(308)  784-2261. 


EXPLORE  THE  POSSIBILITIES:  We  are  currently 
seeking  primary  care  physicians  specializing  in  Fam- 
ily Medicine,  Pediatrics,  Occupational  Medicine, 
Internal  Medicine,  and  OB/GYN  for  a variety  of 
group  practicies  throughout  the  Midwest  and  New 
York  State.  Surgical  and  subspecialty  physicians  are 
also  needed  for  a variety  of  locations.  We  represent 
practices  in  all  types  of  settings  in  communities  of 
every  size.  New  opportunities  become  available 
every  month.  Whether  a practice  change  is  immi- 
nent or  just  a future  consideration,  we  have  the 
information  you  need.  Call  1-800-243-4353  or  write 
to  Strelcheck  & Associates,  Inc.,  10624  N.  Port 
Washington  Road,  Mequon,  Wl  53092. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied family  physicians  seek  associate  for  this  "All 
America"  community  in  west  central  Nebraska. 
Obstetrics  required.  Send  CV  to:  Gothenburg  Fam- 
ily Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902-20th  St.,  Gothenburg,  NE  69138. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 

• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 

If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


$5,000.00 
Minimum  Credit  Line 

Low  Variable  Annual  Percentage  Rate 

25  Day  Grace  Period  on  Purchases 

VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


□ Yes,  I accept!  Complete  this  form  and  return. 


□ INDIVIDUAL  □ JOINT 


507 


APPLICANT 


Name 


Address 


Birth  Date  / / 


City 


State 


Zl£_ 


Rent/House  Payment  $ 


Previous  Address 


City 


State 


Zip 


Employer/Group 


Address 


Social  Sec.  # 


Bus  Phone! 


IncomeJ 


No  ol  years 


Home  Phone  ( 


Other  Income 


Income  from  alimony  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basts  for  repaying  this  obligation  $ 


Name  of  nearest  relative  not  living  with  you 


City 


Relationship 


Financial  Institution 


City 


Zip 


Savings  Acct  # 


Checking  Acct  # 


CO-APPLICANT 


Name 


Address 


Birth  Date  / / 


City 


State 


Z!L 


Rent/House  Payment  S 


Employer/Group 


Address 


Social  Sec.  # 


Bus.  Phone  ( 


Income  5 


No  ol  years 


Home  Phone! 


Other  Income 


Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 


TRANSFER  CURRENT  ACCOUNT 


I authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Account  Number 


Balances 


Payment 

Address 


Accoint  Number 


-H?- 


BalanceS 


Payment 

Address 


' < > a , 


SIGNATURES 


I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  .that  everything  stated  m this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature 


Co-Applicant  Signature 


Annual  Percentage  (Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR. 

Vanable  Rate  Information 

The  vanable  rate  will  be  determined  by  the  "Pnme  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March,  June.  September  and  December  The  credit  card  rate  will 
be  the  “Pnme"  plus  84%  with  a minimum  rate  of  159%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases). 

Annual  Fee 

$0 

Late  Fee,  Overfimit  Fee,  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2 Overfimit  fee  - $10.00  and  3.  Returned  check 
fee -$15.00 

The  mformabon  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  pnnted  This  information  may  change  after  the  pnnting  date  To  find  out  what  may  have  changed,  call  us  at 
1-800-432-3209  Or,  write  to  us  at  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7.  Omaha,  NE  68101-0007 


FirsTier®  Bank,  NA,  Member  FDIC 


If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Telrad’s  Key  Bx  816  business  telephone  system  expands  to  meet 
the  demands  of  your  growing  practice. 


• Cost  effective  plug-in  modules  let  you  expand  from  four  to  eight  central  office  lines 
and  from  eight  to  sixteen  phones 

• Choose  from  a variety  of  station  instruments  to  precisely  meet  your  office  needs 

• Many  timesaving  features  including  Direct  Station  Selection  and  Busy  Lamp  Field 

• Full-featured  capabilities  at  an  affordable  price 


120/  now  on  the 
WCIVV  J /0  purchase  of 
a Tel  rad  Key  Bx  81 6 system  with  your 
Nebraska  Medical  Association  membership. 
The  Association  will  also  receive  non-dues 
income  from  your  purchase. 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/331-0607 
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Medical  Services 
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Specialists  in  Medical 
Liability  Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 


For  more  information  contact 
St.  Paul  Medical  Services 
M.C.  105X 
385  Washington  St. 

St.  Paul,  MN  55102-1396 

800.328.2189  extension  8642 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
contact  your  independent  insurance  agent. 
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"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient's  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
Cardio Vascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  by 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians'  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians'  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


When 
seconds 
count ... 


For  trauma  patients, 
seconds  count. 

At  Lincoln  General  s 
Trauma  Center,  our  trauma 
team  is  ready  for  action  the 
minute  we  re  notified  that  a 
patient  is  in  route. 


Our  nurse  trauma  coordinator 
keeps  you,  the  primary  physician,  as  well  as  the 
transferring  hospital  informed  of  your  patient  s 
progress  through  a follow-up  phone  call. 

And  once  a patient  stabilizes  at  the  Trauma 
Center,  other  physician  specialists  are  called  in. 
For  catastrophic  injuries,  Madonna  Rehabilitation 
Hospital  gets  involved  right  away. 

Madonna's  rehabilitation  experts  know  that 
early  assessment  makes  a big  difference.  We 
evaluate  patients  for  rehabilitation  while  they're 
still  at  Lincoln  General.  And  as  the  primary 
physician,  you  are  an  active  member  of  the 
rehabilitation  team. 


ibeite'i 


^ ta  iiette'i  health 


LINCOLN  GENERAL 

HOS  P I T A I. 


2300  S.  16th 
Lincoln,  \E  68502 
800-742-7845 


Seconds  count  in  health  care,  and  so  do  years. 
With  over  30  years  of  experience  in  rehabilitation. 
Madonna  helps  patients  regain  their  independence 
and  return  to  their  families,  their  jobs,  their 
communities.  For  12  years,  Lincoln  General  has 
focused  on  trauma  care  as  the  only  Trauma  Center 
in  Nebraska  verified  by  the  American  College  of 
Surgeons  Committee  on  Trauma. 

Responsive.  Informative.  Accessible.  The 
professionals  at  Lincoln  General  Hospital  and 
Madonna  Rehabilitation  Hospital  are  just  a toll-free 
phone  call  away,  any  time  of  the  day  or  night. 
When  seconds  count,  count  on  us. 


n 

Madonna 

Rehabilitation 

Hospital 

5401  South  St. 
Lincoln,  NE  68506 
800-676-5448 
CARF  accredited 


Storz 

Cancer  Institute 


J iving  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients’  physical, 

emotional,  social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 

Cancer  Support  Team 

Storz  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  sendees  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physical 
therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552-6932. 
or  call  MD  Source  toll-free  at  1 '800-552-5552 

CLARKSON 

HOSPITAL 


Clarkson  Hospital  • 4350  Dewey  Avenue  • Omaha,  Nebraska  68105- 1018 
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Are  a direct  presentation  of  research 
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to  run  reprints  — 
write  us  for  prices 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8M2  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  comer  with  the  author  s surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publishers  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8V£  x 1 1 in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the- Editor  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 

Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278.  Norfolk,  Nebraska  68702-0278. 
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You  have  the  power  to  save  the  lives  of  your 
clients  who  will  develop  breast  cancer. 


While  regular  mammograms  are  important  for  women  over  40,  the  risk  of 
breast  cancer  increases  with  age.  No  matter  what  your  specialty,  the 
Nebraska  Medical  Association,  the  American  Cancer  Society  and  Every 
Woman  Matters  recommend  you  refer  your  clients  over  50  for  annual 
mammography.  Spread  the  Word  about  Every  Woman  Matters  free  and  low- 
cost  breast  and  cervical  cancer  screening  exams  for  your  clients  earning  up 
to  a moderate  income.  Call  Every  Woman  Matters  at  1-800-532-2227. 


AMERICAN 
v CANCER 
* SOCIETY’ 


Every  Woman  Matters 

Early  Detection  of  Breast  and  Cervical  Cancer  Program 
Nebraska  Department  of  Health 


NEBRASKA 

MEDICAL 

ASSOCIATION 


Everyday  you  see  a statistic 

1 in  8 

women  develop  breast  cancer  in  a lifetime 

© 80%  of  women  who  develop  breast  cancer  have  no 
family  history  of  the  disease 

© Nebraska  has  the  2nd  lowest  mammography  usage 
rate  in  the  nation 


CLARKSON  COLLEGE 
LECTURE  SERIES 

November  18,  1994 
8:00  a.m.  - 5:15  p.m. 

Primary  Care: 

A Clinical  Review 


Clarkson  Hospital 
Storz  Pavillion 

For  more  information  call: 
800-647-5500  ext.  3039 
or 

402/552-3039 


AMA  NEWS  NOTES 

AMA  OPPOSES  WORK  FORCE 
QUOTAS  IN  REFORM  BILLS 

In  a letter  to  all  members  of  the  Senate,  the  AMA 
endorsed  an  amendment  that  would  eliminate  work 
force  allocation  requirements  from  health  system  re- 
form legislation. 

The  amendment  to  S.  2351,  sponsored  by  Sens. 
Daniel  Patrick Moynihan  (D,  N.Y.)and  Robert  Packwood 
(R,  Ore.),  "would  create  an  environment  in  which  the 
work  force  planning  process  could  operate  in  a flexible 
and  unencumbered  manner,  without  mandating  tar- 
gets or  setting  quotas  utilizing  arbitrary  ratios,"  the 
AMA  said. 

The  letter  also  noted  the  AMA  recognizes  the 
nation's  need  to  train  more  primary  care  physicians  and 
supports  establishing  appropriate  funding  to  reach  that 
goal. 

Flexible  work  force  planning  would  respond  to 
changing  patient  needs,  new  technology  and  assure 
medical  students'  career  choices. 

"We  do  not  believe  that  [this]  is  best  achieved 
through  rigid  quotas  such  as  those  found  in  the  Mitchell 
bill,"  the  letter  said. 

"We  support  positive  incentives,  such  as  loan  for- 
giveness, to  encourage  primary  care  practice." 

"We  believe  that  legislation  establishing  work  force 
planning  should  not  prejudge  the  outcome  ...  by 
setting  in  statute  mandated  targets  for  the  size  or 
specialty  mix  of  the  physician  work  force." 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  R Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT : Councilor:  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT : Councilor:  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Duane  W.  Krause, 
M.D.,  Fremont.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Paul  E Plessman,  M.D.,  Seward. 
Counties:  Butler,  Hamilton,  Polk,  Saunders, 
Seward,  York 

SEVENTH  DISTRICT : Councilor:  Judith  A.  Butler, 
M.D.,  Superior.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Joel  F.  Hutchins, 
M.D  , Gordon.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Fumas,  Gosper,  Harlan, 
Hayes,  Hitchcock  Kearney,  Phelps,  Red  Wil- 
low, Webster. 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L. 
Asher,  M.D.,  North  Platte.  Counties:  Arther, 
Deuel,  Garden,  Keith,  Lincoln,  Logan, 
McPherson,  Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R John- 
son, M.D  , Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams  

Antelope-Pierce  

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel .. 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson  

Keith-Perkins-Chase 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Platte-Loup-Valley 

Saline  

Saunders 

Scotts  Bluff 

Seward  

South  Central  

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT 

Elizabeth  P.  Rapier,  Hastings  .... 
David  F.  Johnson,  Jr.,  Osmond 

Ed  J.  Pierce,  Alliance 

Jeffrey  P.  Lee,  Kearney 

Gerald  W.  Luckey,  David  City  ... 

R.  R.  Andersen,  Nehawka 

Calvin  W.  Cutright,  Sidney 

Thomas  Tibbels,  West  Point 

Loren  H.  Jacobsen,  Broken  Bow  . 


Carl  Falcone,  Fremont 

Benjamin  Martin,  Wayne 

Murray  Markley,  Loup  City 

Robert  McLellan,  Beatrice 

Lori  A.  Harkins,  Grand  Island  

Lynne  Holz,  Aurora 

Melvin  Campbell,  Ainsworth 

Kaye  B.  Carstens,  Fairbury 

Berl  Spencer,  Ogallala 

D M.  Laflan,  Creighton 

James  A.  Fosnaugh,  Lincoln 

Mark  Nielsen,  North  Platte 

Pradip  Mistry,  Norfolk 

John  C.  Sage,  Omaha 

Tod  Voss,  Pierce 

Margaret  K.  Stockwell,  Gordon  ... 
Dean  R.  Thomson,  Nebraska  City 

Richard  Cimpl,  Columbus 

Robert  E.  Tuma,  Crete 

Leo  Meduna,  Wahoo 

Kent  Lacey,  Scottsbluff 

Roger  A.  Jacobs,  Seward 

Jeff  Hollis,  Geneva 

Gary  Ensz,  Auburn  

John  Grove,  McCook 

Carole  J.  Weckmuller,  Blair 

Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Phyllis  S.  Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  Elston,  Alliance 
Clinton  Jones,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  B.  Dorwart,  Sidney 


N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
Michael  J.  Horn,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  K.  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Wm.  C.  Minier,  Lincoln 
Jeff  MacDonald,  North  Platte 
Richard  P.  Bell,  Norfolk 
Walter  J,  O'Donohue,  Jr.,  Omaha 
Richard  Bell,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E Hansen,  Jr.,  Wahoo 
Paul  Considine,  Scottsbluff 
Richard  M.  Pitsch,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
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When  It  Comes  To  Patient  Education, 
We’re  Just  What  The  Doctor  Ordered! 

The  Nebraska  Beef  Council  is  your  resource  for  patient  education 
materials.  When  it  comes  to  communicating  important  messages  about 
diet  and  health,  we  can  help  by  supplying  the  latest  research-based 
nutrition  data,  patient  handouts,  activity  ideas  and  more. 

To  borrow  the  items  featured  in  this  ad,  call  or  write  today! 

Introduce  patients  to  four  video  segments, 
which  originally  aired  on  “Parenting  in  the 
90s,”  a CNBC  American  Medical  Television 
program.  The  first  two  segments  focus  on  the 
importance  of  a well-balanced  diet  for  children 
and  highlight  foods  rich  in  iron.  The  other 
segments  provide  critical  messages  about 
food  safety  in  and  away  from  the  home. 


The  HeartCare  Program™  is  a video  kit 
designed  to  help  teach  patients 
management  of  blood  cholesterol. 
Included  are  four  videotapes,  an 
informative  booklet  and  a professional 
guide  and  audiotape. 


The 

HeartCare 

Program^ 


Skills  for 
Lowering  Your 
Blood  Cholesterol 


tsexxA  Nebraska  Beef  Council 


P.O.  Box  2108,  Kearney,  NE  68848  • 308-236-7551 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-tiydroxy  Yohimbine-l6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100  s NOC  53159-001-01  and  1000  s NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al. , New  England  Journal  of  Medi- 
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2.  Goodman,  Gilman  — The  Pharmacological  basis 
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3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A Morales  et  al. , The  Journal  of  Urology  128: 

45-47,  1982. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201) 569-8502 
1-800-237-9083 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph.D.,  M.P.H.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94 120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WT  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

Joseph  E.  Johnson,  M.D.,  FACP,  Int.  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph  D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
O.  Wayne  Houser,  M.D.,  President 
2021  Spring  Road,  Suit  e 600 
Oak  Brook,  IL  6052 1 
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Imagine  A MedkalCenter 
At  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 

Let  us  show  you  how  Synapse  can 
provide  valuable  ;i 
support  for  your  <— > Enter 

patient  practice.  J, 

Enter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W McClure.  Executive  Vice  President 

8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 

American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F Cochrane,  Executive  Director 
12838  Augusta  Ave,  Omaha,  NE  68144-3733 

American  Heart  Association,  Nebraska  Affiliate 

Douglas  P Halleen,  Executive  Director 
3624  Famam  St.,  Omaha,  NE  68131 

American  Lung  Association  of  Nebraska 

7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Omaha,  NE  68180 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

JamesS  Nyman, Ph.D., Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd.,  Ste.  820,  Omaha,  NE  68144 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street.  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave  . #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D  , President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave  , #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68152-2116 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
Peter  E.  Diedrichsen,  M.D.,  President 
233  So.  13th St.,  Suite  1512,  Lincoln, NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James V Huerter,  M.D. 

UNMC  -600S  42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown,  PA-C,  President 
P.O.  Box  31280,  Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas C.  Nilsson,  M.D. , President 
8552  Cass  Street,  Omaha,  NE  681 14 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D  , President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S.  14th  St.,  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  K.  Koerber,  M.D.,  President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph  D.  Lynch,  M.D.,  President 

Creighton  Cardiac  Center,  3006  Webster  Street,  Omaha,  NE  68 13 1 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary- Treasurer 
J ody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven C.  Likes,  Exec.  Director 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D. , Secretary- Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K Zetterman,  M.D. , Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M D.,  President 
233  S.  13th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 
Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 
Mark  B Horton,  M.D. , Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Sally  Semm,  RD,  CN 
6300  Cornell  Road,  Lincoln,  NE  68516 


Nebraska  Health  Care  Association 

Patricia  Snyder,  Executive  Director 

421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 

Nebraska  Association  of  Hospitals  and  Health  Systems 

Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941 0 Street,  Suite  71 1,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  N'E  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221  S.  17th  St  , #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 
Tom  R Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Sarah  Jones,  M.D.,  President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 
Jud  W.  Gumey,  M.D,  President 
233  S.  13th  St.,  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jay  McIntyre,  M D , President 
2205  S 10th  St.,  Omaha,  NE  68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  MD.,  President 
2121 S.  56thSt.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

JohnH.  Schulte,  MD,  President 
#14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
Jerry  J.  Hynes, M.D.  President 
233  So.  13thSt.,Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
JamesM.  Horrocks,  M.D  , President 
233  So.  13th  St , Suite  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust.  Lincoln,  NE  685 16 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M D . Secretary- Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushi]  Lacy,  M.D.,  President 
4740  A.  St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 
Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68 1 14 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
30 1 Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens’  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr.,  #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A.  Aschenbrener,  M.D,  Chancellor 
UNMC  - 600  S.  42nd  St  , Omaha.  NE  68 198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln.  NE  68509 
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Breast  of 
chicken 


Best  of 
pork 


3-oz.  cooked  serving 
of  pork  tenderloin 


Today’s  Pork: 

Compare  it  to  chicken 
for  a healthy  surprise 

You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today’s  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat,  saturated  fat.  cholesterol, 
and  calories.1-2' 


New  study: 

Pork  is  now  31%  leaner 

Pork  is  leaner  today  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques. According  to  new  1991  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983.' 


Calories 

Total 

Fat 

Saturated 

Fatty  Acids  Cholesterol 

Chicken  Breast, 
skinless 

140 

3.0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4.1  g 

1.4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6. 1 g 

2-2  g 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5  g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

"Table  refers  to  3-oz.  cooked  serv  ings. 


Nebraska  Pork  Producers  Association 
Attn:  Jane  Kreutz-Reeson 
1222  L Street 
Aurora,  NE  68818 


Today’s  pork  fits  well  within  the  dietary  guide- 
lines recommended  by  both  the  American 
Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here’s  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi- 
tional fat  in  preparation. 

1 . US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products.  1991 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products.  1979. 
Agricultural  handbook  8-5. 

/ Zecfr** wd' 
TODAY’S  PORK 

The  Other  White  Meat 

© 1992  National  Live  Stock  and  Meat  Board  in  cddperation  with  the  National  Pork  Board 


When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


An  out-of-control  feeling,  sudden  anxiety,  hyper- 
ventilation, racing  heart  and  acute  distress  are  all 
symptomatic  of  panic  disorder,  a frightening  but 
treatable  condition.  As  a physician,  you  can 
count  on  our  professional  staff  of  physicians, 
counselors  and  master's  level  therapists  to  work 
with  you  to  help  your  patient.  We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  panic  disorder,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 

Methodist  Richard  Young  Consultation  Line 


1-800-782-3160 


METHODIST  & 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


PRESIDENT'S  PAGE 


Restructuring  the  Nebraska  Medical  Association: 
Positioning  For  the  Future 

FREDERICK  F.  PAUSTIAN,  M.D. 


During  the  course  of  the  many  deliberations 
concerning  the  problems,  issues,  economics,  and 
politics  associated  with  health  system  reform,  devel- 
opment of  physician  organizations,  and  anti-trust 
laws,  I was  struck  by  the  thought  that  the  Nebraska 
Medical  Association  organizationally  is  not  well 
suited  to  being  an  effective  force  either  locally  or 
state  wide.  Discussion  of  the  concern  with  a 
variety  of  members  of  the  Association  indicated  a 
similar  sense  of  discomfort  or  unrest.  Very  early  in 
the  course  of  my  presidency  a meeting  of  commis- 
sion and  committee  chairpersons  was  held  con- 
cerning their  respective  charge,  goals  and  objec- 
tives. Again,  there  was  identification  of  the  need 
for  restructuring  the  organization  of  the  Associa- 
tion so  as  to  be  more  effective  in  the  management 
of  the  problems  with  which  physicians  are  con- 
fronted. A working  group  was  identified  com- 
prised of  Joel  Johnson,  M.D.,  Chairholder,  Com- 
mission on  Association  Affairs;  Robert  Shapiro, 
M.D.,  Immediate  Past  President;  Darroll  Loschen, 
M.D.,  Past  President;  David  Bacon,  M.D.,  Presi- 
dent-Elect; Bill  Schellpeper,  Executive  Director; 
and  myself.  An  initial  think  tank  meeting  was  held 
in  York,  Nebraska,  on  August  4,  1994,  minus  Dr. 
Shapiro  who  had  another  commitment. 

Preliminary  discussion  suggested  the 
Association's  federation  of  county  medical  societ- 
ies was  not  very  effective  due  to  the  fact  that  most 
counties  throughout  the  state  had  very  few  physi- 
cians and,  therefore,  lacked  "critical  mass."  It  was 
appreciated,  however,  that  the  county  medical 
societies,  primarily  through  individual  physicians, 
had  significant  influence  within  their  respective 
county  and  provided  an  excellent  method  for 
representation  of  all  locales  and  physicians  through- 
out the  state  to  the  House  of  Delegates  of  the 
Association. 

So  as  to  retain  the  benefits  of  the  county 
medical  society  organization  system,  but  at  the 
same  time  develop  units  of  physicians  with  a 
sufficient  number  of  doctors/unit  to  provide  criti- 
cal mass  and  have  impact,  the  following  concept 
evolved. 

1 .  Discontinue  the  currentorganizational  struc- 
ture consisting  of  1 2 councilor  districts,  in  as  much 


Frederick  F.  Paustian,  M.D. 


as  most  are  too  small  in  terms  of  physician  num- 
bers to  have  significant  influence  and  their  only 
purpose  is  the  management  of  ethics  and  griev- 
ance problems  through  the  physician  councilor  of 
the  district.  Realistically,  the  only  elements  which 
are  active  in  this  respect  are  Districts  I and  II 
through  the  Metropolitan  Omaha  Medical  Soci- 
ety and  the  Lancaster  County  Medical  Society, 
respectively.  All  other  ethics  and  grievance  prob- 
lems are  usually  managed  through  the  Board  of 
Councilors  at  the  level  of  the  state  Association. 

2.  Restructure  the  state  Association  into  six  to 
eight  geographically-defined  regions  which  have 
approximately  one  hundred  physicians  per  re- 
gion, at  the  minimum,  but  maintain  the  integrity  of 
the  county  boundaries. 

3.  When  defining  the  boundaries  of  each  re- 
gion, consider  related  medically  identifiable  func- 
tions and  services  so  as  to  provide  for  cohesive- 
ness among  the  physicians  by  virtue  of  the  neces- 
sity to  function  together  as  medical  service  units. 
Obvious  medical  functions  already  in  operation 
under  the  auspices  of  the  State  of  Nebraska  are 
districts  or  regions  established  by  the  Department 
of  Health  as  regards  Community  Health  Services 
and  Emergency  Medical  Services,  and  Medicaid 
under  the  direction  of  the  Department  of  Social 
Services.  It  is  therefore  warranted  to  communi- 
cate with  the  Departments  of  Health  and  Social 
Services  to  determine  their  interest  in  developing 
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common  medical  service  districts  or  regions  which 
would  also  fulfill  the  needs  of  the  organizational 
restructuring  of  the  Nebraska  Medical  Associa- 
tion. 

4.  Such  a functional  regionalization  of  the 
Nebraska  Medical  Association  could  well  result  in 
significant  physician  influence  on  social  issues, 
government  medical  issues,  delivery  of  health 
care,  and  the  business  aspect  of  the  practice  of 
medicine,  as  well  as  impact  upon  the  Nebraska 
Medical  Association.  So  as  to  have  such  an  effect, 
each  region,  of  necessity,  would  have  to  formulate 
a constitution,  articles  and  bylaws  thereby  estab- 
lishing their  own  organizational  structure  and 
purpose.  Furthermore,  with  approximately  one 
hundred  physicians  per  region  or  more  and  an 
appropriate  dues  structure,  part-time  to  full  time 
staff  could  be  employed  to  facilitate  the  functions. 

5.  With  the  establishment  of  the  regional  orga- 
nization, more  effective  representation  to  the 
Association  Board  of  Directors  might  be  obtained 
through  the  election  of  Board  members  by  region 
rather  than  the  current  "at  large"  members  as 
elected  by  the  House  of  Delegates.  The  county 
society  representation  to  the  House  of  Delegates 
could  remain  as  is  with  probably  some  modifica- 
tion of  representation  based  on  number  of  physi- 
cian members  per  county  to  provide  better  repre- 
sentation of  members  for  the  larger  county  medi- 
cal societies.  In  a certain  sense  a house  and  senate 
would  be  created  but  the  final  authority  for  all 
action  would  remain  with  the  House  of  Delegates. 

6.  Through  regional  representation  on  the 
Board  of  Directors,  more  effective  communica- 
tion should  be  possible  from  all  portions  of  the 
state  to  the  leadership  of  the  organization.  A larger 
Board  would  permit  internal  committees  of  at 
least  three  members  each  to  focus  on  specific 
problems  followed  by  reports  to  the  full  Board.  A 
more  meaningful  position  of  responsibility  for  the 
members  of  the  Board  of  Directors  might  also  be 
affected  through  having  individual  members  of 
the  Board  serve  as  chairholders  of  each  commis- 
sion. By  so  positioning  the  members  of  the  Board 
and  increasing  the  frequency  of  the  Board  of 
Directors  meetings,  a much  more  knowledgeable 
and  effective  Board  should  evolve  as  a result  of  the 
markedly  improved  communication  emanating 
from  the  deliberations  and  recommendations  of 
the  commissions  and  their  respective  committees. 

7.  The  commissions  would  remain  the  same 
with  the  exception  of  adding  a Commission  on 
Medical  Socioeconomics.  Each  designated  com- 
mittee of  the  President  or  of  the  Board  would  have 


a specific  reporting  responsibility  to  one  of  the 
commissions  based  on  commission  charge  and 
committee  function,  permitting  both  a focused  as 
well  as  a broader  perspective  review  of  all  de- 
liberations. Thus  the  new  Commission  on  Medical 
Socioeconomics  would  receive  reports  from  the 
Committees  on  Health  Care  Insurance  and  Medi- 
cal Delivery  Systems,  PRO,  Medicare  and  Medic- 
aid. The  Commission  on  Public  Affairs  would 
receive  reports  from  new  committees  on  patient 
advocacy  and  physician  advocacy.  Every  existing 
or  proposed  committee  would  be  assessed  as  to 
need  and,  if  retained,  aligned  with  a commission. 

8.  The  Executive  Committee  of  the  Board  com- 
prised of  the  President,  President-Elect,  Immediate 
Past  President,  and  Secretary-Treasurer  should 
continue  so  as  to  permit  rapid  response  and,  if 
necessary,  action  on  acute  issues. 

The  above  reorganization  skeleton  concept  is 
presented  to  you  as  a member  for  your  individual, 
thoughtful  consideration  and  comment.  There  are 
many,  many  ramifications  which  must  be  deliber- 
ated. Among  the  benefits  which  are  anticipated  is 
a much  improved  democratic  system  for  manage- 
ment of  the  affairs  of  the  Association  in  an  expe- 
dient manner.  It  is  believed  to  have  the  potential 
to  increase  physician  interrelationships,  especially 
within  the  geographically-defined  regions  which 
have  a functional  purpose.  A hoped  for  result,  as 
a consequence  for  the  medical  service  functions 
of  each  region  and  the  enhanced  representation 
and  communication  to  the  leadership,  will  be  an 
increase  in  membership  driven  by  the  necessity  to 
be  an  involved  participant.  There  may  well  be  the 
development  of  physician  organizations  within 
the  regions  which  would  further  enhance  the  role 
of  physicians  in  the  determination  of  health  sys- 
tem reform,  be  it  either  government  or  private 
industry  in  origin.  Additionally,  the  formation  of 
regional  organizations  in  our  rural  areas  may  be  of 
major  benefit  in  enhancing  the  organization  and 
activities  of  the  Alliance. 

It  is  planned  for  the  working  group  on  restruc- 
turing the  Nebraska  Medical  Association  to  con- 
tinue its  deliberations.  As  your  comments  and 
constructive  criticisms  are  received,  they  will  be 
incorporated  into  a plan,  as  deemed  appropriate, 
for  presentation  at  the  spring  meeting  1 995,  of  the 
House  of  Delegates  for  full  discussion.  If  the 
process  for  development  and  the  revised  structure 
and  function  are  found  to  be  acceptable  by  the 
membership,  a major  revision  of  the  NMA  Consti- 
tution Articles  and  By-laws  will  be  prepared  for 
your  consideration,  hopefully,  in  one  to  one  and  a 
half  years. 
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ORIGINAL  ARTICLE 


The  University  of  Nebraska's  College  of  Medicine 
Primary  Care  Community  Education  Networks 

PAUL  M.  PAULMAN,  M.D., 

UNMC  Director  Rural  Preceptorship, 

Rural  Primary  Care  Block  and  Longitudinal  Clincal  Experience 


IT  is  important  for  medical 
schools  to  provide  primary 
care  training  and  experience. 
This  is  especially  true  in  Nebraska  where  many  of 
the  people  in  our  state  live  in  urban  and  rural 
areas  which  are  medically  underserved.  Couple 
this  with  the  fact  that  a large  number  (over  1 0%) 
of  family  physicians  in  our  rural  areas  are  ap- 
proaching retirement  age  and  it  becomes  obvi- 
ous that  Nebraska  needs  new  primary  care  phy- 
sicians to  meet  the  health  care  needs  of  its 
population. 

The  University  of  Nebraska  Medical  Center 
(UNMC)  has  established  extensive  pre-ceptorship 
networks  for  the  education  of  medical  students. 
Freshman  rotations  with  the  community  precep- 
tor start  to  give  the  student  a "real  world"  expo- 
sure to  the  practice  of  primary  care  medicine. 
Some  of  the  benefits  of  rotations  with  commu- 
nity preceptors  include  introducing  the  student 
to  the  community  on  a professional  level,  vitaliz- 
ing (or  re-vitalizing)  the  students'  desire  to  learn, 
and  helping  the  students  place  basic  science  and 
clinical  learning  experiences  in  an  integrated 
context.  Students  value  the  one-to-one  interac- 
tion with  the  preceptor  and,  in  many  cases,  life- 
long mentor  and/or  advisor  relationships  are 
formed  from  the  preceptorship  experiences. 
Students  also  cite  the  chance  to  practice  and 
integrate  skills  with  freedom  from  competition 
by  other  learners  and  the  progressive  indepen- 
dence granted  to  them  as  being  highlights  of 
UNMC's  precep-torship  experiences.  There  is 
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some  evidence  to  suggest  the  Nebraska's 
preceptorship  experiences  have  led  to  students 
choosing  careers  in  family  practice.1'2-3  The  ben- 
efits to  preceptors  include  closer  ties  to  UNMC, 
the  chance  to  teach  and  interact  with  future 
colleagues,  recruitment  opportunities,  and  con- 
tinuing medical  education  credit  offered  through 
the  American  Academy  of  Family  Physicians 
(Figure  1). 

RURAL  FAMILY  PRACTICE  PRECEPTORSHIP 
JUNIOR  STUDENT  LEVEL 

"The  place  where  my  daughter  told  me  she 
learned  to  be  a physician  was  during 
UNMC's  rural  family  practice 
preceptorship". 

Robert  Wald  man,  M.D.,  Former  Dean,  Uni- 
versity of  Nebraska  College  of  Medicine, 
Former  Vice  President,  American  Associa- 
tion of  Medical  Colleges. 

The  University  of  Nebraska  Medical  Center 
has  had  a one  or  two  month  rural  preceptorship 
for  senior  medical  students  since  1949.  This 
preceptorship  is  the  fourth  oldest  such  experi- 
ence in  the  nation  and  had  been  required  for  all 
medical  students  since  1971.  At  eight  weeks,  it 
is  the  longest  required  rural  preceptorship  in  the 
nation.  This  preceptorship  utilizes  family  physi- 
cians in  rural  Nebraska  outside  of  the  Omaha  and 
Lincoln  metropolitan  areas.  The  preceptors  teach, 
house,  and  feed  students  during  the  preceptorship. 
Students  consistently  rate  the  rural  preceptorship 
among  the  most  valuable  clinical  experiences  of 
their  training.  The  students  enjoy  the  intense 
working  relationship  with  their  preceptor,  the 
independence,  primary  care  patient  contact,  and 
the  opportunity  to  work  in  a health  care  delivery 
system  other  than  a tertiary  care  hospital.  The 
143  perceptors  provide  over  54,000  student 
contact  hours  for  the  University  of  Nebraska 
Medical  Center  annually  (Figure  2).  This  experi- 
ence has  been  primarily  a senior  year  rotation. 


’Reprints  request  and  correspondence  to:  Steven  K.  Krueger, 
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FIGURE  2 

M3  PRECEPTOR  SITES  FAMILY  PRACTICE  - UNMC 


Starting  in  1994,  the  rural  preceptorship  will  be 
placed  in  the  junior  year  along  with  the  other 
required  core  clerkships  in  OB/GYN,  internal 
medicine,  pediatrics,  surgery  and  psychiatry.  A 
extended  (six  months)  elective  rural  pre- 
ceptorship for  senior  students  is  being  planned 
and  developed  and  will  be  available  in  1 995-96. 

"The  rural  preceptorship  has  a positive  im- 
pact on  recruiting  for  rural  health  facilities, 
the  University  programs  are  definitely  help- 
ing to  improve  rural  health". 

Cayle  Primrose,  Administrator,  Boone  County  Com- 
munity Hospital,  Albion,  Nebraska. 

"The  rural  preceptorship  is  beneficial  to 
both  the  physicians  and  students,  and  our 
community  has  enthusiastically  accepted 
the  students". 

Dr.  Darroll  Loschen,  UNMC  Family  Physician  Precep- 
tor, Past  President,  Nebraska  Medical  Association, 
York,  Nebraska. 

RURAL  PRIMARY  CARE  BLOCK  ROTATION 
FRESHMAN  ROTATION 

This  rotation  allows  students  an  opportunity 
to  work  with  a rural  primary  care  physician 
(general  internist,  general  pediatrician,  or  family 
physician)  for  a three  week  rotation  at  the  end  if 
their  freshman  year.  The  goals  of  the  rotation  are 
similar  to  those  of  the  junior/senior  rural 
preceptorship,  i.e.,  the  students  observe  and 
participate  in  the  care  of  the  preceptor's  patients 
to  the  limits  of  the  student's  abilities,  and  the  level 
of  the  preceptor's  comfort,  live  in  and  become 
part  of  the  rural  community  and  become  familiar 
with  the  rewards  and  challenges  of  rural  primary 
care.  Students  have  had  opportunities  for  early 
rural  primary  care  exposure  since  1972.  The 
primary  care  block  rotation  became  a required 
course  for  all  UNMC  students  in  1 993.  The  first 
group  of  students  completing  the  required  block 


rotation  rated  it  extremely  high  - some  stated  it 
was  the  best  educational  experience  of  their 
freshman  year.  Evaluations  indicate  these  stu- 
dents showed  an  increase  in  their  clinical  confi- 
dence as  a result  of  their  primary  care  block 
rotation.  As  with  the  junior/senior  rural 
preceptorship,  these  61  preceptors  house  and 
feed  their  students  and  provide  over  14,000 
student  contact  hours  per  year  (Figure  3).  This 
interdisciplinary  effort  is  another  example  of 
UNMC's  commitment  to  rural  primary  care. 

"I  really  enjoyed  the  welcome  feeling  from 
the  community  and  the  doctors'  willing- 
ness to  teach". 

Bill  Butz,  sophomore  medical  student  at  the  University 
of  Nebraska  Medical  Center,  Past-President,  Family 
Practice  club,  UNMC. 

"We  look  forward  to  having  students  work 
with  us  so  they  can  see  physicians  enjoying 
the  practice  of  rural  medicine". 

Margaret  Cavanaugh-Boyer,  M.D.,  Family  Physician 
Preceptor,UNMC,  Mullen,  Nebraska. 

LONGITUDINAL  CLINIC  EXPERIENCE  - 
FRESHMAN  AND  SOPHOMORE  LEVEL 

Medical  students  at  the  University  of  Ne- 
braska College  of  Medicine  also  get  a chance  to 
work  with  urban  primary  care  physicians  during 
their  first  two  years  of  training.  Freshman  and 
sophomore  students  spend  one  half-day  per 
month  in  the  office  of  a general  internist,  general 
pediatrician  or  family  physician  throughout  their 
first  two  academic  years.  This  experience  comple- 
ments the  primary  care  block  rotation  and  also 
provides  students  with  an  opportunity  to  prac- 
tice history  and  examination  skills,  which  are 
taught  longitudinally  over  the  first  two  years,  also 
taught  mostly  by  primary  care  physicians  and 
medical  residents  in  Omaha.  The  students  ob- 
serve and  participate  in  the  preceptors'  practice, 
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FIGURE  3 

Ml  PRIMARY  CARE  RURAL  ROTATION  SITES  UNMC 


with  increasing  participation  depending  on  the 
increase  of  the  students'  knowledge  and  skills. 
The  students  value  their  longitudinal  clinic  expe- 
rience and  rate  it  very  highly.  The  interest  and 
teaching  skills  of  the  preceptors  draw  particularly 
high  praise  from  the  students.  This  program  was 
started  in  1992  and  is  required  for  all  UNMC 
medical  students.  The  73  urban  preceptors  pro- 
vide over  6,000  student  contact  hours  per  year. 

"I  want  more  of  the  longitudinal  clinic -twice 
as  much  as  we  have  now." 

Saswata  Roy,  freshman  medical  student,  University  of 
Nebraska  Medical  Center. 

"Our  students  are  enthusiastic  and  want  to 
learn.  We  like  this  program". 

Dr.  John  Hoesing,  Internal  Medicine  Preceptor,  Lon- 
gitudinal Clinic,  Omaha,  Nebraska. 

UNMC's  community  primary  care  teaching 
networks  provide  what  is  probably  the  most 
extensive  early  community  experience  for  medi- 
cal students  in  the  nation.  These  rotations  pro- 
vide the  students  with  multiple  levels  of  learning 
with  opportunities  for  diversity  and  continuity  of 
experience  for  clinical  patient  encounters.  The 
networks  provide  several  benefits  to  the  stu- 
dents, including  vitalizing  the  desire  for  learning, 
integration  of  skills,  independence,  developing 
relationships  and  community  preceptors,  an 
opportunity  to  examine  other  delivery  systems 
outside  of  a tertiary  care  hospital,  and  an  active 
learning  experience  with  adult  learning  principles. 
Benefits  to  preceptors  include  an  opportunity  to 
develop  a relationship  with  a student,  recruiting, 
re-vitalization  of  the  preceptor's  desire  to  learn 
and  closer  ties  to  UNMC  and  its  educational 
resources.  Advantages  to  the  University  of  Ne- 
braska include  improved  education  for  the  stu- 
dents, tapping  the  expertise  of  the  preceptors, 
the  opportunity  for  the  students  to  have  large 
numbers  of  patient  contacts  and  closer  ties  with 


the  preceptors  to  UNMC.  There  is  also  some 
evidence  to  suggest  that  these  experiences  help 
recruit  students  into  primary  care  fields,  espe- 
cially family  practice. 

None  of  these  opportunities  for  our  students 
would  be  possible  without  the  incredible 
volunteerism  of  our  community  physicians.  There 
is  no  other  group  of  physicians  in  the  nation  who 
have  given  so  much  for  the  education  of  so  many 
students.  Over  80%  of  the  physicians  who  prac- 
tice in  rural  Nebraska  have  experienced  one  of 
more  of  these  rural  programs  as  students  during 
their  medical  school  training.  The  community 
physicians  rightfully  take  great  pride  in  the  quality 
of  their  teaching  and  take  an  active  role  in  the 
governance  and  management  of  the  rural  educa- 
tional experiences  for  medical  students  through 
the  Preceptorship  Committee,  chaired  by  Dr. 
Stuart  Embury  of  Holdrege,  Nebraska. 


As  we  move  into  the  "brave  new  world"  of 
health  care  in  the  1990's  and  beyond,  there  will 
be  increasing  need  for  medical  students  to  have 
learning  experiences  with  community  physicians. 
If  you  think  this  experience  will  help  students 
become  "physicians",  we  need  your  help.  If  you 
would  like  information  about  how  you  can  par- 
ticipate in  any  or  all  of  these  programs,  please 
contact  Dr.  Paul  Paulman,  Department  of  Family 
Practice,  University  of  Nebraska  Medical  Center, 
600  South  42nd  Street,  Omaha,  Nebraska 


68198-3075. 
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TABLE  1 — RURAL  PRECEPTORS  FOR  JUNIOR  STUDENTS 


j.D.  Akerson,  M.D. 

Sidney,  Nebraska 
A.J.  Alderman,  M.D. 

Chadron,  Nebraska 
Milo  Anderson,  M.D. 

Fremont,  Nebraska 
Charles  Ashby,  M.D. 

Geneva,  Nebraska 
Kenneth  Bagby,  M.D. 

Blair,  Nebraska 
Craig  Bartruff,  M.D. 

Gothenberg,  Nebraska 
William  Becker,  M.D. 

Norfolk,  Nebraska 
Emmanuel  Beyers,  M.D. 

McCook,  Nebraska 
Timothy  Biga,  M.D. 

Norfolk,  Nebraska 
Richard  Blatny,  M.D. 

Fairbury,  Nebraska 
David  Borg,  M.D. 

Falls  City,  Nebraska 
Paul  Bottom,  M.D. 

Grant,  Nebraska 
Steve  Boyer,  M.D. 

Mullen,  Nebraska 
Richard  Brouilette,  M.D. 

York,  Nebraska 
Richard  Carleton,  M.D. 

McCook,  Nebraska 
Mark  Carlson,  M.D. 

David  City,  Nebraska 
Kaye  Carstens,  M.D. 

Fairbury,  Nebraska 
Fred  Catlett,  M.D. 

Hastings,  Nebraska 
Margaret  Cavanaugh-Boyer,  M.D. 

Mullen,  Nebraska 
Tom  Christensen,  M.D. 

Minden,  Nebraska 
Richard  Clark,  M.D. 

Cering,  Nebraska 
Cary  Conell,  M.D. 

North  Platte,  Nebraska 
Carl  Cornelius,  M.D. 

Sidney,  Nebraska 
Calvin  Cutright,  M.D. 

Sidney,  Nebraska 
Clarence  Davis,  M.D. 

Osceola,  Nebraska 
Timothy  Davy,  M.D. 

Norfolk,  Nebraska 
David  Demuth,  M.D. 

York,  Nebraska 
John  Denker,  M.D. 

Valley,  Nebraska 
Clinton  Dorwart,  M.D. 

Sidney,  Nebraska 
Francisco  Dozon,  M.D. 

Norfolk,  Nebraska 
William  Eaton,  M.D. 

Fremont,  Nebraska 
Scott  Ehresman,  M.D. 

Holdrege,  Nebraska 
Stuart  Embury,  M.D. 

Holdrege,  Nebraska 
Douglas  Fairbairn,  M.D. 

Imperial,  Nebraska 
Wendell  Fairbanks,  M.D. 

Elkhorn,  Nebraska 
William  Fitzgibbons,  M.D. 

Elkhorn,  Nebraska 


John  Ford,  M.D. 

Lexington,  Nebraska 
Bruce  Forney,  M.D. 

Alliance,  Nebraska 
Richard  Freuhling,  M.D. 

Grand  Island,  Nebraska 
Jerome  Cacke,  M.D. 

Central  City,  Nebraska 
Donald  Gentry,  M.D. 

Gering,  Nebraska 
Richard  Gentry,  M.D. 

Blair,  Nebraska 
Marcia  Coering,  M.D. 

David  City,  Nebraska 
Scott  Green,  M.D. 

West  Point,  Nebraska 
John  Grove,  M.D. 

McCook,  Nebraska 
Paul  Crow,  M.D. 

Imperial,  Nebraska 
Michael  Hanich,  M.D. 

Kearney,  Nebraska 
Robert  Hanlon,  M.D. 

Chadron,  Nebraska 
John  Hansen,  M.D. 

Wahoo,  Nebraska 
Daniel  Harkins,  M.D. 

Cering,  Nebraska 
Lawrence  Helmick,  M.D. 

Kearney,  Nebraska 
Joe  Hermsen,  M.D. 

Beatrice,  Nebraska 
David  Hoelting,  M.D. 

Pender,  Nebraska 
Jeffrey  Hollis,  M.D. 

Geneva,  Nebraska 
Lynne  Holz,  M.D. 

Aurora,  Nebraska 
Patrick  Hotovy,  M.D. 

York,  Nebraska 
Allen  Hunt,  M.D. 

Valentine,  Nebraska 
John  Huscher,  M.D. 

Norfolk,  Nebraska 
Steven  Husen,  M.D. 

Grand  Island,  Nebraska 
Joel  Hutchins,  M.D. 

Cordon,  Nebraska 
Richard  Jackson,  M.D. 

Pawnee  City,  Nebraska 
Loren  Jacobsen,  M.D. 

Broken  Bow,  Nebraska 
Verlin  Janzen,  M.D. 

Nebraska  City,  Nebraska 
Richard  Jay,  M.D. 

Alma,  Nebraska 
Mark  Jobman,  M.D. 

Aurora,  Nebraska 
David  Johnson,  M.D. 

Osmond,  Nebraska 
Kurt  Johnson,  M.D. 

Ogalalla,  Nebraska 
Michael  Johnson,  M.D. 

Hastings,  Nebraska 
Tammy  Johnson,  M.D. 

Cambridge,  Nebraska 
Mark  Jones,  M.D. 

Lexington,  Nebraska 
Harold  Keenan,  M.D. 

Osh  Kosh,  Nebraska 


Richard  Klug,  M.D. 

McCook,  Nebraska 
Jeff  Knerl,  M.D. 

Ponca,  Nebraska 
Randy  Kohl,  M.D. 

Albion,  Nebraska 
Bart  Kolste,  M.D. 

Ogallala,  Nebraska 
Anthony  Kusek,  M.D. 

Albion,  Nebraska 
Alan  Langvardt,  M.D. 

Beatrice,  Nebraska 
Luke  Lemke,  M.D. 

Columbus,  Nebraska 
James  Long,  M.D. 

Alma,  Nebraska 
Darroll  Loschen,  M.D. 

York,  Nebraska 
Gerald  Luckey,  M.D. 

David  City,  Nebraska 
Peter  Lueninghoener,  M.D. 

O'Neill,  Nebraska 
Paul  Madison,  M.D. 

Nebraska  City,  Nebraska 
Steven  Mahnke,  M.D. 

Central  City,  Nebraska 
Ben  Martin,  M.D. 

Pender,  Nebraska 
Thomas  Martin,  M.D. 

Ord,  Nebraska 
Maurice  Mathews,  M.D. 

St.  Paul,  Nebraska 
Daniel  Mazour,  M.D. 

Red  Cloud,  Nebraska 
Linda  Mazour,  M.D. 

Franklin,  Nebraska 
Patrick  McCarvel,  M.D. 

Valley,  Nebraska 
Robert  McKeeman,  M.D. 

Friend,  Nebraska 
Robert  McLellan,  M.D. 

Beatrice,  Nebraska 
David  McMaster,  M.D. 

Auburn,  Nebraska 
Thomas  McKnight,  M.D. 

Fremont,  Nebraska 
Scott  McPherson,  M.D. 

Geneva,  Nebraska 
Leo  Meduna,  M.D. 

Wahoo,  Nebraska 
Joe  Miller,  M.D. 

Lexington,  Nebraska 
Lynnette  Moseman,  M.D. 

Ogallala,  Nebraska 
Delwyn  Nagengast,  M.D. 

Bloomfield,  Nebraska 
Robert  Penor,  M.D. 

Chadron,  Nebraska 
Ed  Pierce,  M.D. 

Alliance,  Nebraska 
James  Plate,  M.D. 

Kimball,  Nebraska 
Mark  Ptacek,  M.D. 

O'Neill,  Nebraska 
Gary  Rademacher,  M.D. 

Nebraska  City,  Nebraska 
Robert  Rasmussen,  M.D. 

Chadron,  Nebraska 
Richard  Reiner,  M.D. 

Holdrege,  Nebraska 


Roselyn  Remington,  M.D. 

Schuyler,  Nebraska 
Richard  Dane  Robinson,  M.D. 

Norfolk,  Nebraska 
Brad  Rodgers,  M.D. 

Kearney,  Nebraska 
Harry  Salyards,  M.D. 

Hastings,  Nebraska 
Phyllis  Salyards,  M.D. 

Hastings,  Nebraska 
Steven  Schulz,  M.D. 

Holdrege,  Nebraska 
Monty  Sellon,  M.D. 

Fremont,  Nebraska 
Steven  Senseney,  M.D. 

Valentine,  Nebraska 
Mark  Serbousek,  M.D. 

McCook,  Nebraska 
Gary  Settje,  M.D. 

Grand  Island,  Nebraska 
Ronald  Sheppard,  M.D. 

Callaway,  Nebraska 
Keith  Shuey,  M.D. 

Tecumseh,  Nebraska 
Craig  Shumard,  M.D. 

Fairbury,  Nebraska 
Berl  Spencer,  M.D. 

Ogalalla,  Nebraska 
Margaret  Stockwell,  M.D. 

Cordon,  Nebraska 
Michael  Sullivan,  M.D. 

Aurora,  Nebraska 
Tom  Surber,  M.D. 

Norfolk,  Nebraska 
Victor  Thoendel,  M.D. 

David  City,  Nebraska 
Steven  Thomas,  M.D. 

York,  Nebraska 
Dean  Thomson,  M.D. 

Nebraska  City,  Nebraska 
Ed  Vahle,  M.D. 

Seward,  Nebraska 
Charles  Vlach,  M.D. 

Hartington,  Nebraska 
Carol  Wechmuller,  M.D. 

Blair,  Nebraska 
Robert  Weldon,  M.D. 

Nebraska  City,  Nebraska 
Tom  Werner,  M.D. 

Valentine,  Nebraska 
John  West,  M.D. 

York,  Nebraska 
Wayne  Weston,  M.D. 

Lexington,  Nebraska 
Timothy  Widhelm,  M.D. 

Aurora,  Nebraska 
John  Wilcox,  M.D. 

Aurora,  Nebraska 
Chauncy  Wilkins,  M.D. 

Blair,  Nebraska 
Orlyn  Wingert,  M.D. 

Blair,  Nebraska 
Charlotte  Wirges,  M.D. 

Holdrege,  Nebraska 
Donald  Wirth,  M.D. 

Grand  Island,  Nebraska 
Gill  Wright,  M.D. 

Syracuse,  Nebraska 
Milton  Zadina,  M.D. 

Columbus,  Nebraska 
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TABLE  2 

RURAL  PRECEPTORS  FOR  FIRST  YEAR  STUDENTS 


FAMILY  PHYSICIANS 

J.D.  Akerson,  M.D. 
Sidney,  Nebraska 
Charles  Ashby,  M.D. 
Geneva,  Nebraska 
Steve  Boyer,  M.D. 
Mullen,  Nebraska 
James  Bridges,  M.D. 
Fremont,  Nebraska 
Doug  Campbell,  M.D. 
Missouri  Valley,  Iowa 
Lawrence  Carllson,  M.D. 
Plattsmouth,  Nebraska 
Gary  Conell,  M.D. 

North  Platte,  Nebraska 
Clarence  Davis,  M.D. 
Osceola,  Nebraska 
Clinton  Dorwart,  M.D. 
Sidney,  Nebraska 
Scott  Ehresman,  M.D. 
Holdrege,  Nebraska 


Chris  Elliott,  M.D. 
Fremont,  Nebraska 
Gary  Ensz,  M.D. 
Auburn,  Nebraska 
Beth  Ernst,  M.D. 
Kearney,  Nebraska 
Dave  Felber,  M.D. 
Laurel,  Nebraska 
Richard  Fitch,  M.D. 
O'Neill,  Nebraska 
John  Ford,  M.D. 
Lexington,  Nebraska 
Bruce  Forney,  M.D. 
Alliance,  Nebraska 
Jerome  Fuhrman,  M.D. 
Gering,  Nebraska 

Richard  Gentry,  M.D. 
Blair,  Nebraska 
Gay  Gilmore,  M.D. 
Crawford,  Nebraska 


Jeff  Gotschall,  M.D. 
Columbus,  Nebraska 
R.D.  Hanlon,  M.D. 
Chadron,  Nebraska 
Joe  Hermsen,  M.D. 
Beatrice,  Nebraska 
Al  Herrington,  M.D. 
Omaha,  Nebraska 
Brad  Rodgers,  M.D. 
Kearney,  Nebraska 
Leslie  Schlake,  M.D. 
Norfolk,  Nebraska 
Monty  Sellon,  M.D. 
Fremont,  Nebraska 
Ronald  Sheppard,  M.D. 
Callaway,  Nebraska 
Keith  Shuey,  M.D. 
Tecumseh,  Nebraska 
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A Successful  Approach  To  Medical  Malpractice  Caps 
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I.  INTRODUCTION 

THE  Nebraska  Hospital-Medical 
Liability  Act  (NHMLA  or  the 
Act),  codified  at  Neb.  Rev.  Stat. 
§44-2801  et.  seq.,  is  one  of  the  most  conserva- 
tive statutory  attempts  in  the  nation  to  place  a 
limit  on  recoverable  medical  malpractice  dam- 
ages. Reflecting  a nationwide  concern  with  stem- 
ming the  tide  of  excessive  jury  verdicts,  many 
states  in  the  United  States  have  adopted  a wide 
variety  of  statutory  damage  caps. 

Most  of  those  statutory  attempts  have  been 
challenged  on  a variety  of  constitutional  grounds. 
Nationwide,  however,  courts  have  split  fairly 
evenly  on  those  issues.  Further,  courts  are  now 
beginning  to  witness  a "second  generation"  of 
constitutional  issues  as  to  statutory  caps,  focus- 
ing not  so  much  on  whether  they  should  be 
applied,  but  on  how  they  are  applied.  Like  many 
other  statutory  attempts  in  a number  of  other 
states,  the  NHMLA  was  challenged  and  passed 
muster  on  a number  of  claims  with  respect  to 
constitutionality. 

While  most  courts  and  commentators  recog- 
nize the  necessity  for  such  remedies  due  to  what 
has  been  perceived  as  a medical  malpractice 
crisis,  legislators  undoubtedly  find  themselves 
under  close  scrutiny  to  structure  such  statutes  so 
as  to  not  violate  the  provisions  of  State  as  well  as 
the  United  States  Constitutions.  The  Nebraska 
legislature  has  been  successful  in  creating  a 
statutory  limitation  on  medical  malpractice  dam- 
ages which  has  precluded  runaway  jury  verdicts, 
has  withstood  constitutional  challenge,  has  pro- 
vided benefits  to  plaintiffs  which  they  do  not 
possess  under  common  law  remedies,  and  has 
likely  contributed  to  one  of  the  lowest  average 
malpractice  insurance  premium  rates  in  the  na- 
tion. 

II.  PROVISIONS  OF  THE  NEBRASKA 
HOSPITAL-MEDICAL  LIABILITY  ACT 

The  NHMLA  was  passed  by  the  1 976  Legisla- 
ture as  an  alternative  method  for  resolving  medi- 
cal malpractice  claims.  The  Act  applies  to  profes- 
sional liability  problems  associated  with  physi- 


cians, nurse  anesthetists,  and  certain  health  care 
facilities  such  as  hospitals.  The  ultimate  goal  of 
the  Act  is  to  encourage  physicians  to  practice 
medicine  in  Nebraska,  thereby  ensuring  the  avail- 
ability of  competent  medical  and  hospital  ser- 
vices to  the  public  in  the  State  of  Nebraska.  This 
alternative  was  designed  to  provide  prompt  and 
efficient  methods  for  eliminating  nonmeritorious 
malpractice  claims,  efficient  methods  for  resolv- 
ing meritorious  claims,  improved  availability  and 
quality  of  medical  care,  reduction  of  the  costs  of 
medical  care,  and  availability  of  malpractice  in- 
surance coverage  at  reasonable  rates.1 

A physician,  nurse  anesthetist,  or  hospital  is 
not  obligated  to  be  included  under  the  Act.  If  a 
physician  or  nurse  anesthetist  elects  to  be  in- 
cluded, he  or  she  must  take  affirmative  action 
including  sending  proof  of  basic  professional 
liability  insurance  coverage  in  the  amount  of 
$200,000/$600,000  for  each  occurrence.  (In 
the  case  of  hospitals  and  their  employees,  an 
aggregate  liability  amount  of  $1,000,000  for  all 
occurrences  shall  be  provided.)  Additionally, 
participants  must  pay  into  the  Excessive  Liability 
Fund,  administered  by  the  Nebraska  Department 
of  Insurance,  and  display  an  approved  notice  of 
the  election  to  be  included  under  the  Act.2 

Patients  are  also  not  obligated  to  be  included 
under  the  Act.  A patient  is  "conclusively  pre- 
sumed" to  be  included  under  the  Act,  however, 
unless  the  patient  takes  affirmative  action  to 
exclude  himself  or  herself  from  the  Act.  Such  a 
patient  must  file  an  election  of  exclusion  with  the 
Insurance  Director  of  the  State  of  Nebraska  prior 
to  treatment  and  renew  the  election  every  two 
years.  Additionally,  the  patient  must  notify  the 
physician  as  to  the  election  as  soon  as  is  "reason- 
able under  the  circumstances."3 

If  either  the  physician  or  patient  in  any  profes- 
sional medical  liability  claim  has  chosen  to  be 
excluded  from  the  Act,  there  is  no  limit  to  mon- 
etary damages,  and  common  law  rules  apply.  If, 
on  the  other  hand,  both  the  physician  and 
patient  are  included  under  the  Act,  the  mon- 
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etary  damage  to  the  physician  is  limited  to  the 
amount  of  his  or  her  basic  insurance  coverage. 
The  total  award,  however,  for  any  occurrence 
resulting  in  the  injury  or  death  of  the  patient  may 
be  as  high  as  a)  $500,000  for  any  occurrence  on 
or  before  December  31,1 984,  b)  $ 1 ,000,000  for 
any  occurrence  after  December  31,  1984,  and 
on  or  before  December  31,  1992,  and  c) 
$1,250,000  for  any  occurrence  after  December 
31,  1 992. 4 

The  cap  applies  to  all  resulting  damages,  not 
just  noneconomic.  The  differences  between  the 
physician's  insurance  coverage  and  the  maxi- 
mum award  limit  is  paid  out  of  an  "Excessive 
Liability  Fund,"  into  which  physicians  qualified 
under  the  Act  can  be  asked  to  pay  up  to  an 
amount  not  to  exceed  50%  of  the  premiums  of 
their  basic  insurance  coverage.5  The  amount  is 
set  annually  by  the  Nebraska  Department  of 
Insurance,  and  presently  is  30%. 

Other  significant  provisions  include  strict  limi- 
tations on  claims  based  on  lack  of  "informed 
consent,"  and  the  optional  use  of  a three  physi- 
cian/one attorney  review  panel  to  render  advi- 
sory findings  on  claims  after  which  some  plain- 
tiffs may  choose  to  proceed  on  to  court.  And 
finally,  the  Act  creates  a residual  malpractice 
insurance  authority  to  write  medical  malpractice 
insurance  for  health  care  providers  who  have 
been  declined  by  at  least  two  commercial  insur- 
ers. A limitation  on  the  collateral  source  rule  was 
enacted  which  reduces  the  size  of  judgment 
awards  in  some  instances.6 

III.  COMMON  CONSTITUTIONAL 
CHALLENGES  NATIONWIDE 

Courts  nationwide  have  split  fairly  evenly  on 
the  subject  of  constitutionality  of  existing  dam- 
age caps.7  Early  on,  challengers  of  statutory  caps 
usually  relied  on  concepts  of  due  process  and 
equal  protection.  The  former  argument  says  that 
when  the  legislature  abolishes  a common-law 
remedy,  it  must  provide  some  reasonable  substi- 
tute or  quid  pro  quo.8  The  latter  challenge  argues 
that  state  laws  restricting  recovery  for  injuries 
suffered  by  patients  creates  two  classes  of  citi- 
zens. Those  who  are  injured  by  the  negligence  of 
anyone  other  than  by  a physician  may  recover  in 
full,  while  those  who  injured  by  a physician  are 
limited  in  the  amount  they  can  recover.9 

In  the  earliest  challenges  against  such  statu- 
tory attempts,  courts  generally  concluded  that 
such  statutes  passed  muster  under  these  provi- 
sions.10 In  the  few  instances  where  a cap  was 
invalidated,  it  was  generally  where  the  statute 
was  challenged  on  equal  protection  grounds. 


and  the  court  applied  a stricter  standard  than  the 
"rational  basis"  test  traditionally  applied  to  social 
and  economic  legislation.11 

While  equal  protection  and  due  process  argu- 
ments are  continually  raised,  new  arguments 
have  emerged  in  more  recent  court  challenges. 
The  right  to  a jury  trial  as  guaranteed  by  the 
Seventh  Amendment  to  the  United  States  Consti- 
tution and  corresponding  state  constitutions  is 
frequently  raised.  Arguments  based  on  miscella- 
neous state  constitutional  guarantees  are  also 
quite  prevalent  including  access  to  courts,  rem- 
edy by  due  course  of  law,  separation  of  powers, 
and  prohibitions  against  special  legislation.12 

Finally,  a "second  generation"  of  legal  issues 
related  to  the  application  and  interpretation  of 
caps  has  arisen.  Three  of  the  most  frequently 
litigated  disputes  concern  the  following:  1)  the 
number  of  caps  that  apply  when  there  is  more 
than  one  litigant  entitled  to  damages,  2)  the  types 
of  damages  that  are  subject  to  the  cap,  and  3)  the 
application  of  a particular  statute  to  actions  for 
wrongful  death.13  Many  of  the  above  challenges 
have  been  asserted  against  the  NHMLA. 

IV.  CONSTITUTIONALITY  OF  THE  NHMLA 

The  NHMLA,  although  one  of  the  most  con- 
servative statutory  caps  in  the  nation,  has  suc- 
cessfully withstood  constitutional  attack.  Though 
it  remains  apocryphal  whether  the  Act  has  met  its 
goal  of  attracting  qualified  physicians  to  the  State 
of  Nebraska  to  serve  the  medical  needs  of  its 
residents,  the  Nebraska  legislature  has  created  a 
series  of  provisions  which  halt  excessive  jury 
verdicts,  prevent  windfalls  to  plaintiffs,  and  yet 
respect  constitutional  rights. 

In  1977,  the  Nebraska  Supreme  Court  ren- 
dered its  findings  as  to  a number  of  constitutional 
challenges  against  the  NHMLA.  In  Prendergast 
v.  Nelson.14  the  provision  of  the  NHMLA  provid- 
ing for  a medical  review  panel  was  attacked  on 
the  grounds  that  it  violated  a plaintiffs  right  to  a 
jury  trail.  The  Act  survived  this  attack  as  the  court 
noted  that  the  then  mandatory  review  panel  had 
only  the  effect  of  "furnishfing]  the  parties  with  the 
opinion  of  an  expert  panel."15  As  an  option,  the 
panel  is  effective  in  informing  plaintiffs  of  the 
merits  of  their  claims  and  inevitably  weeding  out 
nonmeritorious  claims  without  acting  as  a bar  to 
court  and  thereby  violating  one's  constitutional 
right  to  a jury  trial.  The  court  continued,  "If  [the 
panel]  determines  there  is  no  basis  for  [the  claim], 
claimant  is  informed  of  what  others  think  of  the 
merits  of  his  claim.  If  he  disagrees,  he  still  has 
access  to  the  courts  for  a vindication  of  what  he 
thinks  his  rights  may  be."16 
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A second  allegation  against  the  NHMLA  was 
that  the  medical  review  panel  would  usurp  the 
judicial  functions  granted  to  the  judiciary  by  the 
Constitution  of  the  State  of  Nebraska.  Again  the 
NHMLA  survived  the  attack  as  the  court  noted 
that  the  panel's  sole  function  is  to  provide  an 
expert  opinion  based  on  the  evidence.  "It  is  not 
an  arbitration  board  and  has  no  authority  to 
dispose  of  the  action  [but]  should  promote  an 
early  disposition  of  many  cases  by  early  settle- 
ment."17 The  Act  in  no  way  encroaches  on  the 
judiciary's  function  to  resolve  and  pass  judg- 
ments on  a suit. 

The  NHMLA  fared  equally  well  against  an 
equal  protection  challenge.  The  Nebraska  Su- 
preme Court  found  that  the  burdens  of  the 
growth  of  malpractice  litigation  and  the  prohibi- 
tive costs  of  malpractice  insurance  premiums, 
which  are  inevitably  passed  on  to  the  public, 
provide  a rational  basis  to  sustain  the  Act.18  A due 
process  challenge  failed  as  well,  given  the  fact 
that  no  common  law  remedy  is  abrogated.  The 
Act  is  a statutory  alternative  to  the  common  law 
remedy.  Any  plaintiff  may  opt  out  of  the  provi- 
sions of  the  Act,  and  the  common  law  remedies 
are  then  still  available. 

Finally,  the  NHMLA  provision  in  which  credit 
shall  be  applied  to  the  verdict  for  nonrefundable 
insurance  benefits  was  held  not  to  impair  the 
obligation  of  contract.  Although  the  amount  of 
judgment  is  reduced  by  the  amount  of  insurance 
benefits  paid  to  the  plaintiff  in  order  to  avoid  a 
windfall,  nothing  affects  any  outstanding  con- 
tract.19 As  to  the  charge  that  the  statute  is  not 
truly  elective  due  to  the  insufficiency  of  notice  to 
the  plaintiff  who  may  wish  to  opt  out  of  the 
provisions  of  the  Act,  the  court  held  that,  as  in 
many  other  areas,  the  argument  fails  as  "[a]ll 
persons  are  charged  with  knowledge  of  the  law."20 

The  Prendergast  case  actually  contained  dif- 
fering opinions  by  several  of  the  judges,  but 
collectively  the  vote  was  three  to  four  to  overturn 
the  law.21  The  Nebraska  Constitution  requires  a 
concurrence  by  five  justices  to  hold  a law  uncon- 
stitutional.22 While  the  Supreme  Court  usually 
follows  its  prior  opinions  under  the  Stare  Decisis 
doctrine,  the  court  can  reverse  itself.  Noteworthy 
is  the  fact  that,  of  the  seven  judges  who  ruled  on 
the  Prendergast  case  ini 977,  only  two  still  re- 
main on  the  court,  both  of  which  sided  with  the 
dissent  which  found  provisions  of  the  Act  to  be 
unconstitutional. 

V.  SUCCESSES  OF  THE  NEBRASKA 
HOSPITAL-MEDICAL  LIABILITY  ACT 

The  Nebraska  Hospital-Medical  Liability  Act  is 


an  example  of  a conservative  statutory  cap  on 
damages  that  is  structured  so  as  to  avoid  the 
pitfalls  of  other  statutes  that  have  not  withstood 
constitutional  attack.  The  Act,  on  its  face,  pre- 
cludes possible  runaway  jury  verdicts  in  excess 
of  $1 ,250,000  and  prevents  windfalls  to  plaintiffs 
resultingfrom  double  paymentof  insurance  ben- 
efits and  a court  judgment.  Additionally,  the  Act 
carefully  provides  for  several  "weed  out"  mecha- 
nisms such  as  the  medical  review  panel  which 
encourage  pre-trial  settlement  of  meritorious 
claims  and  discourage  further  action  on 
nonmeritorious  claims.  The  Act  also  contains  a 
provision  allowing  the  court  to  review  attorney's 
fees.  The  law  states,  "In  all  cases  against  a health 
care  provider  for  malpractice  or  professional 
negligence,  upon  a motion  of  either  party  the 
court  shall  review  the  attorney's  fees  incurred  by 
that  party  and  allow  such  compensation  as  the 
court  shall  deem  reasonable."23 

Such  provisions  benefit  patients  every  bit  as 
much  as  they  benefit  physicians,  as  any  costs 
such  as  for  frivolous  litigation  or  prohibitive 
malpractice  insurance  premiums  will  inevitably 
be  passed  on  to  the  entire  class  of  patients  as  a 
whole.  After  the  Nebraska  Supreme  Court  de- 
clared the  Act  constitutional  in  1977,  an  argu- 
ment remains  as  to  the  equitable  impact  the 
statute  could  have  on  a seriously  injured  patient. 

Though  a limitation  of  $1,250,000  on  all  dam- 
ages resulting  from  the  negligence  of  a physician 
is  comparatively  strict,  the  elective  nature  of  the 
statute  for  patients  prevents  an  undue  restriction 
on  the  seriously  injured  patient.  Any  patient  may 
choose  to  opt  out  of  the  statute  and  thereby 
retain  all  his  or  her  remedies  under  the  common 
law.  In  actuality,  only  a handful  of  patients  have 
opted  out.  In  many  cases,  however,  the  statutory 
remedy  may  provide  even  greater  protection 
than  the  common  law  remedy. 

Under  the  election,  the  Act  establishes  a fund 
that  the  claimant  can  access  for  the  payment  of 
any  medical  malpractice  claim  up  to  $1,250,000. 
Underthecommon  law  remedy,  no  such  guaran- 
tee exists,  and  with  physicians  like  the  defendant 
in  Prendergast  v.  Nelson,  who  were  unable  to 
obtain  medical  malpractice  insurance,  recovery 
of  a substantial  judgment  could  be  quite  remote. 
In  addition,  plaintiffs  are  assured  the  procedure 
of  an  impartial  medical  review  panel  to  deter- 
mine whether  the  health  care  provider  met  the 
applicable  standard  of  care.  The  panel  provides 
an  option  to  plaintiffs  whose  meritorious  claims 
may  lead  to  out-of-court  settlements  following 
the  findings  of  the  panel,  thereby  avoiding  expen- 
sive court  costs  and  attorney's  fees.  Under  amend- 
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merits  made  to  the  law  several  years  ago,  how- 
ever, the  pre-trial  panel  of  physicians  is  now 
optional.  The  claimant  may  waive  his  or  her  right 
to  a panel  review  and  proceed  to  file  an  action 
directly  in  court. 

Additionally,  statistical  data  suggests  that  very 
few,  if  any,  patients  in  Nebraska  would  be  af- 
fected by  the  statutory  limit.  In  1993,  the  NHMLA 
paid  nine  claims  out  of  its  Excessive  Liability  Fund 
for  a total  of  $2, 001, 001. 24  Thus,  the  average 
claim  payment  for  the  year  1 993  was  $222, 333, 25 
well  below  the  statutory  limitation  of  $ 1 ,250,000. 
In  1991,  the  year  seeing  the  highest  amount  of 
money  paid  out  on  claims  since  the  Act's  incep- 
tion, the  average  claim  payment  was  only 
$466, 368, 26  also  well  below  the  limitation  which 
was  at  that  time  $1,000,000. 

As  of  December  31,1 992,  there  was  a total  of 
$45,575,477  in  the  fund  with  $22,698,028  re- 
served for  pending  claims.  Over  the  years,  claims 
paid  have  not  exceeded  interest  earned  on  the 
fund.  The  solvency  of  the  fund  is  reviewed  not 
only  by  Department  of  Insurance  actuaries,  but 
also  by  outside  actuaries,  usually  biannually. 
Additionally,  in  the  year  1 993,  for  example,  only 
1 .5%  of  the  annual  income  was  used  to  adminis- 
ter the  fund. 

Finally,  physicians  and  patients  alike  are  ben- 
efited as  Nebraska  physicians  are  paying  some  of 
the  lowest  medical  malpractice  insurance  premi- 
ums in  the  nation.  Hopefully,  this  fact  assures 
that  physicians  do  not  "go  bare,"  and  that  provid- 
ers lower  patient  billings.  As  physicians  in  the 
majority  of  states  are  purchasing  Class  3 doctor/ 
mature  claims-made  rates  primarily  at 
$1,000,000/$3,000,000  policy  limits,  average 
annual  premiums  range  from  $5,388  in  Arkansas 
to  $43,001  in  the  city  of  Los  Angeles  and  $48,71 8 
in  the  city  of  Chicago.27  Nebraska  is  included  in 
a group  of  states  requiring  lower  mandatory 
limits  of  coverage,  $200,000/$600,000.  The  av- 
erage Nebraska  physician  pays  only  $4,359  an- 
nually for  medical  malpractice  insurance,  second 
only  to  Indiana  physicians  who  pay  $4,350  annu- 
ally for  the  same  limits  on  coverage.28 

VI.  CONCLUSION 

The  Nebraska  Hospital-Medical  Liability  Act 
places  a limit  on  excessive  jury  verdicts  and 
creates  valuable  options  for  plaintiffs  while  pro- 
tecting physicians  from  frivolous  claims.  The 
NHMLA  respects  constitutional  rights,  while  at 
the  same  time,  has  enabled  physicians  to  enjoy 


some  of  the  lowest  medical  malpractice  insur- 
ance premiums  in  the  nation.  All  of  these  results 
can  only  aid  the  State  in  achieving  its  goal  of 
attracting  qualified  physicians  who  will  then  im- 
prove the  availability  and  quality  of  health  care 
for  the  residents  of  the  State  of  Nebraska. 
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COMMENT 

RE:  "THE  NEBRASKA  HOSPITAL  MEDICAL 
LIABILITY  ACT:  A SUCCESSFUL  AP- 
PROACH TO  MEDICAL  MALPRACTICE 
CAPS",  by  Jane  J.  Kemper. 

Ms.  Kemper  reviews  the  Nebraska  Hospital- 
Medical  Liability  Act  very  thoroughly.  There  have 
been  several  attempts  to  overturn  this  statute 
since  its  inception.  I have  been  present  at,  and 
testified  at,  several  legislative  committee  hear- 
ings in  opposition  to  these  attempts.  Some  sur- 
prising testimony  came  forth  at  these  hearings 
from  members  of  the  legal  profession.  One 
witness  thought  medical  liability  awards  should 
be  higher  so  that  the  victim  of  a bad  medical 
outcome  would  be  indemnified  for  his  injury,  lost 
wages,  etc.  Most  of  the  time,  disability  insurance 
would  be  a more  appropriate  means  for  protect- 
ingoneselfagainstthis  possibility.  Certainly  most 
physical  disabilities  which  occur  due  to  an  illness 
or  an  accident  are  not  due  to  a medical  malprac- 
tice and  should  not  be  funded  from  the  medical 
malpractice  system. 

Another  witness  was  afraid  to  opt  out  of  the 
system  for  fear  that  no  physician  would  provide 
medical  care  for  him.  I told  him  that  although 
most  physicians  would  probably  be  willing  to 


care  for  him,  they  would  feel  quite  uncomfort- 
able risking  their  homes,  children's  college  funds, 
and  other  financial  assets  for  that  privilege.  At 
that  time,  several  years  ago,  the  cost  of  an 
umbrella  policy  to  cover  such  a patient  in  my 
speciality,  neurosurgery,  was  approximately 
$7,000.  If  a patient  chooses  to  opt  out,  I think  he 
should  be  responsible  for  the  entire  insurance 
premium  for  such  excess  liability  coverage  since 
he  is  the  only  patient  who  would  benefit  from  it. 
I do  not  know  if  such  policies  are  available  at  the 
present  time  or  what  the  premium  would  be. 

Ms.  Kemper  does  not  know  whether  the  Act 
has  encouraged  physicians  to  come  to  Nebraska 
to  practice.  When  I was  looking  for  a place  to 
practice  neurosurgery,  I was  influenced  quite 
favorably  by  the  Nebraska  Hospital-Medical  Li- 
ability Act  and  it  was  one  of  several  major 
reasons  why  I located  in  Nebraska  in  1979. 

Finally,  in  a 1987  survey  of  neurosurgical 
practices  nationwide,  neurosurgical  fees  in  Ne- 
braska were  among  the  lowest  in  the  nation  and 
often  the  absolute  lowest  in  the  nation.  This 
convinces  me  that  the  Act  has  fulfilled  the  pur- 
pose of  keeping  physician  fees  at  lower  levels 
than  in  surrounding  states. 

Benjamin  R.  Gelber,  M.D. 
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INTRODUCTION 

The  treatment  of  complex  open  fractures  of 
the  tibia  remains  an  interesting  and  demanding 
challenge.  High  energy  injuries  often  result  in 
significant  soft  tissue  and  bony  defect.  Infection 
is  also  a frequent  complication  with  rates  up  to 
50%  being  reported  for  Grade  III  injuries.1 
Currently  available  techniques  of  free  tissue 
transfer  have  greatly  improved  the  surgeons 
ability  to  treat  soft  tissue  loss,  as  well  as  infec- 
tion. The  treatment  of  segmental  bone  defects 
is  more  controversial.  We  report  a case  of 
chronic  tibial  osteomyelitis  associated  with  a 6 
cm  bone  defect  and  open  draining  sinus  treated 
by  the  Ilizarov  technique  of  bone  transport.  The 
transport  was  accomplished  from  distal  to  proxi- 
mal using  the  ASIF  external  fixator. 

CASE  REPORT 

A thirty-year-old  male  presented  with  a large 
sinus  communicating  with  a 6 cm  bony  defect 
in  the  proximal  tibia,  secondary  to  an  injury 
sustained  approximately  one-year  earlier.  His 
initial  injury  had  been  a comminuted  Grade  III- 
B open  tibia  fracture.  The  crush  injury  was 
caused  by  a motor  vehicle  accident  in  which  his 
truck  crashed  into  a retaining  wall  because  of 
brake  failure.  Extrication  from  the  vehicle  re- 
quired approximately  90  min.  When  he  pre- 
sented to  the  Emergency  Department  exten- 
sive soft  tissue  damage  and  the  fracture  shown 
in  Figure  1 were  noted. 

Three  months  later  he  underwent  a bone 
graft  procedure  and  subsequently  developed  a 
draining  sinus  which  cultured  positive  for 
Pseudomonas  and  methicillin  resistant  Staph 
Aureus.  This  was  treated  with  parenteral  antibi- 
otics and  multiple  debridements.  Figure  2 shows 
the  resulting  bone  defect  filled  by  a 5 cm 
antibiotic  impregnated  polymethylmethacrylate 
spacer.  Seven  months  from  the  time  of  injury  a 
latissimus  dorsi  free  tissue  transfer  was  done  to 
cover  the  defect. 

He  presented  to  us  one  year  from  the  date  of 
the  accident  with  a persistent  draining  sinus 
communicating  with  a cavity  in  the  proximal 


tibia  measuring  roughly  6 cm  by  4 cm  x 3.5  cm. 
We  applied  an  ASIF  external  fixator  with  a bone 
transport  mechanism,  and  performed  a percu- 
taneous corticotomy  at  the  distal  tibia.  Bone 
regeneration  by  callus  distraction  was  then 
carried  out  at  the  rate  of  1 mm  per  day.  The 
infected  cavity  was  packed  open  with  dilute 
Betadine  soaked  gauze  which  was  changed 
daily  by  the  patient.  The  proximally  transported 


FIGURE  1 

Radiograph  of  right  lower  leg.  This  extremely  comminuted 
proximal  third  tibia  fracture  was  associated  with  a severe 
crush  injury. 
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FIGURE  2 

Radiograph  of  right  leg  after  multiple  debridements  and 
treatment  for  pseudomonas  and  MRSA  infection.  Note:  6 
cm  defect  filled  with  bone  cement  spacer. 


FIGURE  3 

Lateral  radiograph  demonstrating  successful  transportation 
and  docking  of  bone  segment  with  bone  graft. 


bone  segment  was  successfully  docked  to  the 
proximal  tibial  segment  and  bone  grafted  (Fig- 
ure 3).  At  six  months  the  cavity  and  sinus  tract 
in  the  proximal  tibia  were  closed  completely. 
Progressive  loading  of  the  bone  was  accom- 
plished by  sequential  release  of  the  external 
fixator  pins.  The  patient  returned  to  the  operat- 
ing room  six  months  after  the  corticotomy  for 
the  exchange  of  two  loose  fixator  pins.  The  tibia 
was  manually  stressed  at  that  time.  The  regen- 
erated segment  was  clinically  solid  (Figure  4). 
Figure  5 shows  the  external  fixator  in  place  after 
completion  of  bone  transport  with  all  soft  tis- 
sues well  healed. 

DISCUSSION 

Severe  open  fractures  of  the  long  bones 
continue  to  present  challenging  problems  in 
reconstruction  and  limb  salvage.  Until  relatively 
recently  few  options  were  available  for  soft 
tissue  coverage  and  bony  reconstruction.  Open 
fractures  with  associated  arterial  injury,  Grade 
lll-C,  still  carry  a risk  of  amputation  of  50%  or 
more.1  Free  tissue  transfers  with  microvascular 


technique  have  become  accepted  and  stan- 
dard procedures  to  cover  large  soft  tissue  de- 
fects.23 The  latissimus  dorsi  and  rectus  abdominis 
are  the  most  frequently  used  muscles.  The 
transfer  may  consist  of  muscle  alone  or  the 
muscle  and  overlying  skin.  These  tissues  pro- 
vide a healthy,  well  vascularized  milieu  for 
fracture  healing,  avoidance  of  infection,  and 
further  reconstruction. 

The  treatment  of  segmental  bone  loss  of 
greater  than  3 cm  is  more  controversial,  particu- 
larly in  the  presence  of  chronic  infection.  Nu- 
merous techniques  have  been  used  including 
massive  cancellous  autograft,  Papineau  grafts, 
allografts,  prostheses,  and  vascularized  bone 
grafts.45  The  technique  of  bone  segment  trans- 
port and  elongation  developed  by  Gavriil 
lllizarov  of  Russia  has  become  more  widely 
practiced  over  the  pase  few  years.6  This  tech- 
nique can  be  used  to  treat  bone  defects  of 
almost  any  length. 

This  technique  requires  the  application  of  an 
external  fixator  and  division  of  the  bone  by  a 


350  Nebraska  Medical  Journal  October  1994 


FIGURE  4 

AP  and  lateral  radiograph  demonstrating  early  consolida- 
tion of  regenerated  bone  segment. 


corticotomy.  The  divided  bone  segment  is  then 
slowly  advanced  into  the  defect.  A delay  of  7-1 0 
days  is  usually  allowed  for  early  callus  formation 
before  the  transport  is  begun.7  Transport  then 
proceeds  at  a rate  of  1.0  mm  per  day.  The 
patient  accomplishes  the  transport  himself  by 
turning  calibrated  knobs  on  the  fixator  frame 
four  times  a day.  The  process  of  osteogenesis 
occurs  by  distraction  of  the  callus.  This  regener- 
ated segment  rapidly  remodels  to  cortical  and 
medullary  bone.  On  the  compression  side  the 
segment  is  docked  to  the  target  fragment.  The 
docking  site  is  sometimes  bone  grafted  to  facili- 
tate union.8 

The  tension  of  distraction  not  only  promotes 
osteogenesis  but  also  affects  the  soft  tissues. 
Increased  angiogenesis  as  well  as  increased 
thickness  of  the  basal  epidermal  layer  is  seen. 
There  is  increased  activity  in  the  muscle  tissue 
with  formation  of  satellite  cells  and  myoblasts. 
The  activity  of  the  entire  soft  tissue  envelop  is 
increased.7  In  addition,  transport  facilitates  clo- 
sure of  soft  tissue  defects  as  the  tissue  is  ad- 
vanced with  the  bone  segment. 


FIGURE  5 

Clinical  picture  of  right  leg  with  external  fixator  in  place. 
Bone  transportation  is  complete  and  all  soft  tissue  are 
healed.  Note:  latissimus  dorsi  flap  proximally. 


Illizarov  described  the  use  of  a circular  frame 
with  thin  wires  under  tension  transfixing  the 
bone.  Other  types  of  external  fixators  have 
been  used  as  well,  including  the  unilateral  ASIF 
fixator  with  half  pins  utilized  in  this  case.910  The 
unilateral  frame  is  less  bulky  than  the  circular 
frame  and  may  be  more  easily  tolerated  by  the 
patient.  Acceptance  of  the  fixator  is  important 
as  it  may  take  a year  or  more  for  segmental 
transport  and  adequate  consolidation. 


Most  series  of  tibial  bone  defects  treated  by 
the  Illizarov  technique  utilize  a proximal 
metaphyseal  corticotomy  and  subsequent  dis- 
tal transport.6-11  A distal  corticotomy  with  proxi- 
mal-ward transport  is  used  less  frequently  be- 
cause the  capacity  for  osteogenesis  in  the  dia- 
physis  at  the  junction  of  the  middle  and  distal 
one-third  of  the  tibia  are  less  favorable.12  In 
cases  of  extremely  large  defects  proximal  and 
distal  corticotomies  can  be  used  with 
simulataneous  transport  to  lessen  the  time 
neededforosteogenesis.713  Proximal-ward  trans- 
port was  necessary  in  the  case  presented  be- 
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cause  the  defect  was  located  just  below  the 
tibial  tuberosity. 

Complications  are  frequently  encountered 
during  the  lengthy  period  of  treatment  required 
for  this  technique.  One  series  of  seventeen 
patients  undergoing  bone  transport  reported 
an  average  of  3.5  complications  per  patient.6 
Pin-site  infection  and  loosening  are  the  most 
common  complications.  Paresthesias  have  been 
reported  during  transport.  Early  consolidation 
of  the  regenerated  segment  may  require  a 
second  corticotomy.  Difficulty  with  docking  of 
the  transported  segment  to  the  target  fragment 
can  lead  to  nonunion.  Flexion  contractures  in 
the  adjacent  joints  can  also  occur. 

SUMMARY 

New  methods  of  treatment  have  greatly  im- 
proved the  success  of  limb  salvage  in  severe 
lower  extremity  trauma.  We  report  the  use  of  a 
microvascular  free  tissue  transfer  and  distrac- 
tion osteogenesis  in  the  reconstruction  of  soft 
tissue  and  bone  defects  complicated  by  infec- 
tion. Soft  tissue  coverage  and  bony  stabilization 
by  external  fixation  resulted  in  eradication  of 
the  infection.  The  external  fixator  also  allowed 
bone  transport  and  regeneration  to  overcome 
a bone  defect  of  approximately  6 cm.  Bone 
transportation  can  be  accomplished  in  a distal 
to  proximal  direction  if  the  situation  necessi- 
tates it.  These  techniques  are  extremely  versa- 
tile and  useful  in  the  treatment  of  bone  and  soft 
tissue  defect. 
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ALLIANCE 


President's  Letter 


SALLY  SEMM 

President 


'The  world  hates  change  yet  it  is  the  only  thing  that  has 
brought  progress.  — "Charles  Kettering. 

"The  Challenge  of  Change"  is  the  theme  I 
have  chosen  for  this  coming  year.  We  are  all 
faced  with  change  on  a daily  basis,  yet  many 
times  it  does  not  come  easily.  Change  is  inevi- 
table, whether  we  accept  it  is  another  matter. 

The  increase  of  violence  in  our  country  has 
altered  our  daily  lives.  It  has  effected  where  we 
go  - or  do  not  go  - or  whether  we  venture  out 
alone.  It  has  made  us  lock  houses  and  cars. 
Many  of  us  have  taken  self-defense  classes  or 
carry  with  us  noise  makers,  mace,  pepper  gas, 
etc.  We  worry  about  victims  of  abusive  relation- 
ships, schools  have  metal  detectors,  and  our 
nation's  government  is  working  to  pass  a "crime 
bill". 

The  American  Medical  Association  Alliance 
has  focused  on  violence  related  issues  as  its 
health  promotion  project  for  the  past  few  years. 
I have  chosen  to  make  teen  violence  the  health 
promotion  project  in  Nebraska  for  this  coming 
year.  It  is  my  goal  that  every  organized  county 
will  focus  on  teen  violence  and  help  bring 
awareness  to  this  problem  in  Nebraska.  Our 
youth  are  exposed  to  violent  television,  music, 
and  movies  on  a daily  basis.  This  is  a problem  all 
across  Nebraska,  not  just  in  the  large  communi- 
ties. In  order  to  provide  background  informa- 
tion on  this  topic,  the  fall  meeting  will  have  a 
speaker  to  address  this  issue.  Plan  to  attend  the 
NMAA  fall  meeting  on  Thursday,  October  13, 
to  hear  Jane  Sebby,  a TV  producer  from  NETV 
speak  about  a program  she  has  produced  about 
"Teen  Violence  in  Nebraska." 

Another  area  of  our  medical  lives  that  is 
evolving  is,  Health  System  Reform  (Health  Fi- 
nance Reform?).  It  has  made  headlines  for  over 
two  years.  It  will  continue  to  be  an  issue  and 
does  not  appear  to  be  coming  to  closure.  Many 
of  our  physician  spouses  have  joined  alliances, 
PPO's  and  are  being  expected  to  look  at  changes 
in  management  of  patients.  We  as  consumers 
want  to  be  able  to  continue  to  choose  our 
physician  and  not  worry  about  treatment  re- 


strictions. Plan  to  attend  the  NMAA  Legislative 
Day,  Tuesday,  March  7,  1995  and  develop  a 
clearer  picture  on  legislative  issues,  especially 
in  Nebraska.  (Is  there  interest  among  the  mem- 
bership to  sponsor  a bill  for  this  legislative 
session  to  mandate  reporting  of  victims  of 
domestic  violence  and  elder  abuse?  If  this  inter- 
ests you  call  Lynne  Rustad  at  (402)  488-7615  or 
Sally  Semm  at  (402)  421-2250. 

Change  is  also  effecting  the  membership  of 
our  organization.  Membership,  the  only  re- 
quirement for  belonging  to  the  AMAA,  NMAA 
or  a local  organization  is:  you  must  be  married 
to  a physician.  Look  around  the  medical  com- 
munity. Do  you  know  that  approximately  half  of 
every  medical  school  class  is  female?  This  means 
many  males  are  eligible  to  join  our  association. 
Is  your  group  adapting  to  meet  the  needs  of  this 
potential  membership  group?  As  our  society 
has  evolved  over  the  past  decade,  and  more 
women  are  entering  the  work  force,  many  of 
our  members  have  "gone  back  to  work".  This 
has  effected  the  attendance  and  type  of  volun- 
teer activities  in  many  of  our  groups.  Has  your 
group  accommodated  for  the  needs  of  the 
working  spouse? 

The  Nebraska  Medical  Association  Alliance 
is  also  changing.  Last  year,  President  Barb  Bohi 
encouraged  every  organized  county  to  work  on 
a statewide  fund  raiser  in  cooperation  with  the 
Make-A-Wish  Foundation.  To  my  knowledge, 
we  have  never  done  a statewide  project  before. 
It  turned  out  to  be  financially  successful  and 
rewarding  for  those  who  participated. 

Continuing  with  this  proactive  approach,  the 
NMAA  Executive  Board  held  a video  telecon- 
ference August  3,  which  linked  Scottsbluff, 
Omaha  & Lincoln  together.  This  successful 
change  saved  time  and  travel  money.  This  fall  in 
addition  to  holding  a board  meeting,  we  are 
going  to  also  provide  two  informative  speakers. 
It  is  my  hope  you  will  be  able  to  attend  and 
increase  your  knowledge  of  American  Medical 
Association  Health  Projects,  as  well  as  teen 
violence.  Mrs.  Ann  Wrenn,  Field  Director  for 
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the  AMAA  will  present  the  information  on 
Health  Projects.  It  will  also  be  a great  opportu- 
nity to  renew  old  friendships  and  make  new 
ones. 

The  last  change  I would  like  to  mention  is 
difficult  for  me  to  believe  as  a positive  change. 
Donna  Stone  (Lancaster)  has  "retired"  from  the 
American  Medical  Association  Alliance  board. 
She  has  served  for  the  past  two  years  as  a 
national  AMA-ERF  committee  member.  This 
past  year  she  also  served  on  the  national  nomi- 
nating committee.  Her  commitment  to  our 


organization  at  the  local,  state  and  national 
level  has  been  tremendous.  We  will  miss  her  as 
a dedicated,  hard  working  representative,  but 
certainly  hope  she  will  continue  to  be  active  at 
the  state  and  local  level.  Thank  you  Donna! 

One  aspect  of  our  organization  that  does  not 
change  is  the  visits  to  the  counties  by  the  State 
Presidents.  We  enjoy  visits  to  local  county 
meetings  and  look  forward  to  the  one  on  one 
contact  with  each  of  you! 

Oh  yes!  The  Challenge  of  Change. 


354 


Nebraska  Medical  Journal  October  1994 


ASK  A LAWYER 


CHARLES  M.  PALLESEN,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  What  is  the  purpose  of  the  Health  Care 
Facility-Provider  Cooperation  Act  passed 
as  a part  of  LB  1 223  by  the  1 994  Nebraska 
Legislature? 

This  Act  is  designed  to  encourage  coopera- 
tive agreements  between  providers  and  health 
care  facilities  to  better  serve  patients  and  make 
more  efficient  use  of  health  care  resources.  A 
Certificate  of  Public  Advantage  and  immunity 
from  antitrust  prosecution  are  incentives  for 
taking  the  necessary  steps  to  have  a coopera- 
tive agreement  approved  by  the  Department  of 
Health.  This  provision  was  part  of  a larger  bill 
designed  to  improve  medical  care  and  it  be- 
came effective  in  April  of  1994.  Seeking  the 
Certificate  of  Public  Advantage  is  voluntary  on 
the  part  of  the  health  care  provider.  The  Depart- 
ment of  Health  will  consider  whether  one  or 
more  of  the  following  benefits  will  result. 

a.  Enhanced  facility  and  provider  care; 

b.  Keeping  facilities  in  proximity  to  users; 

c.  Gains  in  cost  efficiency; 

d.  Improvements  in  utilization  of  facility 
resources; 

e.  No  duplication  of  facility  resources; 

f.  Preserving  competition  for  the  services 
involved;  and 

g.  Mitigation  of  adverse  environmental  im- 
pact or  enhancement  of  positive  envi- 
ronmental impact. 

Disadvantages  to  be  evaluated  by  the  De- 
partment will  include: 

a.  Impact  on  HMOs,  PPOs,  etc.,  to  negotiate; 

b.  Reduction  in  competition; 

c.  Adverse  impact  on  services  to  patients; 
and 

d.  Alternatives  less  restrictive  to  competition. 

2.  Of  what  value  is  this  Act  to  physicians  and 
how  does  it  relate  to  the  federal  antitrust 
laws? 

This  Act  is  potentially  of  great  value  to 
hospitals,  doctors,  nurses  and  anyone  who  is  a 


part  of  negotiations  for  a cooperative  agree- 
ment. According  to  the  author  of  the  bill,  it  is 
designed  "to  facilitate  and  enable  people  to  do 
things  they  would  like  to  do  but,  currently,  with 
federal  antitrust  have  been  barred  from  doing." 
Sen.  Withem,  floor  debate  on  amendment  to 
LB  1223,  April  5,  1994. 

Immunity  is  accomplished  and  cooperation 
encouraged  by  the  use  of  a federal  exemption 
from  antitrust  action.  An  exemption  is  available 
if  the  "state  intervenes  and  actively  regulates 
the  activity  and  oversees  the  activity,"  accord- 
ing to  Withem.  Applications  of  this  test  will  be 
important  to  see  if  the  federal  antitrust  authori- 
ties accept  this  action  by  the  State.  Clear  and 
convincing  evidence  must  be  presented  to  the 
Department  of  Health  that  the  cooperation  is  in 
the  public  interest  before  a Certificate  of  Public 
Advantage  is  issued.  The  Department  of  Health 
can  review  the  cooperative  agreement  at  any 
time  and  take  away  the  Certificate  of  Public 
Advantage  if  the  burden  upon  competition 
does  not  outweigh  public  benefits.  It  may  con- 
sult with  the  Nebraska  Attorney  General  as  to 
its  decision.  The  Department  of  Health  Attor- 
ney General  as  to  its  decision.  The  Department 
of  Health  wants  to  ensure  that  the  entities 
involved  work  as  a cohesive  unit  to  provide  the 
least  costly,  highest  quality  services  available. 


★ ★★ 

"Ask  a Lawyer”  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  with  the  assistance  of  University  of  Minnesota 
Law  School  student  Jason  Krieser  of  the  Cline,  Williams  Law 
Office.  Questions  relating  to  specific  detailed  factual  situations 
should  continue  to  be  referred  to  your  own  counsel. 
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WELCOME  NEW  MEMBERS 


Navid  D.  Yazdi,  M.D. 

705  Oreleans  Dr. 

Grand  Island,  NE  68803 

Eric  R.  Schwartzkopf,  M.D. 
320  McNeel  Lane 
North^latte,  NE  69101 

David  A.  Eberle,  M.D. 

P.O.  Box  1 41 3 
Columbus,  NE  68602 

Lisa  Gobar,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 

David  R.  Pritza,  M.D. 

7500  Mercy  Rd. 

Omaha,  NE  681  24 


James  A.  Reilly,  M.D. 

8111  Dodge  St.,  #263 
Omaha,  NE  68114-4118 

Terry  N.  Wooldridge,  M.D. 
2350  N.  Clarkson 
Fremont,  NE  68025 

Daniel  B.  Einspahr,  M.D. 
120  Wedgewood  Dr. 
Lincoln,  NE  68510 

Rex  F.  Largen,  M.D. 

2625  Stockwell 
Lincoln,  NE  68502 

Azariah  Kirubakaran,  M.D. 
301 6 W.  Faidley 
Grand  Island,  NE  68801 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

OCTOBER  19,  1994  — Distinguished  Lecture 
Series,  William  J.  Hoskins,  M.D. 

NOVEMBER  9,  1994  — Distinguished  Lecture 
Series  - Herman  I.  Libshitz,  M.D.,  BTNRH  Audi- 
torium. 


If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 
Ph.  D„  Associate  Dean,  Creighton  University  CME  Division,  60 1 
North  30th  Street,  Suite  2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

FEBRUARY  1-8,  1995  — Update  in  Clinical 
Neurophysiology,  Mayo  Clinic,  Rochester, 
MN. 

FEBRUARY  4-8,  1995  — Selected  Topics  In 
Internal  Medicine,  Silverado  Resort,  Napa 
Valley,  CA. 

FEBRUARY  9-11,1 995  — Mayo  Clinic  State-of- 
the-Art  Symposium:  Arrhythmia  Manage- 
ment, Silverado  Resort,  Napa  Valley,  CA. 

MARCH  24-26,  1995  — Advances  in  Clinical 
Anesthesiology,  Silverado  Resort,  Napa  Val- 
ley, CA. 

For  further  information:  Contact  Postgraduate  Courses, 
Section  of  Continuing  Medical  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone:  Toll  Free  800-323- 
2688  (U.S.). 


NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  27-30, 1 995 — Annual  Session,  Cornhusker 
Hotel,  Lincoln. 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln 

APRIL  25-28,  1996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 


UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER  EMERGENCY  MEDICAL  SERVICES 

OCTOBER  20-21,  1994,  THURSDAY-FRIDAY  — 
Advanced  Cardiac  Life  Support  (ACLS)  - Pro- 
vider. University  of  Nebraska  Medical  Center 
Campus,  Omaha,  Nebraska.  Target  Audience: 
Physicians,  Nurses  PA's,  Allied  Health  Profes- 
sionals. Credit:  14.5  Hours  AMA  CAtegory  I, 
14.5  Hours  Prescribed  Hours  AAFP.  Fee:  $195. 

OCTOBER  24-25,  1994,  MONDAY-TUESDAY  — 
Advanced  Trauma  Life  Support  (ATLS).  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians. 
Credit:  1 7.0  Hours  AMA  Category  I,  1 6.0  Pre- 
scribed Hours  AAFP,  17.9  Hours  ACEP  Cat- 
egory I.  Fee:  $550. 

OCTOBER  31  - NOVEMBER  1,  1994,  MONDAY- 
TUESDAY  — Trauma  Nurse  Core  Course 
(TNCC),  University  of  Nebraska  Medical  Cen- 
ter Campus,  Omaha,  Nebraska,  Target  Audi- 
ence - Nurses.  Credit:  18  CECH's  of  BCEN's 
Category  of  Clinical.  Fee:  $210  - Non-ENA 
Members,  $1  75  - ENA  Members. 

NOVEMBER  7-8,  1994,  MONDAY-TUESDAY  — 
Advanced  Cardiac  Life  Support  (ACLS)  - Pro- 
vider, University  of  Nebraska  Medical  Center 
Campus,  Omaha,  Nebraska.  Target  Audience: 
Physicians,  Nurses  PA's,  Allied  Health  Profes- 
sionals. Credit:  14.5  Hours  AMA  Category  I, 
14.5  Prescribed  Hours  AAFP.  Fee:  $195. 

DECEMBER  1,  1994,  THURSDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Renewal.  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
7 Hours  AMA  Category  I,  8.0  Prescribed  Hours 
AAFP.  Fee:  $110. 

DECEMBER  2,  1994,  FRIDAY  — Advanced  Car- 
diac Life  Support  (ACLS)  Instructor.  University 
of  Nebraska  Medical  Center  Campus,  Omaha, 
Nebraska.  Target  Audience:  Physicians,  Nurses, 
PA's  Allied  Health  Professionals.  Credit:  6 Hours 
AMA  Category  I,  7.0  Prescribed  Hours  AAFP. 
Fee:  $125. 

DECEMBER  2,  1994,  FRIDAY  — Pediatric  Ad- 
vanced Life  Support  (PALS)  Instructor,  Univer- 
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sity  of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Credit:  4 Hours  AMA  Cat- 
egory I,  4 Hours  Prescribed  Hours  AAFP.  Fee 
$50. 

For  further  information:  Contact  Cindy  Hanssen,  Uni- 
versity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  6 00  So  42nd  Street,  Omaha,  Nebraska  68 1 98- 
5651.  Call  (402)  559-5919  or  use  our  toll  free  MD 
ADVANTAGE  NUMBER  AND  ASK  FOR  CONTINUING 
EDUCATION  (1-(800)652-l  095  NATIONWIDE.  FAX  NUM- 
BER (402)  559-5915. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

OCTOBER  1 9, 1 994,  WEDNESDAY  — Advanced 
in  Acid  Related  Diseases,  Omaha  Marriott, 
Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians. 

OCTOBER  22,  1994  — Transfusion  Medicine, 
University  of  Nebraska  Medical  Center.  Target 
Audience:  Surgeons  and  Anesthesiologists. 

NOVEMBER  1 2,  1 994,  SATURDAY—  Evaluation 
and  Management  of  the  Swollen  Extremity, 
UNMC,  College  of  Nursing,  Omaha,  Nebraska. 
Target  Audience:  Primary  Care  Physicians  and 
Nurses. 

DECEMBER  1-3,  1994,  THURSDAY-SATURDAY 
— Obstetrics  and  Gynecology  Conference, 
Bally's,  Las  Vegas,  Nevada.  Target  Audience: 
Primary  Care  Physicians,  Obstetricians  and 
Gynecologists.  Fee:  $275. 

MARCH  5-10,  1995,  SUNDAY-FRIDAY  — 15th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400. 

MARCH  27-APRIL  7,  1995,  1 1 DAYS  — Family 
Practice  Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 


ence: Family  Physicians.  Fee:  $ 1 1 50  - two  week 
session,  $800  - one  week  session,  $1 300  - split 
sessions. 

APRIL  24-MAY  5,  1995,  11  DAYS  — Family 
Practice  Review , Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  Physicians.  Fee:  $1 1 50 -two  week 
session,  $800  - one  week  session,  $1300  - split 
sessions. 

JUNE  2-3, 1 995,  MONDAY-TUESDAY—  Nuclear 
Antigens  as  Targets  for  Cancer  Therapy,  Red 
Lion  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Oncologist/Hematologists  and  Research- 
ers. 

JUNE  9-10,  1995,  FRIDAY-SATURDAY  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  and  General  Practice,  Internists, 
Obstetricians  and  Gynecologists,  Emergency 
Physicians,  Physician  Assistants.  Fee:  $200. 

ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT-  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Provider, 
Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  - 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Con- 
tinuing Education,  University  of  Nebraska  Medical  Center, 
6 00  South  42nd  Street,  Omaha,  NE  68198-5651 . Call 
(402)  559-4152  or  use  our  toll  free  MD  Advantage  Num- 
ber and  ask  for  Continuting  Education  (800)  642-1095 
Nationwide,  FAX  Number  (402)  559-5915. 
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NEBRASKA  MEDICAL  JOURNAL 
1994  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1994  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1995. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1994.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R.  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310  • Lincoln,  NE  68502 
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Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 
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Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 
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Richard  A.  Blatny,  M.D Fairbury 
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Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M I)  , Neligh 
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NMA/UNCM  COORDINATING  COMMITTEE 
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Joel  T.  Johnson,  M.D Kearney 
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Herbert  A.  Hartman,  Jr.,  M.D  , Board  Liaison  Omaha 

David  E.  Borg,  M.D Falls  City 
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Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M D Lincoln 

William  R.  Palmer,  M.D Omaha 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 
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NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M 0 , Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 
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Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

Wiliam  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F,  Nabity,  M.D.  OBS I b I HICS  - GYNECOLOGY  Karen  M.  Higgins,  M..D. 
Barton  D.  Urbauer,  M.D.  John  P.  Reilly,  M.D.  Lany  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-94 


BURN 

CARE 

NEBRASKA 


BURN 

CARE 

^T.  NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprehesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-96 


Central  Nebraska 
Cardiology  consultants,  P.C. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomate  American  Board  of  Internal 
MeOicine  - Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 


727  North  Custer  Phone:  (308)  382-1 430 

Grand  Island.  NE  68803  FAX:  (308)  382-5290 

6-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  SL,  SUITE  405 
LINCOLN,  NE  66502 

1-800-MED-LINC 

1-95 


The 

^ HEART  f 

Center  of  Nebraska 

C"D™  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Yourtgberg  MD 

AZARIAH  KIRUBAKARAN,  M.D. 

•Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cdrdioldgist 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

3016  West  Faidley  • P.O.Box  5345  • Grand  Island.  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-95 
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eye. 


f surgical 
: associates 


5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 

(402)  489-8838  (402)  483-7700 

or 

1-800-633-5462 


Larry  W.  Wood,  M.D. 

Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D, 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City.  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-94 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

9-95 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidnck,  M.D.,  F.A.C.O.G. 

Joseph  G.  Rogers.  M.D.,  F.A.C.O.G. 

Dennis  L.  Hodge,  M.D.,  F.A.C.O.G. 

Gregory  W.  Heidnck,  M.D.,  F.A.C.O.G. 

YvonneK.  Davenport.  M.D. . F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

| — 24  HOURS  - 7 DAYS  A WEEK  — 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-94 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-94 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-95 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hsdderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-94 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL;  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street* *  Suite  100*  Lincoln,  NE  68510 


I NEBRASKA 
I ORTHOPAEDIC 
I——,  ASSOCIATES 

1 P- 


• GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  • HAND  SURGERY 
•JOINT  DISEASE 4 TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOF THE  HAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick T.  Hurlbut,  M.D. 


488-3322 

HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-94 
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Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 


Benjamin  R.  Gelber,  M.D. 
LouisJ.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 


Phone:  402-475-4948 

10-94 


pathology 
medical 
services 

pc 


A Nichols  Institute  Affiliate 


SAMUELE. BOON, M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.  GAM  MEL,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.  SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  191 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 


6-95 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-94 


Prairie  surgical 

ASSOCIATES  P C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-96 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-191 9 FAX  (402)  483-0357 

8-95 


UROLOGY,  P.C. 

<rn 

R.A.  Crusinberry,  M.D. 

X 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street, 

Suite  #206  • Lincoln,  Nebraska  68510 

(402)489-8888  s-gg 

Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 


f OMAHA 


T jE°l°gy 

Adult  & Pediatric 

v-v  enter  r. 

Urology 

Hal  K.  Mardis,  M.D.,  F.A.C.S. 

R.  Michaei  Kroeger,  M.D.,  F.A.C.S. 

Harvey  A.  Konigsberg,  M.D. , F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 

Jeoffrey  Deeths,  M.D.,  F.A.C.S. 

Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 1 1 1 S.  90th  Street 

• Satellite  Clinic 

Omaha,  NE  681 14 
(402)  397-9800 
800-882-4770 

Papillion,  NE 

3-95 
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BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

D.  Randall  Pritza,  M.D. 

3-95 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-94 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

11-94 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8S52  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D 
M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


COLUMBUS  - 2363  18th  A V. 

402-563-3379 

NORFOLK -1300  NEBRASKA  AV 

402-379-3250 

GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-95 


81 1 1 Dodge  St. 
Omaha,  NE 

SSOEYEI 

ASSOCIATES 

68114-4115 

Building  Upon  a Proud  Heritage 

(402)390-8111 

of  Expert  Eve  Care 

Stanley  M.  Truhlsen.  M.D., 
emeritus 

C.  Rex  Latta,  M.D. 

210  Regency  Pkwy 
Omaha.  NE 
68114-3726 
(402)  391-3131 

John  W.  Pemberton,  M.D. 

John  T.  Ramsell.  M.D 

4242  Famam  St. 

I 

Omaha.  NE 

Donald  L.  Arkfeld,  M.D. 

68131-2810 

Raymond  M.  Crossman.  Ill,  M.D. 

(402)  552-2300 

D Francis  Arkfeld.  M.D. 

3353  L St. 

Camilla  R Parson.  M.D. 

Omaha,  NE 

Michael  L.  Goldstein.  M.D 

68107-2500 

Since  1886 

(402)  390-81 11  5 g5 

NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson.  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24-Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  a-95 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN.  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS.  M.D. 

T.  KEVIN  O'MALLEY.  M.D. 

TIMOTHY  C.  FITZGIBBONS.  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulders  Elbow 

CALLS  ANSWERED  24  HOURS 

771 0 Mercy  Rd.  Suite  500 

399-85 5C 

Appointments 399-8484 

Billing 399-9301 

3-95 

ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
6303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
John  L.  Bluhm 

Administrator  11-94 
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inc 

PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 
CA  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  ■F'  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1.95 


7441  "O"  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 


OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 


Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALLIANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-95 


TIME  FOR  A MOVE? 

Practice  opportunities  for  IM,  Ff}  OB/GYN,  Peds.. 


"We  won’t  sell  you  on  a practice  - 
if  we  don’t  have  it,  we’ll  find  it." 


Nebraska 

45+  Cities 

Omaha 

Lincoln 

Hastings 

Norfolk 

Imperial 

Papillion 


National 

750+Cities 

Tampa 
Kansas  City 
Chicago 
Cincinnati 
Des  Moines 
St.  Louis 


Every  City,  town  and  community  in  the  country 


The  Curare  Group,  Inc. 

M-F  lam-1  pm,  sat  1 1 -4pm  CST 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  IA  50021,  phone  1-800- 
729-7813  or  51 5-964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  IA,  5002 1 , phone  1-800-729-781 3. 

EXPLORE  THE  POSSIBILITIES:  We  are  currently 
seeking  primary  care  physicians  specializing  in  Fam- 
ily Medicine,  Pediatrics,  Occupational  Medicine, 
Internal  Medicine,  and  OB/GYN  for  a variety  of 
group  practices  throughout  the  Midwest  and  New 
York  State.  Surgical  and  subspecialty  physicians  are 
also  needed  for  a variety  of  locations.  We  represent 
practices  in  all  types  of  settings  in  communities  of 
every  size.  New  opportunities  become  available 
every  month.  Whether  a practice  change  is  immi- 
nent or  just  a future  consideration,  we  have  the 
information  you  need.  Call  1-800-243-4353  or  write 
to  Strelcheck  & Associates,  Inc.,  10624  N.  Port 
Washington  Road,  Mequon,  Wl  53092. 


GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied family  physicians  seek  associate  for  this  "All 
America"  community  in  west  central  Nebraska. 
Obstetrics  required.  Send  CV  to:  Gothenburg  Fam- 
ily Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902-20th  St.,  Gothenburg,  NE  69138. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801 

INTERNAL  MEDICINE  AND  OB-GYN  PRACTICE 
OPPORTUNITIES:  Rural  lake  country  community  is 
seeking  the  above  practitioners  to  join  an  active  12 
(soon  to  be  14)  physician  multispecialty  group. 
Quality,  comfortable  living  environment,  multiple 
recreational  activities,  fine  educational  opportuni- 
ties and  cultural  activities  abound.  Opportunity 
includes  relaxed  call,  liberal  salary  and  exceptional 
benefits.  Send  curriculum  vitae  or  inquiries  to:  Lake 
Region  Clinic,  PC.,  Attn:  Joel  Rotvold,  PO  Box  1 100, 
Devils  Lake,  ND  58301,  or  call  (800)  648-8898  for 
further  information. 

NEBRASKA:  BC/BE  spine  specialists  needed  to 
join  well-established,  busy  orthopedic  group.  Com- 
petitive income  guarantee,  partnership,  compre- 
hensive benefits.  This  "good  life"  community  offers 
universities,  top-notch  schools,  a strong  economic 
climate,  plus  abundant  cultural  and  recreational 
amenities.  Call  or  send  C.V.  to  Jane  Vogt,  1-800-765- 
3055,  222  S.  Central,  Suite  700,  St.  Louis,  MO 
63105,  FAX:  314-726-3009. 
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-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 
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• $5,000.00 
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Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR 

Variable  Rate  Information 
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You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

SO 

Late  Fee,  Overlimit  Fee.  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2.  Overlimit  fee  - $10.00  and  3.  Returned  check 
fee  — $15.00 

The  information  about  the  costs  of  the  card  descnbed  in  this  application  is  accurate  as  of  February  1 993.  when  it 
was  printed  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 
1 -800-432-3209.  Or,  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P.O.  Box  7.  Omaha,  NE  68101  -0007 
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If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Telrads  Key  Bx  816  business  telephone  system  expands  to  meet 
the  demands  of  your  growing  practice. 


• Cost  effective  plug-in  modules  let  you  expand  from  four  to  eight  central  office  lines 
and  from  eight  to  sixteen  phones 

• Choose  from  a variety  of  station  instruments  to  precisely  meet  your  office  needs 

• Many  timesaving  features  including  Direct  Station  Selection  and  Busy  Lamp  Field 

• Full-featured  capabilities  at  an  affordable  price 


C 0/  now  on  the 
wClVv  #0  purchase  of 
a Tel  rad  Key  Bx  81 6 system  with  your 
Nebraska  Medical  Association  membership. 
The  Association  will  also  receive  non-dues 
income  from  your  purchase. 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/331-0607 


™*StRiul 


Medical  Services 


Specialists  in  Medical 
Liability  Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 

For  more  information  contact 
St.  Paul  Medical  Services 
M.C.  105X 
385  Washington  St. 

St.  Paul,  MN  55102-1396 

800.328.2189  extension  8642 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
contact  your  independent  insurance  agent. 
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"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community ’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient’s  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
Cardio\  ascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  bv 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  serv  ice 
offerings. 

^ou  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians'  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians'  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8.303  Dodge  Street  • Omaha,  NE  68114 


Rehabilitation  is  more  than 
just  physical  therapy. 

Rehabilitation  is  getting  the  farmer  back  in  the  field,  the  student  back  in 
the  classroom  and  the  mother  back  home  with  her  family. 

Madonna's  new  facilities  can  assist  you,  the  primary  physician,  in  getting 
your  patient  back  home  and  back  to  the  community7  in  short  fashion. 

Madonna's  professionals  keep  you  informed  and  involved  throughout 
your  patient's  rehabilitation  process. 


Madonna's  accessible 
warm  water  therapy 
pool  gives  physicians 
and  therapists  more 
treatment  options 
during  rehabilitation. 
Aquatic  therapy  allows 
patients  to  start 
rehabilitation  sooner 
and  with  less  pain. 


Independence  Square,  a 
mini-community  within 
Madonna,  brings  "real 
life"  to  a therapy 
session.  Working  here 
speeds  a patient's 
recovery  and  prepares 
the  patient  for  hill 
participation  in  life 
again.  It  is  the  only 
facility  of  its  kind  in 
Nebraska. 


The  road  to  recovery  begins  here. 


Storz 

Cancer  Institute 


1 iving  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients’  physical , 

emotional,  social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 

Cancer  Support  Team 

Storz  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  services  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology7  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physical 
therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552-6932. 
or  call  MD  Source  toll-free  at  1 - 800-552-5552 

-T*-  CLARKSON 
— HOSPITAL 


Clarkson  Hospital  • 4350  Dewey  Avenue  • Omaha,  Nebraska  68105-1018 
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no  strings  attached!  In  an  era  of  frivolous  suits,  changing  government  attitudes  about  the 
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CONSIDER: 


Flexible  Hours 
Competitive  Salary 
Malpractice  Coverage 
Generous  Paid  Vacation  Time 
Minimal  Evening,  Weekend, 
and  Holiday  Coverage 
Great  Working  (and  Living) 
Environment 
Minimal  Paperwork 


Other  Benefit  Options: 

Excellent  Retirement  Benefits 
Life  Insurance,  Family  Health  Insurance, 
Disability  Insurance,  etc. 

Outstanding  Specialty  Consultation 
Availability  (Good  Learning  Opportunity) 

Excellent  Self-Improvement,  Cultural, 
Recreational  Opportunities 
(UNL  Classes,  CME,  Lied  Center, 

Rec  Center,  etc.) 


UNL  Student  Health  Center 

Russell  F.  LaBcau,  M.D.,  Medical  Director 


15th  & U Streets 
LINCOLN,  NE  68588-0618 
(402)  472-7400 


OR  TALK  TO  ONE  OF  OUR  PHYSICIANS  OR  P.A.  's: 


Garland  Bare,  MD 
Charles  Curtiss,  MD 
Ralph  Ewert,  MD 
Linda  Lewis,  PA 
Mary  Lutz,  DO 


Don  Matthews,  MD 
Roger  Quiring,  MD 
Deb  Vokal,  PA 
Gerald  Wilkins,  MD 


Review  of  applicants  will  begin  on  December  31,  1994  and  will  proceed  until 
satisfactory  candidate  is  found.  Send  letter  of  application,  resume  and  three 
references  to  Medical  Director. 


UNL  is  committed  to  a pluralistic  campus  community  through  Affirmative  Action  and 
Equal  Opportunity  and  is  responsive  to  the  needs  of  dual  career  couples.  We  assure 
reasonable  accommodation  under  the  Americans  With  Disabilities  Act;  contact 
Search  Chair  at  402-472-7400. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor:  PaulM.  Scott,  M.D. , 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTHDISTRICT:  Councilor:  GordonD.  Adams, 
M.D  , Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Duane  W.  Krause, 
M.D.,  Fremont.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT : Paul  E.  Plessman,  M.D.,  Seward. 
Counties:  Butler,  Hamilton,  Polk,  Saunders, 
Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  Judith  A.  Butler, 
M.D.,  Superior.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Joel  F.  Hutchins, 
M D.,  Gordon.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISfLICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Furnas,  Gosper,  Harlan, 
Hayes,  Hitchcock,  Kearney,  Phelps,  Red  Wil- 
low, Webster. 

ELEVENTH  DISTRICT:  Councilor:  Ronald  L. 
Asher,  M.D,  North  Platte.  Counties:  Arther, 
Deuel,  Garden,  Keith,  Lincoln,  Logan, 
McPherson,  Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R John- 
son, M.D,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams  

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 
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Cheyenne-Kimball-Deuel .. 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage  

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Chase 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Platte-Loup-Valley 

Saline  

Saunders  

Scotts  Bluff 

Seward  
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Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT 

Elizabeth  P.  Rapier,  Hastings  .... 
David  F.  Johnson,  Jr.,  Osmond  .. 

Ed  J.  Pierce,  Alliance 

Jeffrey  P Lee,  Kearney 

Gerald  W.  Luckey,  David  City  ... 

R.  R.  Andersen,  Nehawka 

Calvin  W Cutright,  Sidney 

Thomas  Tibbels,  West  Point 

Loren  H Jacobsen,  Broken  Bow 


Carl  Falcone,  Fremont 

Benjamin  Martin,  Wayne 

Murray  Markley,  Loup  City 

Robert  McLellan,  Beatrice 

Lori  A.  Harkins,  Grand  Island  

Lynne  Holz,  Aurora 

Melvin  Campbell,  Ainsworth 

Kaye  B Carstens,  Fairbury 

Berl  Spencer,  Ogallala 

D.  M.  I.aflan.  Creighton 

James  A.  Fosnaugh,  Lincoln 

Mark  Nielsen,  North  Platte 

Pradip  Mistry,  Norfolk 

John  C.  Sage,  Omaha 

Tod  Voss,  Pierce 

Margaret  K.  Stockwell,  Gordon  ... 
Dean  R.  Thomson,  Nebraska  City 

Richard  Cimpl,  Columbus 

Robert  E.  Tuma,  Crete 

Leo  Meduna,  Wahoo 

Kent  Lacey,  Scottsbluff 

Roger  A.  Jacobs,  Seward 

Jeff  Hollis,  Geneva 

Gary  Ensz,  Auburn  

John  Grove,  McCook 

Carole  J.  Weckmuller,  Blair 

Darroll  J.  Loschen,  York 


SECRETARY-TREASURER 
Phyllis  S.  Salyards,  Hastings 
Dwaine  Peetz,  Neligh 
Scott  Elston,  Alliance 
Clinton  Jones,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  B.  Dorwart,  Sidney 


N Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
Michael  J Horn,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  K Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Wm.  C.  Minier,  Lincoln 
Jeff  MacDonald,  North  Platte 
Richard  P Bell,  Norfolk 
Walter  J.  O'Donohue,  Jr.,  Omaha 
Richard  Bell,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
John  E.  Hansen,  Jr.,  Wahoo 
Paul  Considine,  Scottsbluff 
Richard  M.  Pitsch,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W Serbousek,  McCook 
Hans  Rath,  Omaha 
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When  It  Comes  To  Patient  Education, 
We're  Just  What  The  Doctor  Ordered! 

The  Nebraska  Beef  Council  is  your  resource  for  patient  education 
materials.  When  it  comes  to  communicating  important  messages  about 
diet  and  health,  we  can  help  by  supplying  the  latest  research-based 
nutrition  data,  patient  handouts,  activity  ideas  and  more. 

To  borrow  the  items  featured  in  this  ad,  call  or  write  today! 

Introduce  patients  to  four  video  segments, 
which  originally  aired  on  “Parenting  in  the 
90s,”  a CNBC  American  Medical  Television 
program.  The  first  two  segments  focus  on  the 
importance  of  a well-balanced  diet  for  children 
and  highlight  foods  rich  in  iron.  The  other 
segments  provide  critical  messages  about 
food  safety  in  and  away  from  the  home. 


The  HeartCare  Program™  is  a video  kit 
designed  to  help  teach  patients 
management  of  blood  cholesterol. 
Included  are  four  videotapes,  an 
informative  booklet  and  a professional 
guide  and  audiotape. 


Nebraska  Beef  Council 

P.O.  Box  2108,  Kearney,  NE  68848  • 308-236-7551 


Professional 
Full  Service 

MEDICAL  ACCOUNT 
COLLECTIONS 

by 

Bartling  & Hinkle,  P.C., 
Lawyers 

If  you  are  having  difficulties  in  col- 
lecting your  delinquent  accounts, 
Bartling  & Hinkle,  P.C.  is  interested  in 
providing  you  with  professional  assis- 
tance. The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of 
receiving  the  maximum  possible  return 
on  your  delinquent  accounts  in  a pro- 
fessional manner,  with  a minimum  of 
effort  on  your  part.  Our  competitive 
fees  are  based  upon  our  performance 
in  recovering  your  delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received 
the  exclusive  endorsement  of  the 
Nebraska  Medical  Association  in  pro- 
viding medical  account  collections. 


For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association 
office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St. 

Lincoln,  NE  68516 

(402)  421-1600 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane,  Ph.D.,  M.P.H.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D C.,  20024-2188 
American  College  of  Physicians 

Joseph  E.  Johnson,  M.D.,  FACP,  Int.  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA 30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph  D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
O.  Wayne  Houser, M.D.,  President 
2021  Spring  Road,  Suite  600 
Oak  Brook,  IL  6052 1 
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You  have  the  power  to  save  the  lives  of  your 
clients  who  will  develop  breast  cancer. 


While  regular  mammograms  are  important  for  women  over  40,  the  risk  of 
breast  cancer  increases  with  age.  No  matter  what  your  specialty,  the 
Nebraska  Medical  Association,  the  American  Cancer  Society  and  Every 
Woman  Matters  recommend  you  refer  your  clients  over  50  for  annual 
mammography.  Spread  the  Word  about  Every  Woman  Matters  free  and  low- 
cost  breast  and  cervical  cancer  screening  exams  for  your  clients  earning  up 
to  a moderate  income.  Call  Every  Woman  Matters  at  1-800-532-2227. 


AMERICAN 
V CANCER 
* SOCIETY 


Every  Woman  Matters 

Early  Detection  of  Breast  and  Cerv  ical  Cancer  Program 
Nebraska  Department  of  Health 


NEBRASKA 

MEDICAL 

ASSOCIATION 


Everyday  you  see  a statistic 

1 in  8 

women  develop  breast  cancer  in  a lifetime 

© 80%  of  women  who  develop  breast  cancer  have  no 
family  history  of  the  disease 

© Nebraska  has  the  2nd  lowest  mammography  usage 
rate  in  the  nation 


When  your  patients 
exhibit  symptoms  of 


anxiety 


we  can  help  you  help  them. 


Insomnia,  irrational  fears,  nervousness,  muscular 
tension  and  agoraphobia  are  all  symptomatic  of 
anxiety,  a widespread  but  treatable  condition.  As 
a physician,  you  can  depend  on  our  professional 
staff  of  physicians,  counselors  and  master's  level 
therapists  to  work  with  you  to  help  your  patient. 
We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 


Methodist  Richard  Young  Consultation  Line 


E 

1-8 

3 

1-782-3160 

MEIHODET 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Executive  Vice  President 

8502  West  Center  Road,  P.O  Box  241255,  Omaha,  NE  68124-5255 

American  Diabetes  Association  • Nebraska  Affiliate,  Inc. 

Mary  F Cochrane,  Executive  Director 
12838  Augusta  Ave  , Omaha,  NE  68144-3733 
American  Heart  Association,  Nebraska  Affiliate 
Douglas  P Halleen,  Executive  Director 
3624  Farnam  St.,  Omaha,  NE  68131 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St..  #104 
Omaha,  NE  68 106- 1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Omaha,  NE  68180 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D  , Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy’  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 

Division  of  Rehabilitation  Services  for  the  Visually  Impaired 

James  S.  Nyman,  Ph  D , Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

12100  W.  Center  Rd  , Ste.  820,  Omaha,  NE  68144 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W Braddock,  M.D  . President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave  , #301,  Omaha,  NE  68152-2116 
Nebraska  Academy  of  Ophthalmology 
Peter  E.  Diedrichsen,  M.D.,  President 
233  So.  13th  St  , Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S 42nd  Street,  University  Hospital 
Omaha,  NE  68198 

Nebraska  Academy  of  Physician  Assistants 

Darwin  Brown,  PA-C,  President 
P.O.  Box31280, Omaha,  NE  68131 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S.  14th  St..  #203,  Lincoln,  NE  68508-2737 
Nebraska  Association  of  Pathologists 
Rodney  K Koerber,  M.D  , President 
233  So.  13th  St  , Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph  D.  Lynch,  M.D,  President 

Creighton  Cardiac  Center,  3006  Webster  Street,  Omaha,  NE  6813 1 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave  , #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C Likes,  Exec  Director 
7521  Main  St.,  Suite  103,  Omaha,  NE  68127 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D  , Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D  , President 
233  S 13th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 
Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 
Nebraska  Department  of  Health 
Mark  B Horton,  M.D  , Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Sally  Semm,  RD,  CN 
6300  Cornell  Road,  Lincoln,  NE  68516 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th Street,  Suite  137,  Lincoln,  NE  68508 


Nebraska  Association  of  Hospitals  and  Health  Systems 

Harlan  Heald,  President 

1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Sheila  Ciciulla,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Donna  R Baker,  Executive  Director 
941 0 Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E 22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D 
2221  S 17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 
Tom  R.  Dolan,  R.P  , Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  685 16 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Sarah  Jones,  M.D. , President 
819  Dorcas,  Omaha,  NE  68108 
Nebraska  Radiological  Society 
Jud  W.  Gurney,  M.D.,  President 
233  S.  13th  St.,  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 
American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D.,  President 
2205  S.  10th  St.,  Omaha,  NE  68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D  , President 
2121  S.  56th St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 

John  H.  Schulte,  M.D.,  President 
# 14  Hillcrest,  Kearney,  NE  68847 
Nebraska  Society  of  Anesthesiologists 
J erry  J . Hynes , M . D . , President 
233  So.  13th  St.,  Ste.  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
James  M.  Horrocks,  M.D.,  President 
233  So.  13th  St  , Suite  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc., 
an  Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  685 16 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers,  M.D  , Secretary-Treasurer 
720  N.  87th St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Manlyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Sushil  Lacy,  M.D  , President 
4740  A.  St.,  Lincoln,  NE  68510 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W 2nd  St.,  P.O  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 
Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
30 1 Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
Prevent  Blindness  Nebraska 

7101  Newport  Ave  , #308,  Omaha,  NE  68152 
United  Cerebral  Palsy  of  Nebraska,  Inc. 

Tern  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr.,  #204,  Lincoln,  NE  68504 
University  of  Nebraska  Medical  Center 
Carol  A Aschenbrener,  M D , Chancellor 
UNMC  - 600  S 42nd  St.,  Omaha,  NE  68198 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 

6th  floor,  301  Centennial  Mall  South,  Lincoln.  NE  68509 
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Interactions 

Medical  Staff  Leadership  Conference  — January  13-15,  San  Antonio,  Texas 


Health  system  reform  might  seem  like  a never-ending  battle, 
but  with  leadership,  vision,  and  perseverance,  you  and  your 
medical  staff  can  overcome  any  obstacle.  Leam  what  it  takes 
to  succeed  in  today’s  rapidly  changing  environment.  Come  to 
Interactions  in  beautiful  San  Antonio,  Texas,  January  13-15. 

Experience  a new  way  of  thinking 
about  the  future. 

This  year’s  conference,  “Physician  Empowerment  and 
Teamwork  in  a Changing  Environment,”  will  help  you 
experience  a change  of  perspective  on  the  21st  Century. 

Learn  how  to  manage  change. 

During  Interactions,  we  will  address  emerging  trends  in 
health  care  delivery  and  how  best  to  manage  them.  Among 
the  trends  we  will  discuss  are: 

• Physician/hospital  • Physician  autonomy 

relationships  • Resource  allocation 

• Economic  competition  • Regulatory7  constraints 

Gain  new  leadership  skills. 

Special  emphasis  will  also  be  placed  on  developing  and 
refining  your  strategic  planning,  team  building,  and  com- 


munication skills.  Each  participant  will  learn  how  to  be  a 
more  effective  arbitrator,  facilitator,  manager,  negotiator, 
problem  solver,  and  peacemaker. 

Your  team  leaders. 

Sponsored  by  the  American  Medical  Association,  in  cooper- 
ation with  the  National  Association  Medical  Staff  Services 
and  the  Texas  Medical  Association , this  conference  features 
well  known  experts  from  the  health  care  field. 

Who  should  attend. 

The  curriculum  Ls  designed  to  benefit  experienced  and  newly 
elected  or  appointed  medical  staffleaders,  including:  chiefs 
of  staff,  department  ('hail's,  vice  presidents  of  medical  affairs, 
medical  staff  committee  chairs,  and  medical  staff  services 
professionals*  Bring  a team  from  your  hospital! 

For  more  information  or  to  register,  call  800  621-8335. 

* The  AMA  designates  the  Interactions  conference  for  18 
credit  hours  of  Category  1 of  the  Physician’s  Recognition 
Award  of  the  AMA. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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Physician  Discipline  - Concerns  and  Misconceptions 


FREDERICK  F.  PAUSTIAN,  M.D. 


During  the  course  of  meetings  over  the  past  five 
months  and  in  multiple  private  conversations, 
concerns  have  been  expressed  to  me  by  physi- 
cians regarding  the  State  of  Nebraska's  physician 
disciplinary  process.  Most  of  these  concerns  re- 
late to  the  severe  emotional  and  potential  nega- 
tive financial  impact  of  disciplinary  proceedings 
before  the  validity  of  the  charges  have  been 
determined.  A very  informative  segment  of  the 
Cline  Williams/Nebraska  Medical  Association 
Physician  and  Staff  Preventive  Law  Seminar,  Sep- 
tember 1 6,  1 994,  entitled  "Physician  Discipline  in 
Nebraska",  was  discussed  by  attorney  Charles  M. 
Pallesen.  Included  in  the  handout  were  two  docu- 
ments which  are  of  importance  to  Nebraska  phy- 
sicians: - Table  1,  LB  1223-Mandatory  Reporting 
Requirements  and  Flow  Chart  1 , Nebraska  Bureau 
of  Examining  Boards  (N.B.E.B.),  Department  of 
Health  Disciplinary  Process.  The  former  was  re- 
cently distributed  to  all  physicians  within  the  state 


Frederick  F.  Paustian,  M.D. 


during  the  application  process  for  re-licensure.  It 
specifies  what  types  of  physician  alleged  improper 
conduct  and  performance  and  what  kinds  of  ad- 
vei  se  actions  against  phvsiciansmust  be  reported 


TABLE  I 

LAWS  1994  LB  1223  - MANDATORY  REPORTING  REQUIREMENTS 


UHAT  TO  REPORT 

VIC  IS  TO  REPORT 

1.  Practice  without  License. 

All  Professionals 

2.  Gross  Incompetence. 

3.  Pattern  of  Negligent  Conduct. 

4.  Unprofessional  Conduct. 

5.  Practice  while  Impaired  by  Alcohol/Drugs  or  Physical,  Mental,  or  Emotional  Disability. 

6.  Violations  of  Other  Regulatory  Provisions  of  the  Profession. 

All  Professionals  report  Others 
of  the  SAME  Profession. 

7.  Gross  Incompetence. 

8.  Practice  while  Inpaired  by  Alcohol/Drugs  or  Physical,  Mental,  or  Emotional  Disability. 

All  Professionals  report  Others 
of  a DIFFERENT  Profession 

9.  Loss  or  Voluntary  Limitation  of  Privileges  

1 

10.  Resignation  from  Staff  | Due  to  Alleged  Incompetence,  Negligence,  Unethical 

| or  Unprofessional  Conduct,  or  Physical.  Mental,  or 

11.  Loss  of  Employment  j Chemical  Impairment 

1 

12.  Licensure  Denial  | 

1 

13.  Loss  of  Membership  in  Professional  Organization  

14.  Adverse  Action  pertaining  to  Professional  Liability  Coverage 

15.  Licensure  Discipline/Settlement/Voluntary  Surrender/Limitation  in  another  State  or  Jurisdiction 

16  Conviction  of  Felony  or  Misdemeanor  in  this  or  any  other  State  or  Jurisdiction 

All  Professionals  — Self- 
Repor  t i ng 

17.  Payments  made  due  to  Adverse  Judgement.  Settlement,  or  Award 

18.  Adverse  Action  affecting  privileges  or  membership. 

Health  Facilities,  Peer  Review 
Organ wal  ions,  and  Professional 
Assoc iat ions 

19.  Violation  of  Regulatory  Provisions  Governing  a given  Profession 

20.  Payments  made  due  to  Adverse  Judgment.  Settlement,  or  Award. 

21  Adverse  Action  affecting  coverage 

Insurers 

22.  Convictions  of  Felony  or  Misdemeanor  involving  use,  sale,  distribution,  administration,  or  dispensing  Controlled 
Substances . 

Clerk  of  County  or  District 
Court 

Bureau  of  Examining  Boards 
Report  to:  p 0 0OX  95007 


301  Centennial  Mall  Sooth  (402)  471-2115 
Lincoln.  NE  68509-5007 
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to  the  Department  of  Healih's  N.B.F.B.  The  Flow 
Chart  has  had  very  limited  exposure.  It  identifies 
the  sequence  of  events  which  may  occur  during 
the  assessment  of  improper  conduct  and  perfor- 
mance charges,  but  does  not  include  when  such 
charges  become  public  information. 

As  a consequence  of  recent  media  attention 
and,  questionably,  the  passage  of  LB  1 223,  there 
has  been  a significant  increase  in  the  reporting  of 
allegations  of  inappropriate  health  provider  prac- 
tice (especially  physicians,  nurses,  and  pharma- 
cists), which  is  causing  major  concern  among  all 
health  care  professionals.  The  Nebraska  Medical 
Association  recognizes  the  need  for  public  disclo- 
sure and  has  been  strongly  supportive  of  physi- 
cian discipline  but  only  when  the  allegations  are 
substantiated  after  appropriate  hearings  with  due 
process.  Many  times  the  complaints  are  unjusti- 
fied and  such  charged  professionals  suffer  seem- 
ingly unnecessary  emotional  trauma  and  financial 
loss  (legal  fees,  practice  revenue)  from  public 
disclosure  of  the  allegations  before  appropriate 
hearings  with  due  process  have  been  conducted. 
A restatement  of  reporting  requirements  and  a 
review  of  the  disciplinary  process,  is  therefore,  in 
order  so  that  all  physicians  may  understand  the 
sequence  of  the  activity  and  the  level  of  review 
which  has  been  conducted  before  any  allegation 
becomes  a matter  of  public  record. 

A request  was  made  to  the  N.B.E.B.  for  a 
narrative  description  of  the  disciplinary  process.  A 
document  titled  "Brief  Summary  of  the  Disciplin- 
ary Process"  was  received  to  which  frequent  refer- 
ence will  be  made  as  well  as  to  the  flow  chart.  A 
copy  of  the  summary  may  be  obtained  from  the 
offices  of  the  Nebraska  Medical  Association. 

When  a complaint  concerning  a physician  is 
received  by  the  N.B.E.B.,  it  is  screened  by  a com- 
mittee consisting  of  a member  of  the  Medical 
Board,  an  Assistant  Attorney  General  and  a staff 
member  of  the  N.B.E.B.  If  it  is  determined  the 
complaint  warrants  investigation,  the  allegation  is 
assigned  to  one  of  the  investigators  for  the  Board 
and  a Board  member  serves  as  an  investigative 
consultant.  When  the  investigation  is  deemed 
complete  the  results  are  presented  to  the  entire 
Medical  Board  in  closed  session  for  action.  The 
Board  has  two  options:  direct  the  investigator  to 
conduct  further  inquiry  in  specified  areas  or  if  the 
investigation  is  deemed  to  be  complete,  make  a 
recommendation  to  the  Attorney  General  (A.G.). 
Among  the  recommendations  which  the  Board 
may  make  to  the  A.G.  are: 

1 . No  action  (not  a matter  of  public  record) 

2.  A Letterof  Concern  which  is  not  considered 


a disciplinary  action,  but  is  a matter  of 
public  record. 

3.  An  Assurance  of  Compliance  which  is  not 
considered  a disciplinary  action,  but  is  a 
matter  of  public  record. 

4.  A Petition  be  filed  because  of  the  serious- 
ness of  the  allegation  and  sufficient  substan- 
tiation by  the  preliminary  investigation, 
which  becomes  a public  document. 

5.  If  the  violation  is  of  such  a nature  that  there 
is  potential  for  public  harm,  the  Board  may 
recommend  a Temporary  Suspension  of 
Licensure  to  the  A.G.  who  forwards  the 
recommendation  to  the  Director  of  the 
Department  of  Health.  The  Director  must 
issue  an  order  for  temporary  suspension. 
The  temporary  suspension  is  a matter  of 
public  record. 

The  Letter  of  Concern  states  the  allegation  and 
that,  if  it  were  proven,  it  would  be  a violation  of  the 
statutes  and  disciplinary  action  may  be  taken.  The 
Assurance  of  Compliance  delineates  the  alleged 
misconduct  and  the  corrective  steps  to  be  taken  to 
cease  and  desist  the  improper  activity,  and  if  there 
is  a failure  of  compliance,  disciplinary  action  may 
be  taken.  A major  question  to  be  raised  by  our 
Association  and  studied  by  all  concerned  is:  if 
these  two  alternatives  are  not  disciplinary  actions, 
and  there  has  been  no  hearing  with  due  process, 
why  must  they  be  a matter  of  public  record?  The 
remainder  of  the  process  as  depicted  in  the  flow 
chart  is  self  explanatory,  all  of  which  is  a matter  of 
public  record. 

There  are  two  important  points  concerning  the 
process  which  warrant  emphasis.  The  first  is  that 
there  is  a screening  process  and  investigation  and 
only  if  there  is  significant  support  of  the  allegation 
by  the  investigation,  as  determined  by  the  Medical 
Board,  does  the  problem  become  a matter  of 
public  record.  The  second  point  is  that,  although 
an  investigation  is  conducted  which  is  supportive 
of  the  allegation,  there  is  no  due  process  hearing 
before  the  problem  becomes  a matter  of  public 
record.  While  such  charges  can  be  extremely 
damaging  to  the  defending  physician;  right  or 
wrong,  the  process  and  actions  which  become  a 
matter  of  public  record  are  somewhat  similar  to 
the  sequence  of  events  which  take  place  in  other 
legal  proceedings.  However,  the  need  for  public 
disclosure  before  the  substantiation  of  guilt  is 
open  to  serious  question.  This  aspect  of  the  pro- 
cess is  expected  to  receive  considerable  attention 
during  the  Department  of  Health's  forthcoming 
comprehensive  review  of  Nebraska's  uniform  li- 
censing laws. 
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FLOW  CHART  I 
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Even  though  physician  disciplinary  proceed- 
ings are  not  conducted  in  a court  of  law,  the 
investigation  leading  to  the  proceedings  are  di- 
rected toward  determining  the  validity  of  the 
charges,  not  exonerating  the  physician.  Therefore, 
any  physician  confronted  with  such  an  investiga- 
tion must  immediately  seek  legal  counsel  and  not 
submit  to  inquiry  in  the  absence  of  such  counsel. 
All  physicians  should  read  carefully  the  recently 
distributed  article  by  the  NMA,  "When  Silence  Is 
Especially  Golden",  by  attorneys  Curry,  Erickson, 
and  Sederstrom,  Nebraska  Health  Law  Digest, 
SpringSummer,  1 994,  which  succinctly  described 
the  gravity  of  the  investigation  and  disciplinary 
proceedings  and  the  critical  importance  of  retain- 
ing counsel  as  soon  as  it  is  evident  charges  have 
been  filed. 

An  element  of  the  disciplinary  proceedings 
which  is  generally  not  appreciated  by  health  pro- 
fessionals is  the  cost  of  defense  of  allegations  of 
inappropriate  conduct  or  practice  together  with 
the  potential  for  the  cost  of  the  entire  action  to  be 
charged  to  the  defendant  in  the  event  of  an 
adverse  decision.  Our  current  physician  profes- 
sional liability  insurance  does  not  cover  attorney 


fees,  disciplinary  proceedings  cost  and  judgement 
imposing  civil  penalties.  The  defense  of  unwar- 
ranted allegations  by  vindictive  patients  and/or 
jealous  colleagues  has  been  known  to  exceed 
many  hundreds  of  dollars  in  legal  fees.  Literally, 
physicians  are  "going  bare"  as  regards  insurance 
coverage  for  defense  against  such  charges  and  the 
cost  of  the  proceedings.  Because  of  the  increasing 
potential  for  such  action,  it  is  the  intent  of  the 
Nebraska  Medical  Association  to  review  with 
professional  liability  insurance  carriers  the  provi- 
sion of,  and  market  for  insurance  options  to  cover 
the  cost  and  penalties  associated  with  disciplinary 
proceedings. 

It  is  most  important  for  all  the  physicians  of  the 
State  of  Nebraska  to  fully  understand  the  condi- 
tions which  must  be  reported  concerning  physi- 
cian discipline  under  Nebraska  state  law  and  by 
whom.  In  addition  it  is  highly  advisable  to  become 
familiar  with  the  process  by  which  physician  disci- 
plinary action  is  conducted  and  the  effect  of  such 
action.  Obviously,  the  best  defense  against  charges 
of  inappropriate  conduct  and  provision  of  medi- 
cal service  is  for  each  physician  to  consistently 
practice  in  an  exemplary  manner. 
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GUEST  EDITORIAL 


Epinephrine  for  Anaphylaxis 

CLAUDE  A.  FRAZIER,  M.D. 

Asheville,  North  Carolina 


In  my  struggle  as  a lone  crusader  for  a 
model  bill  to  allow  trained  laymen  to  admin- 
ister epinephrine  to  people  having  anaphy- 
lactic reactions,  I appeared  before  the  FDA 
and  the  NIH  Open  Consensus  Panel.  I ap- 
peared before  the  AMA  Board  of  Trustees  at 
the  request  of  my  Senator  from  North  Caro- 
lina. I began  my  talk,  "I  have  some  bad  news 
for  you  and  some  good  news.  The  bad  news 
is  that  any  one  of  you  can  walk  out  of  this 
hotel  and  be  strung  and  die  in  five  minutes 
even  if  you  have  never  had  a previous  reac- 
tion. The  good  news  is  that  if  a trained 
layman,  such  as  a policeman,  were  allowed 
to  give  epinephrine,  you  would  be  saved." 

After  10  years,  many  letters  and  frequent 
phone  calls,  the  American  Medical  Associa- 
tion decided  to  prepare  a model  bill.  This 
allows  trained  persons  to  administer  epi- 
nephrine to  a person  suffering  from  a severe 
reaction  to  an  insect  sting.  Death  can  occur 
in  five  to  ten  minutes  and  in  most  cases,  this 
is  insufficient  time  to  get  to  a doctor  or  to  a 
hospital  and  the  person  can  die. 

For  20  years,  I have  been  a Lone  Crusader 
in  educating  laymen,  especially  teachers,  on 
the  importance  of  diagnosis  of  an  anaphy- 
lactic reaction  due  to  insect  stings  and  im- 
mediate treatment  with  an  insect  sting  kit. 
Children  playing  at  recess  are  very  likely  to 
get  stung.  If  one  has  an  anaphylactic  reac- 
tion there  usually  is  not  time  to  get  to  a 
hospital  or  to  a physician. 

I feel  so  deeply  about  this  life-saving  en- 
deavor that  I have  done  the  work  to  date 
with  no  help  financially.  I have  also  been 
able  to  get  the  Army,  Navy,  Air  Force,  Ma- 
rines, and  Park  Services  to  include  insect 
sting  kits  containing  epinephrine  in  their 
medical  kits. 

There  are  many  needless  deaths  because 
of  the  ignorance  of  laymen.  A nurse  who 
was  a patient  of  mine  told  me  about  her 
brother  who  was  cutting  a hedge  around  a 
doctor's  home.  He  was  stung  and  had  an 
anaphylactic  reaction.  He  went  inside  and 


called  for  an  ambulance.  The  doctor  didn't 
know  what  to  do,  the  EMT  workers  didn't 
know  what  to  do.  He  died.  There  are  many 
needless  deaths  because  of  the  ignorance  in 
laymen. 

Some  high-school  football  players  who 
die  suddenly  have  their  deaths  in  most  cases 
attributed  to  heart  attack.  Investigations  of 
some  of  these  deaths  have  disclosed  other 
players  had  heard  the  victim  say  that  he  had 
been  stung.  And  the  findings  are  consistent 
with  anaphylaxis. 

Sometimes  a physician  may  be  ignorant 
of  proper  management  and  administer  anti- 
histamines or  steroids.  For  example,  a young 
boy  received  multiple  stings  and  was  rushed 
to  a nearby  hospital.  The  physician  wasn't 
sure  of  the  proper  treatment  and  sent  him  to 
another  hospital.  At  neither  hospital  was  the 
boy  given  epinephrine. 

Early  treatment  with  epinephrine  after  an 
anaphylactic  reaction  can  be  life  saving.  Even 
after  this  injection,  the  patient  should  al- 
ways go  to  a hospital. 

Persons  in  charge  of  others,  especially 
outdoors,  such  as  schoolteachers,  coaches, 
school  nurses,  tennis  or  golf  pros,  and  forest 
rangers  should  be  legally  allowed  to  admin- 
ister life-saving  epinephrine. 

The  American  Academy  of  Allergy  and 
the  American  College  of  Allergy  have  passed 
special  resolutions  supporting  this.  Also,  the 
past  presidents  of  the  American  Academy  of 
Family  Physicians  and  of  the  American  Acad- 
emy of  Pediatrics  have  written  letters  of 
support. 

Only  1 5 states  have  passed  this  law.  To  be 
legal  in  the  administration  of  epinephrine,  a 
layman  must  receive  training  by  a physician. 

I have  prepared  a training  program  com- 
plete with  slides  that  I can  furnish  at  cost  to 
physicians  wishing  to  conduct  training  pro- 
grams in  states  that  have  passed  the  law. 
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Recently,  a lady  from  Florida  called  to  tell 
me  of  her  handicapped  son  who  was  se- 
verely allergic  to  bees.  He  had  had  a reac- 
tion and  was  given  an  insect  sting  kit.  She 
explained  this  to  the  boy's  bus  driver.  The 
driver  told  her  that  due  to  state  law,  he  was 
unable  to  give  any  type  injection  or  medica- 
tion. The  mother  and  I have  been  working  to 
have  Florida  change  this  so  even  bus  drivers 
can  legally  administer  epinephrine.  She  asked 
me  to  appear  before  the  Senate  Subcommit- 
tee of  Health  Care  and  Health  Rehabilita- 
tions Services. 

In  Asheville,  a mother  called  me  to  report 
that  her  son,  who  also  had  a previous  reac- 
tion, was  fishing  one  day  when  stung  and 
died.  She  called  because  she  knew  of  the 
work  I was  doing  and  told  me  the  doctor  had 
given  the  boy  antihistamines  to  take  if  stung 
again,  and  asked  if  this  was  right.  I knew  it 
was  too  late  to  save  the  boy's  life,  so  I didn't 
say  anything. 

Dr.  Donald  Cook  of  the  American  Acad- 
emy of  Pediatrics  and  School  Health  Com- 


mittee wrote  in  a letter  to  the  chairman  of 
the  Communications  and  Public  Informa- 
tion Committee  of  the  American  Academy 
of  Pediatrics,  "The  problem  is  this:  (1)  very 
few  school  people,  parents  or  physicians  are 
aware  of  the  potential  seriousness  of  the 
problem.  (2)  If  they  were  aware,  they 
wouldn't  know  what  to  do.  (3)  If  they  did 
know  what  to  do  they  would  be  afraid  to  do 
it  or  (4)  Their  school  administrators  would 
prevent  them  from  doing  it  for  fear  of  a law 
suit. 

It  is  legal  for  a person  having  an  insect 
sting  reaction  to  obtain  an  insect  sting  kit 
but  fatal  reactions  can  and  do  occur  in  per- 
sons with  no  previous  history  of  reaction.  It 
still  amazes  me  when  I hear  at  lectures  I give 
of  a person  who  has  had  a severe  reaction 
previously  and  was  only  given  an  antihista- 
mine to  carry.  This  will  not  save  lives. 

People  do  die  from  anaphylactic  shock 
reactions  to  insect  stings  and  I am  con- 
vinced that  there  are  many  more  not  docu- 
mented because  of  misdiagnosis. 
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THE  Nebraska  Department  of 
Health  has  been  gathering 
data  on  AIDS  since  the  first 
case  was  reported  in  1 983.  At  the  completion  of 
1993,  491  men,  women,  and  children  in  Ne- 
braska had  been  diagnosed  with  this  disease. 
Certainly,  AIDS  is  not  limited  to  Lancaster  and 
Douglas  Counties.  For  example,  since  January 
of  1 983,  1 1 persons  have  been  diagnosed  with 
AIDS  in  the  Panhandle  and  9 in  the  West 
Central  region  of  Nebraska  (See  figure).  It  is 
important  that  primary  care  practitioners 
throughout  our  state  be  familiar  with  HIV  infec- 
tion and  disease.  This  article  will  focus  on  a 
common  circumstance:  the  initial  evaluation  of 
the  asymptomatic  HIV  infected  individual. 

After  a diagnosis  of  HIV  infection  is  con- 
firmed by  serologic  testing,  symptom  review 
and  physical  examination  should  be  performed. 
Specific  questions  should  be  asked  about  weight 
loss,  fever,  diaphoresis,  cough,  dyspnea,  diar- 
rhea, history  of  hepatitis,  history  of  sexually 
transmitted  disease,  and  history  of  skin  condi- 
tions including  Herpes  zoster.  A general  physi- 
cal examination  with  attention  to  the  oral  cavity, 
skin,  and  node  bearing  areas  is  also  productive. 

Certain  tests  need  to  be  done  to  further 
investigate  the  health  status  of  the  HIV  infected 
individual.  These  tests  allow  the  physician  to 
diagnose  unsuspected  concurrentdisease.  Also, 
knowledge  of  baseline  test  results  can  be  useful 
in  the  future  when  symptoms  do  develop. 

These  tests  include: 

1.  CBC  with  differential  and  platelet  count. 

2.  Electrolytes,  BUN,  creatinine. 

3.  Liver  function  tests. 

4.  CD4  (helper)  and  CD8  (suppressor),  Lym- 
phocyte count  (percentages  and  ratio). 

5.  Hepatitis  B surface  antigen  (HBsAG)  and 
Hepatitis  B surface  antibody  (HBsAB). 

6.  VDRL  or  equivalent  serologic  test  for  syphilis. 

7.  Chest  x-ray  (PA  and  lateral). 

8.  PPD  with  control. 


While  the  sedimentation  rate,  P24  antigen, 
beta  2 microglobulin  and  other  tests  have  been 
advocated  by  various  investigators  to  predict 
progression  of  HIV  infection  to  end  stage  (AIDS) 
the  absolute  CD4  lymphocyte  count  remains 
the  most  powerful  prognostic  tool. 

Knowing  the  initial  CD4  count  helps  the 
physician  to  decide  when  to  initiate  Zidovudine 
(AZT)  therapy.  If  the  CD4  counts  is  greater  than 
500  cells  per  cubic  mm.,  a repeat  CD4  count  as 
well  as  a CBC  and  physical  examination  should 
be  done  every  6 months.  If  the  CD4  count 
approaches  500  cells  per  cubic  mm.  or  drops 
quickly,  the  patient  should  be  examined  and 
the  CBC  as  well  as  CD4  should  be  repeated 
every  3 months. 

If  a CD4  count  is  approximately  500  cells  per 
cubic  mm.  or  less,  the  physician  should  con- 
sider initiation  of  Zidovudine  therapy  at  a dose 
of  500  mg.  per  day  ( 1 00  mg.  orally  every  4 hours 
while  awake)  or  200  mg.  3 times  a day.  Once 
the  individual  is  on  Zidovudine  the  CD4  count 
can  be  checked  every  3 months  until  it  reaches 
200  to  250  cells  per  cubic  mm.  At  this  point, 
prophylaxis  against  Pneumocystic  carinii  pneu- 
monia can  be  initiated.  This  can  be  accom- 
plished by  twice  daily  trimethoprim- 
sulfamethoxazole  double  strength  tablets  every 
Monday,  Wednesday,  and  Friday  or  every  week- 
end. Second-line  therapy  consists  of  once 
monthly  aerosolized  Pentamidine  at  a dose  of 
300  mg.  Finally,  Dapsone,  at  a daily  oral  dose  of 
1 00  mg.  provides  alternative  chemoprophylaxis 
for  the  person  who  is  allergic  to  sulfa.  Patients 
on  AZT  and  Sulfa  therapy  should  have  CBC's 
monitored  frequently  to  screen  for  hematologic 
toxicity. 


“Address  correspondence  and  reprint  request  to:  Dr.  Jane 
Roccaforte,  Internal  Medicine  Associates,  P.C.,  Omaha,  Ne- 
braska, 402/552-2917  or  Lesa  Rastede-VanderVeen,  Nebraska 
Department  of  Health  Ryan  White  Coordinator  at  (402)  471- 
2937. 
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CUMULATIVE  CASES  & RATES*  OF  AIDS 
REPORTED  IN  NEBRASKA 

from  1/83  to  6/94  by 
Health  Planning  Regions 


Northern 


N = 543  / RATE  = 34.4 

#CASES  / RATE  PER  100.000 

•BASED  ON  1990  CENSUS  DATA  HIV/AIDS  PROGRAM 

NEBRASKA  DEPARTMENT  OF  HEALTH 


If  both  the  Hepatitis  B surface  antigen  and 
Hepatitis  B surface  antibody  are  negative,  the 
patient  is  a candidate  for  Hepatitis  B vaccina- 
tion. If  the  Hepatitis  B surface  antigen  is  posi- 
tive, the  vaccine  is  of  no  benefit,  and  the  patient 
is  infectious  to  others.  If  the  Hepatitis  B surface 
antibody  is  positive,  the  patient  has  evidence  of 
prior  disease  and  is  no  longer  infectious  to 
others.  The  vaccine  would  be  of  no  benefit  to 
that  patient. 

If  the  VDRL  is  positive,  a confirmatory  test, 
such  as  the  FTA-ABS  should  be  performed.  A 
VDRL  titer  should  be  done  if  the  confirmatory 
test  is  positive.  Infectious  diseases  such  as  syphilis 
can  be  more  aggressive  in  the  HIV  infected 
individual  and  should  be  treated  promptly. 

A chest  x-ray  is  necessary  in  the  assessment 
of  a positive  PPD.  A chest  x-ray  is  also  useful  for 
comparison  purposes  when  and  if  the  patient 
exhibits  pulmonary  symptoms.  In  an  HIV  posi- 
tive person,  a PPD  of  greater  than  or  equal  to  5 
mm.  of  induration  is  considered  significant.  In 
such  a patient,  if  no  evidence  of  active  tubercu- 
losis exists,  prophylactic  INH  is  indicated  at  a 
dose  of  300  mg.  daily  for  6 to  1 2 months. 

HIV  positive  individuals  are  candidates  for 
immunization,  including  a single  pneumo- 
coccal vaccination  and  yearly  influenza  vacci- 
nation given  in  October  or  November.  A series 
of  4 polio  vaccines  should  be  given  to  patients 
and  household  contacts  not  previously  immu- 
nized. Use  only  inactivated  vaccine.  Physicians 
caring  for  patients  living  with  or  frequently 
associating  with  younger  children  should  alert 


the  child's  physician  to  avoid  immunizing  with 
oral  polio  vaccine  as  the  HIV  infected  patient 
could  be  put  at  risk  for  polio. 

One  dose  of  Haemophilus  influenza  type  b 
vaccine  may  be  given,  although  the  efficacy  in 
this  patient  population  is  uncertain.  A diphthe- 
ria and  tetanus  vaccination  should  be  given 
every  10  years,  as  it  would  be  to  the  general 
patient  population.  A single  measles  vaccine 
may  be  indicated  in  patients  born  after  1956 
who  lack  protective  titers.  The  efficacy  is  uncer- 
tain, but  use  of  this  live  vaccine  appears  to  be 
safe. 

Finally,  HIV  infected  patients  may  also  ben- 
efit from  nutritional  evaluation  and  recommen- 
dations. A young  adult  with  HIV  infection  may 
have  little  appreciation  of  this  important  aspect 
of  general  health  maintenance. 

The  initial  evaluation  of  an  HIV  infected 
individual  represents  a significant  investment  in 
time  and  energy  for  both  the  patient  and  the 
primary  care  practitioner.  However,  these 
"healthcare  maintenance"  endeavors  will  stand 
the  patient  in  good  stead  for  the  future. 

For  more  information,  call  or  write  the 
Nebraska  Department  of  Health 
Division  of  Disease  Control 
301  Centennial  Mall  South 
Lincoln,  Nebraska  68509-5007 
(402)471-2937 
or 

CDC  National  AIDS  Hotline 
1 -800-342-AIDS  (2437) 
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INTRODUCTION 

SEVERAL  recent  developments 
have  led  the  study  of  gas- 
trointestinal motility  and  its 
disorders  to  assume  a more  prominent  status  in 
clinical  medicine.  These  include  a tremendous 
blossoming  of  our  understanding  of  gastrointes- 
tinal motor  physiology,  a profusion  of  new 
technologies  which  now  permit  a more  accu- 
rate assessment  of  motor  events  and  finally,  and 
perhaps  of  greatest  importance  to  the  practic- 
ing clinician,  the  arrival  of  a number  of  thera- 
peutic agents  which  offer  promise  in  the  therapy 
of  symptomatic  dysmotility.  This  review  will 
attempt  to  provide  an  overview  of  upper  gas- 
trointestinal motility  disorders  and  will  suggest 
an  approach  to  the  investigation  of  suspected 
dysmotility.  Table  I lists  the  most  common 
clinical  disorders  which  are  either  known  or 
suspected  to  be  related  to  intestinal  motor 
dysfunction  - an  approach  to  the  evaluation  of 
each  of  these  common  syndromes  will  briefly 
outlined. 

Dysphagia  (Figure  1) 

Dysphagia  can  first  be  divided  into  obstruc- 
tive and  non-obstructive  varieties.  Obstructive 
or  "mechanical"  causes  such  as  peptic  stricture, 
esophageal  cancer  and  Schatzki's  ring  are  in- 
deed quite  common  - here  endoscopy  assumes 


TABLE  1 

CLINICAL  MOTILITY  DISORDERS 

Dysphagia 

Castro-esophageal  reflux  disease  (CERD) 
Non-cardiac  chest  pain 

Castroparesis 
Non-ulcer  dyspepsia 

Ileus 

Intestinal  pseudo-obstruction 

Oglivie's  syndrome 
Constipation 
Incontinence 

Irritable  bowel  syndrome 


a primary  role.  For  the  purposes  of  this  review 
we  will  assume  that  organic  causes  have  been 
excluded.  In  terms  of  both  pathophysiology 
and  diagnostic  evaluation,  functional,  or  "non- 
obstructive" dysphagia  can  be  conveniently 
divided  into  two  general  categories,  namely 
oropharyngeal  and  esophageal. 

Among  patients  with  oropharyngeal 
dysphagia,  most  will  have  either  an  underlying 
central  nervous  system  disorder  such  as  cerebro- 
vascular disease,  Parkinson's  Disease,  muscular 
dystrophy,  or  a structural  abnormality  such  as  a 
tumor  of  the  oropharynx.1  For  patients  with 
esophageal  dysphagia,  in  contrast,  primary  dis- 
orders of  the  esophagus  itself  such  as  gastroe- 
sophageal reflux  and  motor  disorders  are  more 
common. 

Important  steps  in  the  evaluation  of  a patient 
with  oropharyngeal  dysphagia  include  a de- 
tailed cine-  or  video-esophagram  as  well  as  an 
ENT  and/or  neurological  evaluation,  as  indi- 
cated.2 Because  of  the  rapidity  with  which 
oropharyngeal  swallowing  events  take  place, 
the  relative  asymmetry  of  the  upper  esoph- 


Figure  1 

An  algorithm  for  the  evaluation  of  dysphagia. 


CINE  (VIDEO) -ESOPHAGRAM  ESOPHAGRAM/ ENDOSCOPY 


OBSTRUCTIVE 


NON-OBSTRUCTIVE 


MANOMETRY 

I 

24  HR  pH  STUDY 
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ageal  sphincter  and  poor  patient  acceptance  of 
perfused  manometric  systems  in  the  orophar- 
ynx, standard  manometry  is  an  inferior  diag- 
nostic tool  in  this  circumstance.  High  fidelity 
solid-state  microtransducer  systems,  available 
in  some  specialized  units,  are  required  for  the 
accurate  registration  of  the  rapid  intraluminal 
pressure  changes  which  occur  in  this  area. 
These  systems  must  also  ensure  sustained  con- 
tact with  the  upper  sphincter  as  it  moves  during 
swallowing.  In  most  institutions,  a video-  or 
cine-esophogram  is  the  most  important  test. 
Important  components  of  the  evaluation  in- 
clude an  assessment  of  cricopharyngeal  func- 
tion, the  detection  of  tracheal  and  naso-pharyn- 
geal  aspiration  and  a determination  as  to 
whether  retraining  may  be  possible.  In  patients 
with  severe  oro-pharyngeal  dysphagia  compli- 
cated by  aspiration  and  malnutrition  percuta- 
neous gastrostomy  feeding  may  be  indicated. 

Among  patients  with  non-obstructive  esoph- 
ageal dysphagia,  primary  motor  disorders  such 
as  achalasia  and  diffuse  esophageal  spasm  are 
important  possibilities.  Here  manometry  as- 
sumes an  important  place  in  the  diagnostic 
work-up.  If  manometry  proves  normal  or  dem- 
onstrates only  non-specific  motor  abnormali- 
ties, gastroesophageal  reflux  disease  should  be 
considered  as  it  is  increasingly  appreciated  that 
reflux  disease  is  a not  uncommon  cause  of 
functional  dysphagia.  When  endoscopy  fails  to 
reveal  evidence  of  esophagitis  and  manometry 
proves  non-diagnostic,  I would  strongly  recom- 
mend therefore,  proceeding  to  a 24  hour  pH 
study. 

Gastroesophageal  Reflux  Disease 

In  contrast  to  other  "acid-peptic  disorders," 
such  as  duodenal  and  gastric  ulceration,  gas- 
troesophageal reflux  disease  (GERD)  encom- 
passes a spectrum  of  clinical  entities  which 
range  from  reflux,  which  we  now  know  to  be 
truly  physiological  at  one  end,  to  chronic  reflux- 
related  esophagitis  complicated  by  Barrett's 
epithelium  and  stricture  formation  at  the  other. 
In  between  these  two  extremes  lie  most  pa- 
tients seen  in  clinical  practice:  those  individuals 
with  reflux-type  symptoms  without  endo- 
scopically  visible  esophagitis  and  those  with 
uncomplicated  esophagitis.  Atypical  presenta- 
tions of  reflux  disease  are  being  increasingly 
recognized  and  include  dysphagia,  non-cardiac 
chest  pain  (to  be  described  below),  chronic 
cough,  laryngitis  and  obstructive  airways  dis- 
ease.3’5 "Endoscopy-negative"  reflux  disease 
appears  to  be  particularly  prevalent  among 
these  latter  groups.  In  many  instances  therefore, 


the  diagnosis  of  reflux  and  its  incrimination  as  a 
cause  of  a patient's  symptom(s)  depends  on  the 
separation  of  "normal"  from  "abnormal"  reflux. 

With  regard  to  the  definition  of  reflux  disease 
per  se,  endoscopy  remains  the  primary  tool. 
Where  endoscopy  proves  normal,  24-hour  pH 
monitoring  assumes  an  important  role  in  diag- 
nosis, despite  its  limitations.6  A 24-hour  pH 
study  which  either  reveals  a degree  of  reflux 
which  is  clearly  in  the  pathological  range  or 
which  identifies  a consistent  association  be- 
tween the  patient's  symptom(s)  and  episodes  of 
reflux  is  extremely  helpful  in  planning  manage- 
ment. While  manometry  does  not  play  a major 
role  in  the  diagnosis  of  GERD  it  does  define  the 
location  of  the  lower  esophageal  sphincter  and 
thus  permits  accurate  placement  of  the  pH 
probe.  Manometry  does  however  have  an  im- 
portant role  in  the  overall  assessment  of  the 
reflux  patient.  Firstly,  manometry  will  help  to 
define  those  patients  with  primary  esophageal 
motor  disorders  who  are  predisposed  to  reflux, 
namely  those  with  scleroderma  and  mixed  con- 
nective tissue  disorders.  Although  rare,  the  im- 
portance of  identifying  these  patients  who  com- 
monly present  with  severe  reflux  disease  can- 
not be  overemphasized  as  they  will  have  disas- 
trous results  from  anti-reflux  procedures.  Sec- 
ondly, manometry  can  delineate  secondary 
changes  in  esophageal  motor  function  related 
to  long-standing  reflux  disease  and  will  thereby 
detect  those  patients  with  severely  impaired 
peristalsis  who  are  likely  to  suffer  dysphagia 
following  a fundoplication.  Finally,  manometry 
can  determine  those  reflux  patients  with  a 
markedly  hypotensive  lower  esophageal  sphinc- 
ter pressure  who  it  has  been  suggested,  may 
not  respond  well  to  medical  therapy  and  should 
therefore  be  considered  at  an  early  stage  for 
anti-reflux  surgery. 

"Non-cardiac"  Chest  Pain 

Patients  with  "non-cardiac"  chest  pain  repre- 
sent a common  and  difficult  diagnostic  problem 
for  the  practicing  clinician.  By  definition  their 
symptom  is  unexplained  despite  an  exhaustive 
cardiological  work-up.  For  many,  the  esopha- 
gus may  be  the  source  of  the  problem.  Exten- 
sive study  over  the  past  several  years  has  yielded 
some  consistent  findings.  Firstly,  it  is  now  clear 
that  gastroesophageal  reflux  is  the  most  com- 
mon esophageal  cause  of  non-cardiac  chest 
pain  and  that  this  diagnosis  is  most  likely  to  be 
provided  by  a 24-hour  pH  study/  Secondly, 
though  such  classical  motility  disorders  as 
achalasia  and  diffuse  esophageal  spasm  may, 


368  Nebraska  Medical  Journal  November  1994 


on  occasion,  present  with  chest  pain,  primary 
dysmotility  is  less  prevalent  among  this  patient 
population  than  previously  suspected.8  All  nev- 
ertheless deserve  a detailed  manometric  evalu- 
ation as  the  treatment  of  reflux  and  dysmotility 
are  quite  different.  Incorrect  treatment  for  one 
when,  indeed,  the  other  is  the  primary  problem 
may  lead  to  an  exacerbation  of,  rather  than  an 
improvement  in,  symptoms.  Finally,  it  is  also 
clear  that  even  where  abnormal  motility  is  un- 
covered, reflux  may  still  be  the  primary  prob- 
lem, such  "dysmotility"  commonly  representing 
a secondary,  reflux-induced  phenomenon.9  For 
this  reason,  I strongly  recommend  that  patients 
with  chest  pain  in  whom  a cardiac  etiology  has 
been  excluded  should  be  subjected  to  an  evalu- 
ation for  both  reflux  and  dysmotility;  this  can  be 
conveniently  performed  by  the  combination  of 
manometry  and  a 24-hour  pH  study.  Ambula- 
tory 24-hour  esophageal  manometry  and  pH- 
metry  are  emerging  as  diagnostic  tools  for  non- 
cardiac chest  pain. 

Functional  (non-ulcer)  Dyspepsia 
and  Gastroparesis 

The  classical  symptoms  of  impaired  gastric 
emptying  (gastroparesis)  are  postprandial  pain 
and  late  post-prandial  vomiting  of  partially  undi- 
gested food;  symptoms  such  as  bloating,  nau- 
sea and  early  satiety  may  also  be  prominent. 
Important  causes  of  gastroparesis  include  dia- 
betes, scleroderma,  post-partial  gastrectomy  and 
anorexia  nervosa.  In  some,  no  underlying  cause 
can  be  identified  - a condition  termed  idiopathic 
gastroparesis.  In  patients  with  diabetic 
gastroenteropathy,  problems  with  diabetic  con- 
trol and  in  particular  frequent  hypoglycemic 
episodes  may  be  the  only  manifestation  of 
gastroparesis.  A solid-phase  gastric  emptying 
study  is  a sensitive  test  for  diabetic  and  indeed 
any  other  form  of  gastroparesis,  and  has  proven 
to  be  an  important  starting  point  in  the  evalua- 
tion of  patients  with  suspected  gastric  dysmotility. 
Though  somewhat  time  consuming,  this  test  is 
very  well  tolerated  and  can  therefore  be  re- 
peated at  intervals  to  assess  progress  or  re- 
sponse to  therapy. 

Functional  dyspepsia  is  a term  applied  to 
those  patients  with  dyspeptic  symptoms  with- 
out proven  peptic,  reflux  or  biliary  tract  disease. 
The  etiology  of  functional  dyspepsia  is  unclear, 
but  factors  such  as  H.  pylori  infection,  psycho- 
logical stress,  dysmotility,  altered  vagal  tone 
(with  associated  fundic  and  antral  abnormalities 
in  response  to  food)  and  abnormal  sensation/ 
perception,  have  all  been  proposed  and  inves- 


tigated. The  status  of  idiopathic  gastroparesis 
and  its  contribution  to  the  syndrome  of  func- 
tional dyspepsia  are  uncertain.10-11  Several  re- 
cent reports  have  consistently  described  a sub- 
group of  patients,  typically  young  females,  who 
present  with  post-prandial  distress,  exhibit  de- 
layed gastric  emptying,  and  on  manometric 
study  are  found  to  have  abnormal  antral  motil- 
ity. It  has  been  suggested,  though  perhaps  not 
proven,  that  this  subgroup  is  likely  to  respond 
to  prokineticagents.  Motility  abnormalities  most 
frequently  described  among  this  group  include 
an  inability  to  generate  the  normal  antral  motor 
response  to  feeding  and  a relative  antral  hypo- 
motility  during  fasting.12 

In  the  evaluation  of  patients  with  unexplained 
vomiting,  bloating  or  other  forms  of  post-prandial 
distress,  a gastric  emptying  study  should  there- 
fore be  considered  and  should  this  prove  abnor- 
mal further  evaluation  of  foregut  motility  con- 
templated. From  a patient's  point  of  view,  this 
can  now  be  performed  with  relative  conve- 
nience using  an  ambulatory  manometry  system 
which  includes  solid-state  miniature  transduc- 
ers and  compact  data  storage  systems.  The 
recording  catheter  assembly  is  placed  in  the 
antrum  and  duodenum  under  fluoroscopic  con- 
trol and  the  patient  allowed  to  return  home 
while  recordings  continue  under  relatively  "nor- 
mal" conditions.  The  patient  returns  on  the 
following  day  for  retrieval  of  catheter  and  re- 
corder and  analysis  of  the  motility  study  using 
computer  software. 

Small  intestinal  dysmotility 

Small  bowel  manometry  is  also  useful  in  the 
evaluation  of  patients  with  ileus  and  in  differ- 
entiating patients  with  organic  obstruction  from 
those  rare  cases  of  intestinal  pseudo-obstruc- 
tion.13-14 Small  intestinal  manometry  may  also 
help  to  separate  myopathic  diseases  such  as 
scleroderma,  which  feature  low  amplitude  con- 
tractions, from  neurogenic  diseases  such  as 
diabetes,  degenerative  neuropathies  and  other 
myenteric  plexus  disorders,  all  characterized  by 
disorganized  motor  patterns.  Also  of  interest  is 
that  patients  with  irritable  bowel  have  had 
patterns  of  minute  cluster  contractions  found 
on  manometry,15  though  the  significance  of  this 
is  unclear  when  compared  to  normal  controls. 
Studies  such  as  small  bowel  manometry  take  on 
more  importance  with  the  advent  of  new 
prokinetic  agents  which  may  prove  increas- 
ingly important  in  directing  therapy. 

Colonic  and  Anorectal  Function 

A major  stimulus  for  the  assessment  of  co- 
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Ionic  and  anorectal  function  in  patients  with 
constipation  has  been  the  evolution  and  wide 
acceptance  of  the  concept  of  two  main  categories 
of  constipation.  Indeed,  separate  therapeutic 
strategies  have  been  developed  based  on  this 
subdivision.  According  to  this  concept,  consti- 
pation may  arise  either  as  a result  of  colonic 
inertia  (slow-transit  constipation)  or  pelvic  floor 
and  anal  sphincter  dysfunction  (outlet  constipa- 
tion). Slow  transit  constipation  typically  occurs 
among  young  females  and  when  severe  and 
intractable  has  been  reported  to  respond  well 
to  subtotal  colectomy.  Individuals  with  outlet 
constipation,  in  contrast,  demonstrate  normal 
colonic  motility;  their  primary  problem  being  in 
the  coordination  of  the  defecatory  process. 
Because  of  a failure  to  integrate  muscles  of  the 
anal  sphincter  and  pelvic  floor,  defecation  be- 
comes ineffective  or  even  obstructed.  Needless 
to  say,  subtotal  colectomy  proves  disappoint- 
ing in  these  patients.  One  of  the  principle  goals 
of  motility  testing  in  constipation  therefore,  has 
been  to  differentiate  between  these  two  board 
categories  and  thereby  to  direct  therapeutic 
efforts  (Fig.  2). 


Figure  2 

An  algorithm  for  the  evaluation  of  constipation. 
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Colon  transit  can  be  measured  quite  simply 
and  with  reasonable  accuracy  by  the  ingestion 
of  radiopaque  markers  contained  in  a single 
gelatin  capsule  on  each  of  three  consecutive 
days  and  by  the  radiological  assessment  of  their 
progress  on  a plain  abdominal  film  taken  on  the 
fourth  day;  colon  transit  can  then  be  calculated 
from  a simple  formula.16  By  using  markers  of 
different  shapes,  or  more  sophisticated  radio- 
nuclide techniques,  some  have  even  gone  on  to 
evaluate  transit  within  different  parts  of  the 
colon. 


Defecography,  anorectal  manometry  and 
balloon  expulsion  tests  are  but  some  of  the 
techniques  which  have  been  developed  to 
evaluate  "outlet"  function.  Defecography  can 
assess  the  effectiveness  of  the  defecation  pro- 
cess by  monitoring  pelvic  floor  descent  and 
straightening  of  the  anorectal  angle  - two  impor- 
tant events  during  normal  defecation  - while  the 
patient  defecates  a barium  paste  placed  in  the 
rectum.  Anorectal  manometry  is  utilized  to 
evaluate  rectal  sphincter  function  and  with  the 
use  of  air-filled  balloons,  can  evaluate  rectal 
sensation.  Rectal  sensation  has  been  found  to 
be  impaired  in  some  forms  of  constipation  - 
including  idiopathic  slow  transit  constipation  in 
young  women.17  In  some  centers  direct  elec- 
tromyography of  the  sphincter  and  pelvic  floor 
muscle  may  also  be  performed  to  provide  a 
more  detailed  assessment  of  the  path- 
ophysiologic process. 

Incontinence  is  a common  and  socially-dis- 
ablingcondition.  Manyfactors  maybe  involved; 
integrity  of  the  anal  sphincter,  rectal  sensation 
and  stool  consistency.  Here  again,  tests  of 
anorectal  function  not  only  serve  to  facilitate 
diagnosis,  but  also  guide  therapy.  Manometry, 
with  radial  mapping  of  sphincter  function,  may 
outline  a focal  defect  resulting,  for  example, 
from  previous  surgery.  Anorectal  ultrason- 
ography (endorectal  ultrasound)  is  now  emerg- 
ing as  a very  sensitive  and  accurate  technique 
for  the  evaluation  of  sphincter  integrity.  A care- 
ful manometric  study  may  also  provide  the  first 
clues  of  a neurogenic  defect  which  can  be 
further  evaluated  by  anorectal  electromyogra- 
phy and  nerve  conduction  studies.  It  stands  to 
reason  that  the  identification  of  the  integrity  of 
the  extrinsic  nerve  supply  to  the  sphincters 
should  be  a prerequisite  to  any  attempt  at 
surgical  repair  - restoring  muscular  integrity  is 
unlikely  to  succeed  if  the  muscle  is  also  dener- 
vated.  Manometry  may  also  be  used  to  guide 
biofeedback  therapy  in  patients  with  inconti- 
nence and  outlet-type  constipation. 


Conclusions 

The  modern  motility  lab  can  call  upon  a 
number  of  sophisticated  tools  to  facilitate  the 
evaluation  of  patients  with  suspected 
dysmotility.  Considerable  experience  has  been 
accumulated  with  these  techniques  and  guide- 
lines have  been  developed  to  facilitate  their 
optimum  use. 
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THE  practice  of  pediatric  cardiol- 
ogy and  pediatric  cardiotho- 
racic surgery  has  changed  ap- 
preciably over  the  past  decade.  Improvements 
in  cardiac  imaging,  catheter-directed  interven- 
tions, and  trends  toward  earlier  anatomic  surgi- 
cal repair  highlight  the  changes  in  this  subspe- 
cialty. Neonatal  repair  of  transposition  of  the 
great  vessels  is  a prime  example  of  the  evolu- 
tion of  care  of  patients  with  congenital  heart 
disease. 

Transposition  of  the  Great  Arteries 

Transposition  of  the  great  arteries  denotes  a 
condition  in  which  the  atrioventricular  connec- 
tion is  concordant  (RA  to  RV,  LA  to  LV)  with  the 
ventriculo-arterial  connection  being  discordant. 
(RV  to  aorta,  LV  to  PA).  Approximately  75%  of 
children  born  with  TGA  have  an  intact  or  nearly 
intact  ventricular  septum,  while  the  remainder 
have  a ventricular  communication.  The  physiol- 
ogy of  transposition  is  predominated  by  the  fact 
that  deoxygenated  (blue)  blood  returns  to  the 
heart,  only  to  be  pumped  from  the  right  ven- 
tricle to  the  systemic  circulation  (aorta).  Oxy- 
genated (red)  blood  returns  to  the  pulmonary 
venous  atrium  only  to  be  pumped  by  the  left 
ventricle  to  the  lungs  again.  This  example  of 
parallel  circuits  is  incompatible  with  life  unless 
adequate  mixture  of  the  two  circuits  is  allowed. 
This  mixing  of  oxygen  and  deoxygenated  blood 
can  occur  through  an  atrial  or  ventricular  com- 
munication, or  at  the  level  of  the  ductus  arterio- 
sus. 

Clinical  Presentation 

Infants  born  with  transpositon  of  the  great 
vessels  present  with  varying  degrees  of  cyanosis. 
The  level  of  cyanosis  is  dependent  on  the 
amount  of  cardiac  mixing.  Commonly,  patients 
do  not  have  any  cardiac  murmurs. 

Historical  Perspective 

In  1 959,  Senningaccomplishedthefirstphysi- 
ologic  correction  of  transpositon  of  the  great 
arteries  using  the  native  right  atrial  wall  and 
atrial  septum  to  redirect  or  switch  the  venous 
inflow,  leaving  the  RV  pumping  oxygenated 
blood  to  the  aorta.  An  initial  attempt  was  made 


to  switch  the  great  vessels  but  technical  prob- 
lems led  Mustard  to  modify  Sennings  atrial 
repair  incorporating  an  intra-atrial  pericardial 
baffle  after  excision  of  the  atrial  septum.  These 
two  atrial  techniques  were  accepted  world- 
wide as  the  treatment  of  choice  for  transpositon 
of  the  great  vessels  for  many  years.  In  1976 
Jatene  from  Sao  Paulo,  Brazil  reported  a suc- 
cessful technique  for  switching  the  great  vessels 
and  translocating  the  coronary  arteries. 

Why  Arterial  Rather  than  Atrial  Switch? 

A great  deal  of  anatomic  and  physiologic 
data  support  the  concept  that  the  left  ventricle 
is  better  suited  than  the  right  ventricle  to  func- 
tion as  a systemic  pump.  The  right  ventricular 
cavity  is  crescent  shaped  and  its  bellows-like 
contraction  pattern  is  ideally  suited  for  pump- 
ing against  the  low  resistance  pulmonary  cir- 
cuit. In  contrast,  the  left  ventricle  is  ellipsoid 
shaped  and  its  concentric  contraction  favors 
the  pressure  work  required  to  pump  to  the 
systemic  circulation.  Although  many  patients 
have  functioned  well  after  the  Senning  or  Mus- 
tard procedure,  increasing  data  support  the 
concept  that  the  morphologic  right  ventricle  is 
likely  to  become  dysfunctional  when  used  long 
term  as  a systemic  ventricle.  Virtually  all  pa- 
tients post  artial  switch  have  an  abnormal  ejec- 
tion fraction  response  to  stressful  exercise.  Sig- 
nificant tricuspid  valvular  regurgitation,  atrial 
and  ventricular  arrhythmias,  pump  failure  and 
sudden  death  have  been  reported  as  late  com- 
plications after  the  atrial  inversion  procedure. 
Intuitively,  the  arterial  switch  procedure,  which 
allows  the  left  ventricle  to  be  the  systemic 
pump,  is  extremely  attractive. 

Management 

In  the  past,  patients  born  with  TGA  under- 
went cardiac  catheterization  with  balloon  atrial 
septostomy  in  the  first  week  of  life  to  promote 
adequate  venous  mixing  between  the  two  par- 
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Division  of  ascending  aorta  approximately  1 cm  distal  to 
valve  commissures.  Patient  ductus  arteriosus  divided. 


Excision  of  left  and  right  coronary  arteries  with  generous 
patch  of  aortic  wall.  Division  of  main  pulmonary  artery. 
Excision  of  segments  of  pulmonary  artery  wall  (see  inset), 
transfer  of  coronary  arteries,  and  anastomosis  of  both  left 
and  right  coronary  arteries  into  neoaorta. 


Distal  pulmonary  artery  is  brought  anterior  to  the  ascend- 
ing aorta  (LeCompte  maneuver).  Anastomosis  of  proxi- 
mal neoaorta  to  distal  aorta. 


Coronary  site  from  neopulmonary  artery  filled  with  peri- 
cardial patches  (see  inset).  End-to-end  anastomosis  be- 
tween the  proximal  neopulmonary  artery  segment  and 
the  distal  pulmonary  artery.  The  branch  pulmonary  arter- 
ies were  extensively  mobilized  at  the  beginning  of  the 
procedure. 

(Reprinted  with  permission  from  Long  WA.  Fetal  & Neonatal  Cardiology, 
Philadelphia,  W.B.  Saunders,  1990;  Figures  1,2  pg792,  Figures  3,4  pg.  793). 
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allel  circuits.  The  patients  then  underwent 
Mustart  or  Senning  procedure  at  six  months  to 
one  year  of  age. 

Presently,  cardiac  catheterization  is  not  al- 
ways indicated  for  patients  with  transposition 
of  the  great  vessels.  Balloon  atrial  septostomy  is 
performed  only  when  the  patient  has  inad- 
equate mixing  and  surgical  repair  cannot  be 
performed  in  an  expedient  manner.  With  im- 
provements in  echocardiography,  fewer  pa- 
tients will  need  cardiac  catheterization  to  de- 
fine coronary  artery  anatomy. 

For  simple  transpostion,  the  arterial  switch  is 
performed  in  the  first  14  days  of  life.  Although 
safely  performed  after  three  weeks  of  age, 
surgical  mortality  increases  with  increasing  pa- 
tient age.  The  physiologic  basis  for  this  age- 
dependent  mortality  is  involution  of  left  ven- 
tricular muscle  mass  as  pulmonary  vascular 
resistance  drops.  The  left  ventricle  becomes 
"unprepared"  to  serve  as  the  systemic  pump.  In 
TGA  with  a large  ventricular  septal  defect  and 
equal  right  and  left  ventricular  pressures,  the 
arterial  switch  procedure  can  be  performed  at 
a later  time,  although  the  risk  of  pulmonary 
hypertension  also  increases  in  these  patients. 


Few  contraindications  to  performing  the  ar- 
terial switch  procedure  exist.  One  major  prob- 
lem, however,  is  obstruction  to  left  ventricular 
outflow  at  the  level  of  the  pulmonary  valve  or 
subvalve  level  that  may  preclude  using  this  as 
the  neo-aortic  valve.  Some  coronary  artery  ar- 
rangements, including  single  coronary,  may 
increase  the  surgical  risk  although  nearly  all 
arrangements  can  be  translocated  successfully. 
Switching  of  the  great  vessels  and  coronary 
arteries  is  depicted  in  Figures  1-4. 

Follow-up 

Longer  term  follow-up  data  is  now  becoming 
available  for  patients  with  TGA  who  undergo 
the  Jatene  arterial  switch  procedure.  Unlike 
patients  with  the  Senning  or  Mustard  proce- 
dure, oxygen  delivery  and  exercise  tolerance 
are  normal.  The  patients  do  not  appear  at  risk 
for  significant  arrthythmias  or  sudden  death. 
Life-long  effects  of  coronary  reimplantation  are, 
as  yet,  unknown,  but  circumferential  growth  of 
the  coronary  buttons  and  the  great  arteries  has 
been  documented. 

Conclusions 

Despite  being  born  with  complex  cyanotic 
heart  disease,  the  future  looks  very  bright  for 
patients  who  undero  a successful  arterial  switch 
procedure  for  transpostion  of  the  great  vessels. 
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Forefoot  pain  is  a frequent  complaint  of  indi- 
viduals presenting  to  an  orthopaedic  surgeon  or 
family  practitioner.  Frequently  the  pain  localizes 
to  the  second  metatarsophalangeal  joint.  Dis- 
comfort at  this  location  may  be  secondary  to 
degenerative  arthritis,  an  interdigital  neuroma, 
local  mainifestations  of  systemic  arthritis,  syn- 
ovial cysts,  osteonecrosis  of  the  metatarsal  head, 
and  non-traumatic  synovitis  of  the 
metatarsophalangeal  joint.1 2 3 Non-traumatic 
synovitis  frequently  involves  the  second  MTP 
joint,  may  mimic  an  interdigital  neuroma,  and 
may  go  unrecognized.3  It  is  the  purpose  of  this 
report  to  present  a case  of  this  disorder  and  to 
briefly  discuss  its  treatment. 

CASE  REPORT 

SK  is  a 55  year  old  female  who  presented  with 
left  forefoot  discomfort.  She  had  a previous 
history  of  borderline  diabetes  for  eight  years 
controlled  with  Clucotrol  and  diet.  Her  past 
surgical  history  is  remarkable  for  an  excision  of  a 
left  third  interspace  neuroma  as  well  as  a second 
toe  hammertoe  procedure.  At  the  time  of  presen- 
tation she  complained  of  numbness  and  tingling 
throughout  multiple  lesser  toes.  She  also  had 
focal  discomfort  on  palpation  of  the  second  and 
third  metatarsal  heads  of  the  left  foot. 

Her  physical  examination  was  remarkable  for 
a longitudinal  incision  over  the  interspace  be- 
tween the  3rd  and  4th  toes  as  well  as  transverse 
incision  over  the  second  PIP  joint.  Examination 
also  showed  slightly  decreased  sensation  over 
the  left  third  toe  and  prominent  plantar  calluses 
over  the  2nd  and  3rd  metatarsal  heads.  The 
patient  had  a small  third  toe  hammertoe  defor- 
mity. Doppler  and  monofilament  examinations 
were  normal.  The  foot  mat  showed  prominent 
metatarsal  heads  at  the  2nd  and  3rd  toes.  AP  and 
lateral  radiographs  (fig.  la,  1b)  demonstrated 
sublxation  of  the  left  2nd  metatarsophalangeal 
joint  and  frank  dorsal  dislocation  of  the  3rd 
metatarsophalangeal  joint.  Based  on  the  normal 
monofilament  examination  the  patient's  com- 
plaints of  tingling  were  not  attributable  to  a 
peripheral  neuropathy.  Her  second  and  third  toe 
metatarsalgia  was  secondary  to  the  subluxation 
and  dislocation  respectively.  Lastly,  the  patient 


had  some  discomfort  secondary  to  the  3rd  ham- 
mertoe deformity. 

The  patient  was  treated  with  a left  2nd  toe 
MTP  arthroplasty,  a left  3rd  toe  MTP  arthroplasty 
and  a left  3rd  toe  hammertoe  procedure.  Addi- 
tionally, the  patient  had  a negative  exploration  of 
the  3rd  and  4th  interspace  for  residual  neuroma. 
Postoperative  AP  and  lateral  radiographs  (Fig. 
2a,  2b)  show  reduction  of  the  metatarsopha- 
langeal joints.  Surgical  intervention  involved  re- 
lease of  the  dorsal  capsule,  extenor  tendon  and 
collateral  ligaments  of  the  MTP  joints  of  the  2nd 
and  3rd  toes  with  excision  of  a small  amount  of 
the  distal  aspect  of  the  2nd  and  3rd  metatarsal 
bones  as  well  as  a portion  of  the  proximal 
phalanx  of  the  third  toe.  The  hammertoe  was 
corrected  with  a standard  hammertoe  proce- 
dure including  resection  of  a small  portion  of  the 
distal  aspect  of  the  3rd  proximal  phalanx. 

DISCUSSION 

The  etiology  of  metatarsophalangeal  joint 
subluxation  and  dislocation  is  not  conclusively 
known.4  Synovitis  in  that  joint  can  led  to 
subluxation  and  subsequently  to  frank  disloca- 
tion with  the  development  of  metatarsalgia.  A 
long  second  ray  may  cause  the  phalanx  to  ride 
dorsally.15  This  in  turn  leads  to  shortening  of  the 
extensor  tendon  and  dorsal  capsule  with  elonga- 
tion of  the  plantar  capsule.  Normal  dorsiflexion 
of  the  MTP  joint  during  walking  tends  to  exacer- 
bate the  deformity.3  6 The  deformity  may  be  seen 
in  association  with  hallux  valgus  leading  to  lateral 
and/or  dorsal  deviation  of  the  2nd  toe  relative  to 
the  metatarsal  bone.2  3'6  Another  variation  seen  in 
individuals  who  have  crossover  toes  involves 
medial  diviation  of  the  proximal  phalanx.1  Finally, 
the  base  of  the  proximal  phalanx  of  the  3rd  toe 
may  impinge  upon  the  metatarsal  head  of  the 
2nd  toe  giving  rise  to  medial  and/or  dorsal 
subluxation  of  the  second  toe  proximal  pha- 
lanx.12'3 Symptoms  typically  involve  pain  in  the 
intermetatarsal  space  particularly  with  ambulation. 
Additionally,  there  is  pain  directly  under  the 
metatarsal  head.  Typically  there  is  no  rest  pain.  In 
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FIGURE  1 A 

Preoperative  AP  radiograph 


FIGURE  IB 

Preoperative  lateral  radiograph 


contrast  to  the  pain  of  an  interdigital  neuroma 
there  is  typically  no  radiation  of  pain  to  the  toes 
or  numbness.  Additionally,  compression  of  the 
transverse  metatarsal  arch  usually  does  not  elicit 
pain.2  There  may  be  pain  dorsally  over  the  MTP 
joint  secondary  to  the  over-riding  proximal  pha- 
lanx. Additionally,  patients  may  have  a painful 
intractable  plantar  keratosis  overlying  the  meta- 
tarsal head.1,2'3  Attempts  to  vertically  sublux  the 
toe  may  place  pressure  on  the  plantar  capsule 
and  lead  to  pain.5  Patients  may  present  with 
either  a subluxation  or  dislocation  that  is  readily 
correctable  or  with  a complete  dislocation  that  is 
not  reducible.  A third  type  is  a complete  disloca- 
tion with  an  associated  hammertoe  deformity  as 


seen  in  the  3rd  toe  of  our  index  case.3  Lastly, 
patients  may  present,  as  previously  mentioned, 
with  a cross-over  toe  deformity.1-3 

Importantfindings  on  anterior-posterior  radio- 
graphs include  a decrease  in  the  normal  2-3mm 
clear  space  at  the  articular  surface  of  the 
metatarsophalangeal  joint,  overlap  of  the  proxi- 
mal phalanx  and  the  metatarsal  head,  and  a 
change  in  the  normal  1 2°  lateral  inclination  of  the 
proximal  phalanx  relative  to  the  metatarsal  shaft. 
On  the  lateral  projection  the  proximal  phalanx  is 
seen  dorsal  to  the  metatarsal.2 

Initial  management  typically  is  conservative 
particularly  in  the  setting  of  subluxation  prior  to 
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frank  dislocation.  Discomfort  often  can  be  con- 
trolled with  the  use  of  taping,  a toe  loop,  appro- 
priate extra  depth  shoes,  metatarsal  pads,  lower- 
ing of  the  heel,  and  non-steroidal  anti-inflamma- 
tory medications.2  3 5 If  patients  fail  conservative 
therapy  then  surgical  therapy  is  considered.  For 
patients  with  a reducible  subluxation  or  disloca- 
tion the  dorsal  capsule  and  collateral  ligaments 
are  released  and  the  extensor  tendon  is  length- 


FIGURE  2A 

Postoperative  AP  radiograph 


ened.  A synovectomy  is  performed  to  help  de- 
compress the  joint.  Adhesions  are  released  be- 
tween the  plantar  capsule  and  metatarsal  head.  If 
the  joint  remains  reduced  in  dorsiflexion  routine 
closure  is  performed.  The  toe  is  held  in  slight 
plantar  flexion  for  3-6  weeks  with  either  a dress- 
ing or  a K-wire.2'3'5  In  more  recalcitrant  cases  with 
complete  dislocation,  the  initial  dorsal  release  is 
performed  and  the  distal  portion  of  the  metatar- 
sal head  is  removed  as  well  in  order  to  further 
decompress  the  joint.  If  patients  have  an  associ- 
ated plantar  keratosis  then  a plantar  condylectomy 
is  performed.  The  stability  is  again  checked  in 
dorsiflexion  and  then  after  routine  closure,  K- 
wire  fixation  again  holding  the  toe  in  plantar 
flexion  is  done  for  3-6  weeks.2-3'5  A flexor  tendon 
transfer  often  is  necessary  to  transfer  a plantar 
flexion  force  to  the  proximal  phalanx  for  addi- 
tional stability.12  For  individuals  presenting  with 
an  associated  hammertoe  deformity  the  surgical 
procedure  for  the  metatarsophalangeal  joint  dis- 
location is  performed  as  already  described  and 
the  hammertoe  is  then  corrected  with  a dorsal 
transverse  incision  over  the  PIP  joint  with  exci- 
sion of  the  distal  protion  of  the  proximal  pha- 
lanx.23 Some  authors  also  recommend  releasing 
the  long  flexor  tendon.3  Lastly,  individuals  pre- 
senting with  a cross-over  toe  may  have  subluxation 
at  the  MTP  joint.1  This  is  addressed  with  dorsal 
and  mediolateral  capsulotomy,  appropriate  cap- 
sular reefing,  and  a transfer  of  the  flexor  digitorum 
longus  tendon  to  the  medial  and  lateral  sides  of 
the  proximal  phalanx  with  the  toe  held  in  20°  of 
plantar  flexion.1  If  there  is  frank  dislocation  at  the 
MTP  joint  in  association  with  a crossover  toe, 
resection  of  a portion  of  the  metatarsal  head 
typically  is  necessary  in  order  to  reduce  that 
joint.1  partial  proximal  phalanx  excision  and  sub- 


FIGURE  2B 

Postoperative  lateral  radiograph 
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total  webbing  is  an  alternative  approach  to  ad- 
dress subluxation  or  dislocation  at  the 
metatarsophalangeal  joint.6 

In  summary,  patients  frequently  complaining 
of  forefoot  pain  may  have  subtle  radiographic 
findings  of  subluxation  of  the  metatarsopha- 
langeal joint.  Often  this  may  be  unrecognized 
and  the  patient's  discomfort  may  be  incorrectly 
attributed  to  an  interdigital  neuroma.  Particularly 
when  the  pain  occurs  at  the  second  toe,  an 
uncommon  area  for  an  interdigital  neuroma, 
clinical  suspicion  of  2nd  metatarsophalangeal 
joint  synovitis  and/or  subluxation  should  be 
aroused.  Initial  management  is  conservative  with 
non-steroidal  anti-inflammatory  medications,  a 
toe  loop,  and  extra  depth  shoes.  Should  the 
patient  fail  these  measures  then  orthopaedic 
referral  for  possible  surgical  intervention  is  ap- 
propriate. 
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ALLIANCE 


Domestic  Violence  — Think  About  It! 


LYNNE  RUSTAD 

Legislation  Chair 


Domestic  violence  knows  no  color,  race, 
political  affiliation,  social  economic  status  or 
age. 

It  is:  The  leading  cause  of  injury  to  women! 
More  common  than  accidents,  muggings  or 
rape. 

• Every  1 7 seconds  a woman  is  the  victim  of 
a violent  crime 

• Nine  (9)  out  of  ten  (10)  women  who  are 
murdered  are  killed  by  men 

• Four  (4)  out  of  five  (5)  are  murdered  at 
home 

• Three  (3)  out  of  (4)  are  killed  by  their 
husbands 

76%  of  all  women  coming  to  Nebraska's 
network  for  domestic  violence  programs  re- 
ported injury  resulting  from  battery. 

30%  of  all  pregnant  women  are  battered. 

35%  of  all  women  seeking  treatment  in  emer- 
gency rooms  have  been  battered. 

50%  of  the  women  in  chemical  treatment 
centers  are  victims  of  battering. 

Battering  precipitates  one  (1 ) in  every  five  (5) 
suicide  attempts. 

From  June  1 , 1 993  to  June  30, 1 994,  through- 
out Nebraska,  68,061  calls  were  made  to  Do- 
mestic Crisis  Hot  Lines. 

And  for  every  woman  who  is  a victim  of 
domestic  violence  — there  are  other  victims  . . . 
her  children. 

Every  year  3.3  million  children  witness  their 
fathers  beating  their  mothers. 

Children  in  homes  where  domestic  violence 
occurs  are  physically  abused  or  seriously 
neglected  at  a higher  rate  of  1 .500%  higher 
than  the  national  average. 

Physical  abuse  of  children  in  violent  homes  is 
129%  higher  than  non-violent  homes. 

70%  of  children  who  stay  at  battered  women's 
shelters  have  been  abused  or  neglected. 


DOMESTIC  VIOLENCE  AFFECTS 
A CHILD  FOR  A LIFE  TIME 

• The  most  common  factor  among  pregnant 
teens  is  that  they  grew  up  in  violent  homes. 

• Children  who  witness  violence  in  their 
homes  are  25%  more  likely  to  commit 
sexual  assault. 

• 6%  more  likely  to  commit  suicide. 

• 74%  more  likely  to  commit  a crime  against 
another  person. 

• 50%  more  likely  to  use  alcohol  and  drugs. 

Over  5,000  women  ran  from  their  homes 
with  their  children  to  the  safety  of  shelters  last 
year  in  Nebraska,  along  with  them  . . . their 
children. 

It  is  imperative  that  we  look  at  these  women 
and  their  children  and  recognize  who  they  are, 
what  they  have  survived  and  what  they  need 
from  us. 

Violence  against  women  is  an  urgent  public 
health  problem  that  has  devastating  physical 
and  emotional  consequences  for  women  and 
children. 

They  need  an  understanding  from  their  com- 
munity and  lawmakers  and  a caring  commit- 
ment from  the  medical  community. 

This  is  one  woman's  story. 

"After  each  beating  I drove  myself  to  the 
hospital  with  two  babies  under  my  arms,  and  1 4 
times,  doctors  patched  me  up  and  sent  me  back 
home.  Not  once  did  they  question  my  story 
about  bumping  into  doors.  Even  the  pediatrician 
who  saw  me  on  regular  basis,  never  questioned 
the  obvious  marks." 

Gloria,  a 45  year  old 
Omaha  business  woman 

Are  you  interested  in  helping  to  sponsor  a bill 
that  will  protect  women  like  Gloria  and  her 
children? 

Please  call  with  your  support  and  ideas. 

Thank  you,  Lynn  Rustad  (402)  488-7615  or 
Sally  Semm  (402)  421-2250. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  Who  may  execute  an  anatomical  gift? 

The  Uniform  Anatomical  Gift  Act,  Neb- 
Rev.  Stat.  § 71-4802,  states  that  any  indi- 
vidual of  sound  mind  and  nineteen  years  of 
age  or  older  may  give  all  or  part  of  his  or  her 
body  for  education,  research,  advancement 
of  medical  or  dental  science,  therapy  or 
transplantation.  Additionally,  the  following 
persons,  listed  in  order  of  priority,  may  do- 
nate all  or  part  of  an  individual's  body  upon 
death  for  any  of  the  purposes  listed  above: 

1 . The  spouse, 

2.  An  adult  son  or  daughter, 

3.  Either  parent, 

4.  An  adult  brother  or  sister, 

5.  A guardian  of  the  person  of  the  dece- 
dent at  the  time  of  his  or  her  death, 
and 

6.  Any  other  person  authorized  or  un- 
der obligation  to  dispose  of  the  body. 

The  persons  authorized  by  this  subsec- 
tion may  not  execute  the  gift  (and  receivers 
of  the  anatomical  gift  may  not  accept  the 
gift)  if  they  know  the  deceased  individual 
opposed  such  a gift,  or  if  they  know  a mem- 
ber of  the  same  or  a prior  class  opposes  the 
gift.  The  authorized  persons  can  make  this 
decision  either  after  or  immediately  before 
the  individual's  death.  Under  the  law,  the 
authorized  individuals  execute  the  gift  by 
signing  a document  or  by  recording  a mes- 
sage (e.g.,  telephone  message  or  telegraph 
message). 

2.  In  making  an  anatomical  gift,  can  a 

donor  specify  the  physician  who  will 

carry  out  the  appropriate  procedures? 

Yes.  Nebraska  law  allows  the  donor  to 
make  the  gift  to  a specified  person  or  to 
designate  the  surgeon  or  physician  to  carry 
out  the  appropriate  procedures.  In  absence 
of  such  a designation,  or  if  the  specified 
person  is  unavailable,  the  attending  physi- 
cian may  accept  the  gift  as  the  donee. 

Neb.  Rev.  Stat.  § 71-4804  permits  ana- 
tomical gifts  to  be  made  in  a variety  of  other 


ways  as  well.  First,  an  individual  may  ex- 
ecute an  anatomical  gift  by  will.  Under  a 
will,  the  gift  becomes  effective  upon  death 
without  waiting  for  probate.  Second,  an  in- 
dividual may  execute  an  anatomical  gift  with 
a document  other  than  a will.  Like  a will,  the 
document  activates  the  gift  upon  the  donor's 
death.  The  document  must  bear  the  signa- 
ture of  the  donor,  and  the  donor's  signature 
must  be  witnessed  by  two  people.  The  two 
witnesses  must  also  sign  the  document  in 
the  presence  of  the  donor.  If  the  donor  is 
unable  to  sign,  the  donor  may  direct  some- 
one to  sign  in  his  or  her  presence  and  in  the 
presence  of  two  witnesses.  A third  alterna- 
tive allows  individuals  to  indicate  their  in- 
tent to  make  an  anatomical  gift  on  their 
drivers'  licenses.  This  method  appears  to  be 
the  simplest  way  of  expressing  an  intention 
to  make  an  anatomical  gift. 

3.  If  the  donor  later  changes  his  or  her 
mind,  can  the  donor  amend  or  revoke 
the  anatomical  gift  by  stating  this  inten- 
tion to  an  attending  physician? 

Yes,  if  the  statement  is  made  during  a 
terminal  illness  or  injury.  According  to  Neb- 
Rev.  State.  § 71-4806,  the  manner  in  which 
a donor  amends  or  revokes  the  gift  depends 
on  the  form  of  the  gift.  If  the  gift  was  made 
by  a will,  card  or  other  document  which  has 
been  delivered  to  a specified  donee,  the 
donor  may  amend  or  revoke  the  gift  by:  (1) 
executing  and  delivering  a signed  statement 
to  the  donee;  (2)  making  an  oral  statement 
in  the  presence  of  two  witnesses  and  com- 
municating the  intention  to  the  donee;  (3) 
making  a statement  to  an  attending  physi- 
cian during  a terminal  illness  or  injury  and 
communicating  the  intention  to  the  donee; 
or  (4)  signing  a card  or  document  which 
remains  in  the  donor's  possession  until  his  or 
her  death.  If  the  document  regarding  the  gift 
has  not  been  delivered  to  the  donee,  the  gift 
may  be  revoked  by  any  of  the  methods 
mentioned  above,  or  by  destruction,  cancel- 
lation or  mutilation  of  the  document  and  all 
executed  copies  of  the  document.  Any  gift 
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made  by  a will  may  also  be  amended  or 
revoked  in  the  same  manner  that  a will  is 
amended  or  revoked. 

4.  Who  may  consent  to  donate  blood  and 
human  tissues  for  the  purpose  of  injec- 
tion, transfusion,  or  transplantation? 

Neb.  Rev.  Stat.  § 71-4808  states  that  any 
individual  of  sound  mind  and  seventeen  years 
of  age  or  older  may  consent  to  donate  whole 
blood,  and  any  individual  of  sound  mind 
and  nineteen  years  of  age  or  older  may 
consent  to  donate  other  human  tissues  such 
as  corneas,  bones,  or  organs  for  the  purpose 
of  injecting,  transfusing,  or  transplanting  such 


blood  or  other  human  tissues  in  the  human 
body.  An  individual  aged  seventeen  or  eigh- 
teen must  obtain  parental  permission  or 
authorization  before  receiving  compensa- 
tion for  any  donation  of  whole  blood. 

★ ★★ 

"Ask  a Lawyer”  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  with  the  assistance  of  Creighton  Law  School 
student  Michele  M.  Mellor  of  the  Cline,  Williams  Law  Office. 
Questions  relating  to  specific  detailed  factual  situations  should 
continue  to  be  referred  to  your  own  counsel. 


" woty  m now  I see  WWV  You're  so  tolly  all  the  time. 
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WELCOME  NEW  MEMBERS 


Ruth  M.  Eucker,  M.D. 

4242  Farnam  St. 

Omaha,  NE  681 31 

Steven  C.  Koukol,  M.D. 

111S.  90th  St. 

Omaha,  NE  68114 

Matthew  T.  McLeay,  M.D. 

8901  W.  Dodge  Rd. 

Omaha,  NE  681 1 4 

Timothy  E.  Moore,  M.D. 

UNMC,  Box  981045 
Omaha,  NE  68198-1045 

Duane  Sherwin,  M.D. 

Box  1209,  1700  N.  Victory  Rd. 
Norfolk,  NE  68702-1209 

Nabil  M.  Habib,  M.D. 

Good  Samaritan  Hospital 
Kearney,  NE  68848 

DeAnn  W.  Isackson,  M.D. 

601  W.  Leota  St. 

North  Platte,  NE  69103 


Kenneth  J.  Landin,  M.D. 
2444  W.  Faidley 
Grand  Island,  NE  68801 

David  W.  Swift,  M.D. 

P.O.  Box  2339 
Grand  Island,  NE  68802 

Adella  H.  Bachman,  M.D. 
14441  Dupont  Ct.,  #302 
Omaha,  NE  68144 

James  M.  Donovan,  M.D. 
14100  Crawford  St. 
Omaha,  NE  68101 

Mark  H.  Fleisher,  M.D. 

P.O.  Box  985575 
Omaha,  NE  68198-5575 

John  J.  Kuncaitis,  M.D. 
14441  F St. 

Omaha,  NE  68137-1002 


COVER  ARTIST 

The  artist  for  this  month's  cover,  Vera  Benson,  is  a resident  at  Bethany  Home 
in  Minden,  Nebraska.  Vera  is  a former  secretary  who  developed  severe  arthritis 
about  twenty  years  ago,  forcing  her  to  retire.  She  has  been  a resident  at  the  home 
for  fifteen  years.  Carol  Dolan,  Activities  Director  at  Bethany  Home  writes  the 
following  about  Vera:  "She  has  had  dozens  of  surgeries  over  the  past  years, 
including  several  joint  replacements.  Every  time  she  is  left  a little  more  determined 
to  turn  her  disability  into  "ability".  She  knows  no  defeat.  Vera  always  finds  some 
type  of  craft  or  art  to  meet  her  "ability".  She  helps  in  any  way  she  can  in  the  activity 
department.  Vera  has  been  resident  council  president  for  six  years  and  an  officer 
for  seven.  She  keeps  everything  moving  along  and  makes  sure  we  all  get  the  job 
done."  Carol  notes  that  Vera  is  not  only  an  artist,  but  also  a poet,  having  written 
poems  for  several  occasions.  She  also  is  active  in  other  crafts  and  in  sewing. 

Thank  you,  Vera,  for  your  contribution  to  the  cover  of  the  Nebraska  Medical 
journal. 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JANUARY  20,  1995  — Vestibular  and  Balance 
System  Assessment:  Theory,  Methodology  and 
Treatment,  Department  of  Otolaryngology, 
BoysTown  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

FEBRUARY  1 1,  1995  — Management  of  Colon 
and  Rectal  Diseases  by  the  Primary  Care  Physi- 
cian, Marriott  Hotel,  Omaha,  NE. 

MARCH  23, 1 995 — Distinguished  Lecture  Series 
-James  N.  Baraniuk,  M.D.  - BoysTown  National 
Research  Hospital  Auditorium,  Omaha,  NE. 

MAY  6-7,  1995  — Anesthesiology  Conference, 
Marriott  Hotel,  Omaha,  NE. 

MAY  26-28,  1995  — Family  Medicine  Update, 
Village  East  Resort,  Okoboji,  IA. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division,  6 01 

North  30th  Street,  Suite  #2130,  Omaha,  NE  68131. 


MAYO  FOUNDATION 

FEBRUARY  1-8,  1995  — Update  in  Clinical 
Neurophysiology,  Mayo  Clinic,  Rochester, 
MN. 

FEBRUARY  4-8,  1995  — Selected  Topics  In 
Internal  Medicine,  Silverado  Resort,  Napa 
Valley,  CA. 

FEBRUARY  9-11,1 995  — Mayo  Clinic  State-of- 
the-Art  Symposium:  Arrhythmia  Manage- 
ment, Silverado  Resort,  Napa  Valley,  CA. 

MARCH  24-26,  1995  — Advances  in  Clinical 
Anesthesiology,  Silverado  Resort,  Napa  Val- 
ley, CA. 

For  further  information:  Contact  Postgraduate  Courses, 
Section  of  Continuing  Medical  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone:  Toll  Free  800-323- 
2688  (U.S.). 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  — House  of  Delegates, 
April  24-26,  1992,  Marriott  Hotel,  Omaha. 

FALL  SESSION — House  of  Delegates,  Septem- 
ber 10-12,  1992,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  22-25,  1993,  Cornhusker  Hotel,  Lin- 
coln. 

FALL  SESSION — House  of  Delegates,  Septem- 
ber 9-1  1,  1993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates, 
April  28-May  1 , 1 994,  Marriott  Hotel,  Omaha. 

FALL  SESSION — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 

UNIVERSITY  OF  NEBRASKA  MEDICAL 
CENTER  EMERGENCY  MEDICAL  SERVICES 

DECEMBER  1,  1994,  THURSDAY  — Advanced 
Cardiac  Life  Support  (ACLS)  Renewal.  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Target  Audience:  Physicians, 
Nurses,  PA's,  Allied  Health  Professionals.  Credit: 
7 Hours  AMA  Category  I,  8.0  Prescribed  Hours 
AAFP.  Fee:  $110. 

DECEMBER  2,  1994,  FRIDAY  — Advanced  Car- 
diac Life  Support  (ACLS)  Instructor.  University 
of  Nebraska  Medical  Center  Campus,  Omaha, 
. Nebraska.  Target  Audience:  Physicians,  Nurses, 
PA's  Allied  Health  Professionals.  Credit:  6 Hours 
AMA  Category  I,  7.0  Prescribed  Hours  AAFP. 
Fee:  $125. 

DECEMBER  2,  1994,  FRIDAY  — Pediatric  Ad- 
vanced Life  Support  (PALS)  Instructor,  Univer- 
sity of  Nebraska  Medical  Center  Campus, 
Omaha,  Nebraska.  Credit:  4 Hours  AMA  Cat- 
egory I,  4 Hours  Prescribed  Hours  AAFP.  Fee 
$50.' 

For  further  information:  Contact  Cindy  Hanssen,  Uni- 
versity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  6 00  So  42nd  Street,  Omaha,  Nebraska  68198- 
5651.  Call  (402)  559-5919  or  use  our  toll  free  MD 
ADVANTAGE  NUMBER  AND  ASK  FOR  CONTINUING 
EDUCATION  (1-(800)652-l  095  NATIONWIDE.  FAX  NUM- 
BER (402)  559-5915. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

DECEMBER  1-3,  1994,  THURSDAY-SATURDAY 
— Obstetrics  and  Gynecology  Conference, 
Bally's,  Las  Vegas,  Nevada.  Target  Audience: 
Primary  Care  Physicians,  Obstetricians  and 
Gynecologists.  Fee:  $275. 

MARCH  5-10,  1995,  SUNDAY-FRIDAY  — 15th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400. 

MARCH  27-APR1L  7,  1 995,  1 1 DAYS  — Family 
Practice  Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  Physicians.  Fee:  $1 1 50-two  week 
session,  $800  - one  week  session,  $1300  - split 
sessions. 

APRIL  24-MAY  5,  1995,  1 1 DAYS  — Family 
Practice  Review , Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  Physicians.  Fee:  $1 1 50-two  week 
session,  $800  - one  week  session,  $1300  - split 
sessions. 

JUNE  2-3, 1 995,  MONDAY-TUESDAY—  Nuclear 
Antigens  as  Targets  for  Cancer  Therapy,  Red 
Lion  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Oncologist/Hematologists  and  Research- 
ers. 

JUNE  9-10,  1995,  FRIDAY-SATURDAY  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  and  General  Practice,  Internists, 
Obstetricians  and  Gynecologists,  Emergency 
Physicians,  Physician  Assistants.  Fee:  $200. 


ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT-  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT-  Provider, 
Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  - 
Provider. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Con- 
tinuing Education,  University  of  Nebraska  Medical  Center, 
600  South  42nd  Street,  Omaha,  NE  68198-5651.  Call 
(402)  559-4152  or  use  our  toll  free  MD  Advantage  Num- 
ber and  ask  for  Continuing  Education  (800)  642-1095 
Nationwide,  FAX  Number  (402)  559-5915. 
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NEBRASKA  MEDICAL  JOURNAL 
1994  Scientific  Article  Award  For 
Medical  Students  and  Residents 

GUIDELINES: 

1.  Articles  submitted  by  a medical  student  or  resident  in  a Nebraska  program  may  be  considered  for  an  award  from  the 
Nebraska  Medical  Journal. 

2.  Resident  or  student  must  be  the  first  author  of  the  article  and  must  have  carried  out  a major  portion  of  the  work. 

3.  The  scientific  work  must  have  been  carried  out  while  the  author  was  a resident  or  student.  Work  that  has  been  presented 
but  not  published  is  eligible  to  be  submitted  for  publication. 

4.  The  resident  or  student  must  indicate  at  the  time  the  article  is  submitted  that  the  article  is  to  be  considered  for  the 
award. 

5.  Articles  will  be  judged  by  members  of  the  Editorial  Board  of  the  Nebraska  Medical  Journal. 

6.  A 1994  award  of  $1,000  has  been  determined  by  the  Board  of  Directors  of  the  Nebraska  Medical  Association. 

7.  The  award  will  be  presented  at  the  Nebraska  Medical  Association  Annual  Session  in  April,  1995. 

8.  The  award  will  be  presented  for  an  article  published  in  calendar  year  1994.  Residents  and  students  should  be  aware 
that  due  to  review  requirements  and  typesetting,  the  length  of  time  between  submission  and  publication  may  be  several 
months.  The  Editor/Editorial  Board  reserve  the  right  to  decline  publication  of  any  material  submitted. 

9.  Each  issue  of  the  Nebraska  Medical  Journal  contains  an  "Advice  to  Authors"  notice  which  describes  format  requirements 
for  manuscripts  submitted. 

Articles  Should  Be  Submitted  To: 

BENJAMIN  R,  GELBER,  M.D.,  EDITOR 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310  • Lincoln,  NE  68502 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Frederick  F.  Paustian,  M.D.,  Omaha  President 

David  L.  Bacon,  M.D.,  Kearney President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln  Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln  Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

NMA  BOARD  OF  DIRECTORS 

Frederick  F.  Paustian,  M D Omaha 

David  L Bacon,  M B Kearney 

Chris  C.  Caudill,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Herbert  A.  Hartman,  Jr  . M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M I) Lincoln 

David  R.  Little,  M.D Hastings 

Charles  F Damico,  M.D Hastings 

Richard  11  Meissner,  M.D  Omaha 

Scott  A.  Shipman Omaha 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Chairholder Omaha 

David  R Little,  M I)  , Board  Liaison  Hastings 

Garnet  J.  Blatchford,  M.D Omaha 

Steven  Boyer,  M.D Mullen 

Susanne  E.  Eilts,  M.D Omaha 

Kiran  Gangahar,  M I) Lincoln 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

Michelle  B.  Petersen,  M.D Lincoln 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D  , Chairholder Kearney 

David  L.  Bacon,  M.D.,  Board  Liaison Kearney 

David  W.  Bouda,  M.D Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

John  M.  Ford,  M.D Lexington 

James  A.  Fosnaugh,  M.D Lincoln 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

John  C Wilcox,  M.D Aurora 


AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 


Glen  F.  Lau,  M D , Chairholder Lincoln 

Charles  F.  Damico,  M D . Board  Liaison  Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

SCIENTIFIC  SESSIONS  COMMITTEE 

Lawrence  D.  Helmick,  M.D.,  Chairholder Kearney 

Richard  H.  Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M I) Lincoln 

David  L.  Bacon,  M.D Kearney 

Sheila  S.  Ecklund,  R.N Lincoln 

Marcia  L.  Goering,  M.D Columbus 

Charles  D.  Gregorius,  M.D Lincoln 

William  F.  Gust,  M.D Omaha 

David  A.  Katz,  M.D Omaha 

James  R.  Newland,  M.D Omaha 

Sally  O'Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  CARE  INSURANCE 
AND  MEDICAL  DELIVERY  SYSTEMS 

Dale  E.  Michels,  M D . Chairholder Lincoln 

Jehangir  B Bastani,  M.D  Lincoln 

David  W.  Bouda,  M.D Omaha 

Thomas  M.  Connors,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

James  A Fosnaugh,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Lawrence  D.  Helmick,  M.D Kearney 

Bruce  W Henricks,  M.D Fremont 

Jeffery  B.  Itkin,  M.D Omaha 

Robert  L Kruger,  M I) Omaha 

Scott  P.  Liggett,  M.D Lincoln 

Blaine  Y Roffman,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Robert  F.  Shapiro,  M.D Lincoln 

Rick  J.  Windle,  M.D Lincoln 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C Bausch,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Jack  K Lewis,  M I) Omaha 

Merton  A Quaife,  M.D Omaha 

Dale  E.  Michels,  M.D Lincoln 

Richard  A Morin,  M.D Lincoln 


AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 


F William  Karrer,  M D . Chairholder Omaha 

Robert  F.  Shapiro,  M D , Board  Liaison  Lincoln 

Gordon  I)  Adams,  M.D Norfolk 

Joe  1.  Auch  Moedy,  M l) Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K Davidson,  D.O Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C Bausch,  M.D  , Chairholder Lincoln 

Ronald  W.  Klutman,  M.D  . Board  Liaison  Columbus 

Bruce  Rowe,  MCH  Liaison Lincoln 

Section  on  Maternal  Mortality  Review 

G William  Orr,  M.D  , Director  Omaha 

James  H Elston,  M D Omaha 

L Palmer  Johnson,  M I) Lincoln 

Charles  W Marlowe,  M.D Omaha 

Terence  K Foote,  M.D Hastings 

Mvrna  C.  Newland,  M.D Omaha 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M I)  , Director Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Howard  W.  Needelman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M D , Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A Vanderhoof,  M.D Omaha 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M D . Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Norfolk 

Martin  R.  Lohff,  M.D Omaha 

W.E  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H,  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D  , Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W Smith,  M.D Omaha 

Thomas  S.  Stabler,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

Jack  K.  Lewis,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Karen  M.  Higgins,  M.D Grand  Island 

John  R.  Mitchell,  M 1) Omaha 

Paul  J Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Perry  T Williams.  M.D Omaha 

COMMITTEE  ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Chairholder Lincoln 

Herbert  E.  Reese,  M.D.,  Co-Chairholder  Lincoln 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Allen  D.  Dvorak.  M.D Omaha 

Paul  E.  Coliicott,  M 1) Lincoln 

James  A Fosnaugh,  M I) Lincoln 

Patricia  A Helke,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Jerald  R.  Schenken,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M 1) Lincoln 

COMMISSION  ON  LEGISLATION 

AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W Klutman,  M.D  , Board  Liaison  Columbus 

Kryr.n  K.  Buckley,  M.D Lincoln 

Judith  A Butler,  M.D Superior 

Paul  E.  Coliicott,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M D Bellevue 
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David  J Hoelting,  M D Pender 

D.G  O'Leary,  M.D Omaha 

George  W Orr,  M.D Omaha 

Robert  G Osborne,  M D Lincoln 

Michelle  B Petersen,  MD Lincoln 

Robert  E.  Quick,  M.D Crete 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Duane  Sherwin,  M D,  Ph  D Norfolk 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O Wahl,  M.D Omaha 

Peter  J Whitted,  M D Omaha 

Dorothy  A.  Zink,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 
Chris  C.  Caudill,  M D , Chairholder  Lincoln 

Patrick  E Brookhouser,  M.D  Omaha 

Krynn  K Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Allen  D Dvorak,  M D Omaha 

Roger  A.  Jacobs,  M.D Seward 

Dale  E Michels,  M D Lincoln 

Harlan  C.  Shnner,  Jr.,  M.D Lincoln 

John  Walburn,  M.D Omaha 

Eugene  A Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Herbert  A Hartman,  Jr  , M.D  Omaha 

Alvin  A Armstrong,  MD  ...  Scottsbluff 

Richard  A Blatny,  M.D Fairbury 

Michael  J Duggan,  M.D Lincoln 

David  H.  Filipi,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

J A.  Grubbe,  M.D Lincoln 

Loren  H Jacobsen,  M.D  Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A Raymond,  M.D  Omaha 

Steven  R.  Thomas,  M.D York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 
C Lee  Retelsdorf,  M D , Chairholder  Omaha 

Darroll  J Loschen,  M D,  Board  Liaison  York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y Roffman,  M D,  Chairholder  ..  Omaha 

Robert  F Shapiro,  M.D  , Board  Liaison  Lincoln 

David  L Bacon,  M.D  Kearney 

Daniel  R Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M D Lincoln 

Roger  H Meyer,  M D Utica 

George  W Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M D Neligh 

Richard  M Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 
Herbert  A Hartman,  Jr.,  M D,  Chairholder  Omaha 

David  L Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

Dennis  M Connolly,  M.D  Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R Johnson,  M.D Cambridge 

M Jack  Mathews,  M.D  Lincoln 

John  L.  Reed,  M D Lincoln 


NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A Hartman,  Jr  , M.D 

Dennis  M.  Connolly,  M.D 

C.  T.  Frerichs,  M.D 

M.  Jack  Mathews,  M.D 

John  L.  Reed,  M.D 

NMA  AD-HOC  COMMITTEE  ON 
AMBULATORY  SURGICAL  CENTER  REGULATIONS 


Richard  H Meissner,  M.D  , Chairholder Omaha 

Joel  T Johnson,  M.D  Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Kenneth  J.  Maxwell,  M.D  Omaha 

Trent  W.  Quinlan,  M.D Omaha 

John  R Varvel,  M.D Lincoln 

NMA  RADIATION  SAFETY  WORKING  GROUP 

Darroll  J Loschen,  M D,  Chairholder York 

Charles  A Dobry,  M D Omaha 

Allen  D.  Dvorak,  M D Omaha 

Ronald  W Klutman,  M.D Columbus 

Robert  H.  Mclntire,  M.D Omaha 

Frederick  F Paustian,  M.D Omaha 

Joseph  M Stavas,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 
Patrick  E Brookhouser,  M.D.,  Chairholder  Omaha 

Charles  F Damico,  M.D.,  Board  Liaison  Hastings 


Omaha 
Lincoln 
Beatrice 
Lincoln 
. Lincoln 


Robert  L.  Bass,  M.D Omaha 

Warren  G Bosley,  M D Grand  Island 

Byron  M Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Bruce  E.  Gfeller,  M.D Lincoln 

Stacey  D Goodrich,  M.D  Tecumseh 

Robert  L Kruger,  M D Omaha 

Richard  L O'Brien,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 
Warren  G.  Bosley,  M.D  , Chairholder  Grand  Island 

Robert  G Osborne,  M D , Board  Liaison  Lincoln 

Joseph  R Ellison,  M.D Omaha 

Richard  W Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 
Darroll  J Loschen,  M D , Chairholder  York 

Ronald  W Klutman,  M.D,  Board  Liaison  . Columbus 

Richard  A Blatny,  M.D ...  Fairbury 

Verlin  K Janzen,  M.D  Nebraska  City 

Kurt  E Johnson,  M.D Ogallala 

Tamara  R Johnson,  M D Cambridge 

Donald  J.  Larson,  M.D  Lincoln 

Dale  E Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D  , Neligh 

Richard  A Raymond,  M.D  Omaha 

Raymond  L.  Schulte,  M.D  Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F Paustian,  M.D  , NMA  Chairholder  Omaha 

Charles  F Damico,  M.D  , Board  Liaison  Hastings 

Francis  D Donahue,  M.D Omaha 

Bernard  L Kratochvil,  M.D  Omaha 

Anthony  R Kusek,  M.D  Albion 

Kevin  D.  Nohner,  M.D Omaha 

Donald  J.  Pavelka,  M D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R Schenken,  M.D  Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F Paustian,  M D,  NMA  Chairholder  Omaha 

Gordon  D.  Adams,  M.D Norfolk 

David  R Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T Kohl,  M.D Albion 

Richard  H Meissner,  M.D  Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R Schenken,  M.D  Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 
Rodney  S.W  Basler,  M.D,  Chairholder  Lincoln 

Charles  F Damico,  M D,  Board  Liaison  Hastings 

David  E.  Borg,  M.D Falls  City 

Suzanne  W Braddock,  M.D Omaha 

H Jeoffrey  Deeths,  M.D  Omaha 

Benjamin  R Gelber,  M D Lincoln 

John  J Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M D Lincoln 

William  R Palmer,  M.D Omaha 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

David  H.  Filipi,  M.D.,  Chairholder Omaha 

David  R.  Little,  M.D,  Board  Liaison  Hastings 

Elvin  G Brown,  M.D Hastings 

William  E Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 
Timothy  O.  Wahl,  M.D  , Chairholder  Omaha 

Chris  C Caudill,  M D , Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Darroll  J Loschen,  M.D  York 

Bernard  Magid,  M.D Omaha 

Richard  H Meissner,  M.D  Omaha 

Roger  H Meyer,  M.D  Utica 

Herbert  E.  Reese,  M D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M D.  Omaha 

Robert  F Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 
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and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
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GRAND  ISLAND 


LINCOLN 


GRAND  ISLAND 
CLINIC  INC 

308-382-1  TOO 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE  PEDIATRICS 

William  J.  Lawton,  M.D.  Agnes  Gomes,  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTETRICS  - GYNECOLOGY  Karen  M.  Higgins,  M..D. 
Barton  D.  Urbauer,  M.D.  John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

INTERNAL  MEDICINE  SURGERY 

William  J Landis,  M.D.  James  V.  Reiss,  M.D. 

11-94 


BURN 

CARE 

NEBRASKA 


fTBURN 


CARE 

NEBRASKA 


f 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprehesive  Burn  Care  for  20  Years 
For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-95 


CENTRAL  NEBRASKA 

Cardiology  consultants,  p.c. 

Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomate  American  Board  of  Internal 
Medicine  - Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 


727  North  Custer  Phone:(308)382-1430 

Grand  Island,  NE  68803  FAX:  (308)  382-5290 

6-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


1-402-435-1466 


PROFESSIONAL  OFFICE  BUILDING 
2221  S.  17th  St„  SUITE  405 
LINCOLN,  NE  68502 


1-800-MED-LINC 


1-95 


© 


The 

HEART 

Center 


of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

AZARIAH  KIRUBAKARAN,  M.D. 

Board  Certified  Cardiologist 


3016  West  Faidley  • P.O.Box  5345  • Grand  Island,  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 


□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 
•Kidney  Dialysis  & Organ  Transplantion 
• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-95 
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f eye.  , 

I surgical 
associates 

5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 

(402)  489-8838  (402)  483-7700 

or 

1-800-633-5462 


Larry  W.  Wood,  M.D. 
MaxW.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice.  Nebraska 
Seward.  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva.  Nebraska 
Nebraska  City,  Nebraska 
Syracuse.  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-94 


LINCOLN,  cont. 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)489-1110 

Lincoln,  NE  68506  or  1-800-MED-LINC 

9-95 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-94 

LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D. .F.A.C.O.G 

Joseph  G. Rogers. M D .F.A.C.O.G 

Dennis  L.  Hodge,  M.D.,  F.A.C.O.G 

Gregory  W.  Heidrick,  M.D , F.A.C.O.G. 

YvonneK.  Davenport, M.D  , F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

i—  24  HOURS  - 7 DAYS  A WEEK  -| 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME 1 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-95 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-94 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Penpheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  • CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533- 5462 
4740  A Street  • Suite  100  • Uncoln.  NE  68510 


•GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 

• CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Uncoln,  Nebraska 

10-95 
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Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 


Benjamin  R.  Gelber,  M.D. 
Louis  J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 


Phone:  402-475-4948 

10-95 


pathology 

medical 

services 

pc. 


© 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D O 
MICHAEIJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.  GAMMEL,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFAN  R.  LACEY,  M.D. 
CHRISTOPHER T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 


6-95 


PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-95 


JlRAIRIE  surgical 

ASSOCIATES  P C 


John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-95 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 


BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 


8-95 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 


4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888  s-95 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 


OMAHA 


|T  TEology 

Adult  & Pediatric 

1 v_^  enter  r. 

Urology 

Hal  K.  Mardis,  M.D.,  FAC.S. 

R.  Michael  Kroeger,  M.D..  FAC.S. 

Harvey  A.  Konigsberg.  M.D. , F.A.C.S.  Peter  M.  Gordon,  M.D,,  FAC.S. 

Jeoffrey  Deeths,  M D„  F.A.C.S. 

Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111S.  90th  Street 

• Satellite  Clinic 

Omaha,  NE  681 14 

Papillion.NE 

(402)  397-9800 
800-8824770 

3-95 
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BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

D.  Randall  Pritza.M.D. 

3-95 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-94 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  681 14 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 

Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 

Michael  A.  Halsted,  M.D. 

Kathryn  E.  Hodges,  M.D. 

11-94 
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Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 6552  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
in  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


402-563-3379 


NORFOLK -1300  NEBRASKA  AV. 


402-379-3250 


GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-95 


FIRST 


EVE 


ASSOCIATES 


Building  Upon  a Proud  Heritage 
of  Expert  Eye  Care 

Stanley  M Truhlsen,  M D.. 
emeritus 

C Rex  Latta.  M.D 
John  W.  Pemberton.  M D 
John  T.  Ramsell,  M.D 
Donald  L.  Arkfeld.  M.D 
Raymond  M.  Crossman,  III,  M.D. 
D.  Francis  Arkfeld.  M.D. 

Camilla  R.  Parson.  M.D. 


Michael  L.  Goldstein,  M D 
Since  1886 


81 1 1 Dodge  St. 
Omaha,  NE 
68114-4115 
(402)  390-81 1 1 

210  Regency  Pkwy. 
Omaha,  NE 
68114-3726 
(402)  391-3131 

4242  Famam  St. 
Omaha.  NE 
68131-2810 
(402)  552-2300 

3353  L St. 

Omaha.  NE 
68107-2500 
(402)  390-81 1 1 


NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips.  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS , P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24-Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  a-95 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D.  FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D.  BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D.  R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D.  TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery  Disorders: 

Joint  Replacement  • The  Spine  & Knee 

Sports  Medicine  • Foot  & Ankle 

Work  Related  Injuries  & Evaluations  • Shoulders  Elbow 

CALLS  ANSWERED  24  HOU  RS 

771 0 Mercy  Rd.  Suite  500 399-8550 

Appointments  399-8484  Billing 399-9301 

3-95 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
John  L.  Bluhm 

Administrator  11-94 
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PHYSICIAN'S  DIRECTORY,  coni. 

[ OMAHA,  cont.  1 SCOTTSBLUFF  1 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  ’P  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  1.95 


7441  -0‘  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402488-7710 


OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 


Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 

alliance 

(308)  635-391 1 
C HADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-95 


TIME  FOR  A MOVE? 

IM,  FP,  OB/GYN,  PEDS.. 


CURRENT  OPENINGS: 
CALL  NOW  FOR  DETAILS! 


Nebraska  National 

45+  Cities  750+ Cities 


We  track  eveiy  community  in  the  country  . . . 

Omaha 

Kansas  City 

Richmond 

Lincoln 

Chicago 

Jacksonville 

Norfolk 

Cincinnati 

Little  Rock 

Hastings 

Des  Moines 

Birmingham 

Imperial 

St.  Louis 

Boston 

Papillion 

Indianapolis 

Norwich 

Tampa 

Columbus 

Atlanta 

NEW 

OPENINGS  DAILY 

K ^ A 

The  Curare  Group,  Inc. 

(800)  880-2028  Fax  (812)  331-0659 

■ - , 

M-F  8am-7pm 

Sat  12-4pm  CST 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  IA  50021,  phone  1-800- 
729-7813  or  51  5-964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  IA,  5002 1 , phone  1 -800-729-78 1 3. 

EXPLORE  THE  POSSIBILITIES:  We  are  currently 
seeking  primary  care  physicians  specializing  in  Fam- 
ily Medicine,  Pediatrics,  Occupational  Medicine, 
Internal  Medicine,  and  OB/GYN  for  a variety  of 
group  practices  throughout  the  Midwest  and  New 
York  State.  Surgical  and  subspecialty  physicians  are 
also  needed  for  a variety  of  locations.  We  represent 
practices  in  all  types  of  settings  in  communities  of 
every  size.  New  opportunities  become  available 
every  month.  Whether  a practice  change  is  immi- 
nent or  just  a future  consideration,  we  have  the 
information  you  need.  Call  1-800-243-4353  or  write 
to  Strelcheck  & Associates,  Inc.,  10624  N.  Port 
Washington  Road,  Mequon,  Wl  53092. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied family  physicians  seek  associate  for  this  "All 
America"  community  in  west  central  Nebraska. 
Obstetrics  required.  Send  CV  to:  Gothenburg  Family 
Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902-20th  St.,  Gothenburg,  NE  69138. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

INTERNAL  MEDICINE  AND  OB-GYN  PRACTICE 
OPPORTUNITIES:  Rural  lake  country  community  is 
seeking  the  above  practitioners  to  join  an  active  12 
(soon  to  be  14)  physician  multispecialty  group. 
Quality,  comfortable  living  environment,  multiple 
recreational  activities,  fine  educational  opportuni- 
ties and  cultural  activities  abound.  Opportunity  in- 
cludes relaxed  call,  liberal  salary  and  exceptional 


benefits.  Send  curriculum  vitae  or  inquiries  to:  Lake 
Region  Clinic,  PC.,  Attn:  Joel  Rotvold,  PO  Box  1 100, 
Devils  Lake,  ND  58301,  or  call  (800)  648-8898  for 
further  information. 

FOR  SALE:  QBC  blood  gas  analyzer  with  centri- 
fuge. $3,500  or  best  offer.  Call  John  at  402-558-8585 
to  see  or  for  details. 

INTERNAL  MEDICINE,  CARROLL,  IOWA:  Out- 
standing professional  opportunity  for  an  internal 
medicine  physician  in  a progressive,  safe  and  clean 
community  of  10,000  located  in  west  central  Iowa, 
90  miles  from  Des  Moines,  Iowa  or  Omaha,  Ne- 
braska. This  opportunity  is  available  for  either  an  in 
practice  internal  medicine  physician,  or  the  internal 
medicine  physician  just  beginning  practice.  Excel- 
lent schools  (Catholic  and  public),  quality  hospital 
featuring  a radiation  oncology  center,  dialysis  cen- 
ter, and  a new  32,000  sq.  ft.  outpatient  addition. 
Significant  income  potential  available.  For  more 
information,  call  Randy  Simmons,  Vice  President,  at 
1-800-382-4197  or  write  St.  Anthony  Regional  Hos- 
pital, South  Clark  Street,  Carroll,  IA  51401. 

WANTED:  Lincoln  surgical  group  seeking  a board 
eligible  or  board  certified  general  surgeon.  Good 
corporate  benefits  plus  a busy  practice  are  two 
factors  to  consider  this  opportunity.  Send  letter  of 
inquiry  and  CV  to  Surgical  Associates  of  Lincoln, 
2221  South  17th  Street,  Suite  106,  Lincoln,  NE 
68502. 

THINKING  OF  SELLING  YOUR  PRACTICE?  Are 
you  asking  yourself  these  questions:  What's  the  best 
selling  price?  Who  will  help  me  negotiate  and 
structure  the  sale  for  my  best  benefit?  How  much 
cash  can  I expect  at  closing?  Where  are  all  the 
prospective  purchasers?  We  have  the  answers  and 
specialize  in  the  sale  of  professional  practices.  Please 
contact  Glenn  Harwell,  Harwell,  Forrest  and  Hardin, 
Marketers  of  Professional  Practices,  P.O.  Box  4422, 
Denver,  CO  80155,  (303)  721-1978. 

GENERAL  SURGERY,  ESTHERVILLE,  IOWA:  Ru- 
ral community  of  7,000  people  is  recruiting  a gen- 
eral surgeon.  58-bed  hospital  is  well  equipped  and 
has  five-person  FP  group  in  the  community  and  the 
full  range  of  consultants  who  rotate  through  on  a 
regular  basis.  Competitive  financial  package.  Fabu- 
lous recreational  opportunities  available  at  nearby 
Spirit  and  Okoboji  Lakes.  Solid  work  force.  Good 
schools.  Low  crime  area.  For  more  information, 
contact  Christopher  Kashnig,  Physician  Recruiter, 
P.O.  Box  1100,  Oshkosh,  Wl  54902.  Call  414-236- 
2430,  or  FAX  414-236-1312. 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

lie 

Rent/ House  Payment  S 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

Income  from  almony.  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone  ( ) 

Incomes 

No  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Account  Number 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  m this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information  obtain  my  credit  reports,  answer  inclines  about  its  credit  experience  with 
me  and  request  additional  inf  donation  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signatire  Date  Co- Applicant  Signature  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

SO 

Late  Fee,  Overlimit  Fee.  and  Returned 
Check  Charge 

1 . Late  Payment  fee  — 5%  of  the  late  payment  with  a $5  00 
maximum.  2.  Overfimit  fee  - $1000  and  3.  Returned  check 
fee  — $15.00 

Annual  Percentage  Rate  for  Purchases 

Today’s  rate  would  be  15.9%  APR 

Variable  Rate  Information 

The  variable  rate  will  be  determined  by  the  “Prime  Ftate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June.  September  and  December.  The  credit  card  rate  will 
be  the  ■'Prime'’  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  pnnted.  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209.  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P.O  Box  7.  Omaha.  NE  68101  -0007  FirsTier*  Bank,  N A.  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


The  lightweight  champion 


of  the  world. 


At  3.9  ounces,  the  Motorola  MicroTAC  Elite  DPC  is  the  world's  lightest  cellular 
phone — but  it  still  packs  some  very  heavyweight  features. 


• Weighs  just  3.9  ounces — less  than  a D size  battery. 

• The  smallest  Motorola  MicroTAC  model  yet. 

• Lithium  Ion  "smart"  batteries  for  more  talk  time  with  less  weight. 

• Optional  digital  answering  machine.  The  only  cellular  pocket  phone  to  offer  this 
feature. 


W rjm  $CA  now  on  the  purchase  of  the  Motorola  MicroTAC  Elite  DPC  with 
4^ClV  W your  Nebraska  Medical  Associatfon  membership.  The  Association 

will  also  receive  non-dues  income  from  your  purchase. 


Lincoln  Telephone 

CELLULAR 


#0*  2 9 

v ■ -'•my  of  Medicin? 


Cotner  and  "O"  Streets  • 436-5050 


FIRST 

, , J CELLULAR 
Hs'  OMAHA 


15432  West  Center  Road  • 330-6500 

72nd  and  Jones  • 330-6500 

11071  West  Maple  Road  • 330-6500 

2000  W.  Broadway,  Council  Bluffs  • 322-5500 


TAKING  THE  LEAD  IN 
PERSONAL  COMMUNICATION  SSM 

We  feature  state-of-the-art  Cellular  phones  by  Motorola. 
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Medical  Services 


Specialists  in  Medical 
Liability  Insurance 
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Sr.  Paul  Fire  and  Marine  Insurance  Company 

For  more  information  contact 
St.  Paul  Medical  Services 
M.C.  105X 
385  Washington  St. 

St.  Paul,  MN  55102-1396 

800.328.2189  extension  8642 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
contact  your  independent  insurance  agent. 
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Commitment 

Ping  Healtk  Care 

Close  to  Home. 


"In  providing  cardiac  and 
vascular  outreach  services, 
our  goal  is  to  serve  as 
a resource  to  each 
community’s  physicians. 
This  community-based 
approach  enables  us  to  work 
in  partnership  with  the 
patient’s  primary  physician 
to  assure  each  patient  the 
best  possible  care.  ” 


For  ten  years,  Methodist 
Cardio Vascular  Center  has  worked 
with  primary  care  physicians  and 
community  hospitals  in  Nebraska  and 
Iowa  to  develop  outreach  services. 
Today  our  high-quality  outreach 
services  include: 


• educational  programs 

• outreach  clinics  conducted  bv 
cardiologists  and  vascular  surgeons 

• on-site  rehabilitation 

• a computer  network 

• two  mobile  diagnostic  labs 


These  services  give  you  and  your 
patients  the  ease  and  convenience 
of  right-at-home  access  to  our  staff 
of  specialists  and  extensive  service 
offerings. 

You  are  assured  of  being  a fully 
informed,  participating  partner  in 
your  patient’s  care,  from  diagnosis  to 
treatment  to  recovery  and  rehabilitation.  Your  patients 
benefit  both  from  the  expertise  of  a team  of  cardiovas- 
cular specialists  on-call  around  the  clock  and  from  their 
continuing  relationship  with  you,  their  trusted  physician. 

Call  Physicians’  Priority  Line  to  find  out  how  we  can 
assist  you  in  providing  the  best  possible  cardiovascular 
care  to  your  patients. 


Physicians’  Priority  Line 

1-800-627-6363 


CENTER 


Specializing  in  Cardiac  and  Vascular  Care 

Outreach  Services 

8303  Dodge  Street  • Omaha,  NE  68114 


Rehabilitation  is  more  than 
just  physical  therapy. 

Rehabilitation  is  getting  the  farmer  back  in  the  field,  the  student  back  in 
the  classroom  and  the  mother  back  home  with  her  family. 

Madonna's  new  facilities  can  assist  you,  the  primary  physician,  in  getting 
your  patient  back  home  and  back  to  the  community  in  short  fashion. 

Madonna's  professionals  keep  you  informed  and  involved  throughout 
your  patient's  rehabilitation  process. 


Madonna's  accessible 
warm  water  therapy 
pool  gives  physicians 
and  therapists  more 
treatment  options 
during  rehabilitation. 
Aquatic  therapy  allows 
patients  to  start 
rehabilitation  sooner 
and  with  less  pain. 


Independence  Square,  a 
mini-community  within 
Madonna,  brings  "real 
life"  to  a therapy 
session.  Working  here 
speeds  a patient’s 
recovery  and  prepares 
the  patient  for  full 
participation  in  life 
again.  It  is  the  only 
facility  of  its  kind  in 
Nebraska. 


The  road  to  recovery  begins  here. 

Madonna  Rehabilitation  Hospital 

5401  South  St.  • Lincoln,  NE  • 402-489-7102 
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Storz 

Cancer  Institute 


J • iving  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients'  physical, 

emotional,  social  and  spiritual  needs.  Storz  Cancer  Institute  provides  a multidisciplinary  approach 
to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 

Cancer  Support  Team 

Storz  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  sendees  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physical 
therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Storz  Cancer  Institute  at  402-552-6932. 
or  call  MD  Source  toll-free  at  1 -800-552-5552 

CLARKSON 

HOSPITAL 


Clarkson  Hospital  • 4350  Dewey  Avenue  • Omaha,  Nebraska  68105-1018 
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When  It  Comes  To  Patient  Education, 
We’re  Just  What  The  Doctor  Ordered! 

The  Nebraska  Beef  Council  is  your  resource  for  patient  education 
materials.  When  it  comes  to  communicating  important  messages  about 
diet  and  health,  we  can  help  by  supplying  the  latest  research-based 
nutrition  data,  patient  handouts,  activity  ideas  and  more. 

To  borrow  the  items  featured  in  this  ad,  call  or  write  today! 

Introduce  patients  to  four  video  segments, 
which  originally  aired  on  “Parenting  in  the 
90’s,”  a CNBC  American  Medical  Television 
program.  The  first  two  segments  focus  on  the 
importance  of  a well-balanced  diet  for  children 
and  highlight  foods  rich  in  iron.  The  other 
segments  provide  critical  messages  about 
food  safety  in  and  away  from  the  home. 


The  HeartCare  Program™  is  a video  kit 
designed  to  help  teach  patients 
management  of  blood  cholesterol. 
Included  are  four  videotapes,  an 
informative  booklet  and  a professional 
guide  and  audiotape. 


The 

HeartCare 

Program7" 


Skills  for 
Lowering  Your 
Blood  Cholesterol 


Nebraska  Beef  Council 

P.O.  Box  2108,  Kearney,  NE  68848  • 308-236-7551 


Professional 
Full  Service 

MEDICAL  ACCOUNT 
COLLECTIONS 

by 

Bartling  & Hinkle,  P.C., 
Lawyers 

If  you  are  having  difficulties  in  col- 
lecting your  delinquent  accounts, 
Bartling  & Hinkle,  P.C.  is  interested  in 
providing  you  with  professional  assis- 
tance. The  program  which  we  offer  is 
designed  to  accomplish  your  goal  of 
receiving  the  maximum  possible  return 
on  your  delinquent  accounts  in  a pro- 
fessional manner,  with  a minimum  of 
effort  on  your  part.  Our  competitive 
fees  are  based  upon  our  performance 
in  recovering  yourdelinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received 
the  exclusive  endorsement  of  the 
Nebraska  Medical  Association  in  pro- 
viding medical  account  collections. 


For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association 
office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St. 

Lincoln,  NE  68516 

(402)  421-1600 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 

Stephen  C.  Crane, Ph.D.,M.P.H.  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94 120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rome,  Jr.,  Ph  D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

Joseph E.  Johnson, M.D.,  FACP,  Int.  Exec.  Vice-Pres. 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  South,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.WT.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
O.  Wayne  Houser,  M.D.,  President 
2021  Spring  Road,  Suite  600 
Oak  Brook,  IL  60521 
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You  have  the  power  to  save  the  lives  of  your 
clients  who  will  develop  breast  cancer. 


While  regular  mammograms  are  important  for  women  over  40,  the  risk  of 
breast  cancer  increases  with  age.  No  matter  what  your  specialty,  the 
Nebraska  Medical  Association,  the  American  Cancer  Society  and  Every 
Woman  Matters  recommend  you  refer  your  clients  over  50  for  annual 
mammography.  Spread  the  Word  about  Every  Woman  Matters  free  and  low- 
cost  breast  and  cervical  cancer  screening  exams  for  your  clients  earning  up 
to  a moderate  income.  Call  Every  Woman  Matters  at  1-800-532-2227. 


AMERICAN 

V cancer 

? SOCIETY 


Every  Woman  Matters 

Early  Detection  of  Breast  and  Cervical  Cancer  Program 
Nebraska  Department  of  Health 


NEBRASKA 

MEDICAL 

ASSOCIATION 


Everyday  you  see  a statistic 

1 in  8 

women  develop  breast  cancer  in  a lifetime 

© 80%  of  women  who  develop  breast  cancer  have  no 
family  history  of  the  disease 

© Nebraska  has  the  2nd  lowest  mammography  usage 
rate  in  the  nation 


When  your  patients 
exhibit  symptoms  of 


we  can  help  you  help  them. 


Absences  from  work,  marital  discord,  denial, 
health  problems  and  evidence  of  substance 
abuse  are  all  symptomatic  of  addiction,  a serious 
condition  that  can  be  successfully  treated.  As  a 
physician,  you  can  depend  on  our  professional 
staff  of  physicians,  counselors  and  master's  level 
therapists  to  work  with  you  to  help  your  patient. 
We  can  offer  you: 

• Free  professional  consultation  on  treatment 
and  mental  health  issues. 

• Coordination  with  medical  staff,  therapists 
and  psychologists. 

• Preliminary  clinical  assessments  within  24 
hours. 

• Assistance  in  outpatient  referrals. 

• Arrangement  of  inpatient  admissions. 

For  consultation,  call  the  Methodist  Richard 
Young  Access  Center.  We  can  help. 


Methodist  Richard  Young  Consultation  Line 


MEIHODST 

RICHARD  YOUNG 

Improving  the  quality  of  life  by  caring  for  the  mind. 


PRESIDENT'S  PAGE 


The  "Any  Willing  Provider"  Provision  and 
Health  System  Reform  in  Nebraska 

FREDERICK  F.  PAUSTIAN,  M.D. 


During  the  past  year  the  American  Medical 
Association,  and  more  recently,  the  Nebraska 
Medical  Association  in  it's  House  of  Delegate 
meeting,  September  1 6-1  7,  1 994,  moved  away 
from  aggressive  pursuit  of  the  "Any  Willing 
Provider"  (AWP)  provision  in  legislation  per- 
taining to  health  system  reform.  The  intent  of 
the  AWP  provision  was  to  protect  patient  free- 
dom of  choice  of  physician.  Classically  an  AWP 
provision  prohibits  a managed  health  care  plan 
such  as  an  HMO  from  denying  providers  in  a 
specified  class  from  contracting  with  the  plan  if 
the  provider  is  willing  to  accept  its  terms  and 
conditions.  The  Nebraska  Hospital  Association, 
the  managed  health  care  industry,  and  more 
recently,  physician  directed  organizations,  and 
physician  hospital  organizations  have  taken 
strong  positions  against  AWP  legislation  for  the 
following  reasons: 

1.  Prevents  restricting  physician  panels  to 
only  the  highest  quality  health  profession- 
als. 

2.  Undermines  selective  contracting  as  a 
primary  means  of  controlling  health  care 
costs  (i.e.  negotiating  discounts  with  a 
select  group  of  providers  in  exchange  for 
a large  guaranteed  patient  volume). 

3.  Prevents  limiting  the  number  of  providers 
participating  in  an  organizational  network 
which  results  in  increased  administrative 
liability  and  the  broadening  of  quality 
assurance  and  utilization  review  programs 
thereby  increasing  administrative  costs. 

The  problem  becomes  further  compounded 
when  AWP  legislation  includes  many  other 
categories  of  health  care  providers.  Minnesota 
legislation,  for  example,  requires  health  plans  to 
establish  expanded  networks  that  include  out- 
patient chemical  dependency  specialists,  li- 
censed marriage  and  family  therapists,  home 
health  care  providers,  occupational  therapists, 
nurse  practitioners,  optometrists,  chiropractors, 
pharmacists,  audiologists,  dieticians,  and  opti- 
cians. It  is  very  difficult  to  limit  AWP  legislation 
to  just  physicians  as  M.D.'s  and  D.O.’s. 


Frederick  F.  Paustian,  M.D. 

While  health  system  reform  legislation  at  the 
national  level  is  currently  less  imminent,  it  is 
very  important  for  the  NMA  to  take  an  aggres- 
sive role  in  the  formulation  of  health  system 
reform  at  the  state  level.  By  so  doing,  we  can 
focus  on  the  needs  of  the  citizens  of  the  State 
of  Nebraska  while  taking  into  consideration  the 
social  and  economicconditions  prevalent  within 
the  state.  Among  a variety  of  meetings  in  which 
I have  participated  there  has  been  a common 
theme  expressed  as  to  the  need  for  looking  at 
health  system  reform  from  the  perspective  of 
the  consumer  of  health  care  services,  namely 
the  patient  rather  than  health  care  providers, 
the  health  insurance  industry,  employers  and 
government.  The  AMA  Patient  Protection  Act 
(PPA)  strives  very  hard  to  obtain  that  goal. 
Among  the  essential  elements  of  the  PPA  is  a 
requirementforevery  managed  care  plan  which 
limits  access  to  physicians  to  only  those  under 
contract  to  offer  a "point  of  service"  option 
which  allows  policy  holders  (patients)  within 
the  plan  to  access  physicians  outside  the  plan  or 
network.  The  need  for  such  access  is  patient 
determined  with  reasons  ranging  from  dissatis- 
faction to  perceived  better  quality  of  care  out- 
side of  the  network.  Such  access  to  physicians 
outside  of  the  managed  health  care  plan  can 
only  come  at  a higher  cost  because  of  the  lack 
of  controlling  terms  and  conditions.  Therefore, 
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the  patient's  freedom  of  choice  of  physician  can 
be  expected  to  be  more  expensive.  The  in- 
creased cost  to  the  payers  (health  insurance 
carrier)  can  be  offset  by  offering  the  point  of 
service  (freedom  of  choice  of  physician)  as  an 
option  to  the  basic  managed  care  system  plan 
at  an  additional  premium.  Other  patient  born 
costs  under  such  an  option  would  be  co-pays  to 
physicians  and  deductibles  in  respect  to  hospi- 
talizations and  certain  medical  care  services. 
The  overall  cost  of  such  an  option  would  best  be 
determined  by  market  forces,  namely  competi- 
tion and  the  security  the  delivery  system  has  in 
the  quality  of  its  providers. 

Other  features  of  the  AMA's  PPA  which 
warrant  strong  support  are  as  follows: 

1.  Managed  care  plans  must  provide  infor- 
mation to  policy  holders  and  prospective 
enrollees  regarding  the  terms  and  condi- 
tions of  the  plan  including  coverage  pro- 
visions and  exclusions,  prior  authoriza- 
tion or  other  review  requirements,  and 
plan  limitations. 

2.  Require  managed  health  care  plans  to 
have  a mechanism  for  physician  and  con- 
sumer input  into  the  determination  of  the 
plan's  medical  policies. 

3.  The  plans  must  make  available  to  the 
applicants  and  enrollees  their  provider 
selection  criteria  and  performance  pro- 
files. 

4.  There  must  be  prevention  of  disruption  of 
continuity  of  care  as  the  result  of  de- 


selection of  physicians  without  appropri- 
ate hearings  which  include  due  process. 

There  are  many  other  provisions  within  the 
AMA's  state  version  (June  1994)  of  the  PPA 
which  warrant  inclusion  in  Nebraska's  plan  for 
health  system  reform.  The  focus  of  this  com- 
mentary, however,  is  an  alternative  proposal  to 
the  AWP  provision  through  the  mechanism  of 
the  point  of  service  option. 

The  blunting  of  the  health  system  reform  plan 
of  the  current  administration  would  not  have 
been  possible  without  the  concerted  effort  of 
numerous  people  and  organizations  such  as 
the  AMA,  Small  Business  Association,  health 
insurance  industry,  hospital  associations,  etc. 
We  must  now  take  advantage  of  the  opportu- 
nity to  focus  on  health  system  reform  relative  to 
those  aspects  which  need  improvement  rather 
than  all  encompassing  reform  which  has  the 
significant  potential  of  decreasing  the  quality  of 
medical  care  and  at  the  same  time  increasing 
markedly  the  costs.  The  participation  of  all 
physicians  within  the  State  of  Nebraska  during 
the  forthcoming  legislative  session  relative  to 
health  system  reform  is  critically  important  in 
order  that  we  may  safeguard  the  current  quality 
of  health  care  for  the  citizens  of  our  state  and  at 
the  same  time  provide  them  with  the  opportu- 
nity to  select  their  source  of  medical  care 
without  undue  constraint. 

The  officers  and  leaders  of  the  Nebraska 
Medical  Association  together  with  its  adminis- 
trative staff  wish  all  of  you  joyful  holidays  and 
very  happy,  successful  and  healthy  New  Year. 


386  Nebraska  Medical  Journal  December  1994 


GUEST  EDITORIAL 


Are  the  Germs  Winning? 


RICHARD  A.  MORIN,  M.D. 


In  the  September  1 2, 1 994  issue  of  TIME  news 
magazine  the  perils  of  antibiotic  resistant  bacteria 
was  delineated  in  great  detail.  The  concept  of 
resistant  bacteria  is  by  no  means  new.  Medical 
microbiologists,  for  years,  have  recognized  and 
studied  the  many  mechanisms  that  bacteria  have 
evolved  to  circumvent  various  antibiotics.  Per- 
haps what  is  new  is  that  more  and  more  antibiotic 
resistant  organisms  are  being  recognized  as  sig- 
nificant pathogens  in  the  clinical  setting. 

In  a response  to  emerging  antibiotic  resistance, 
new  antibiotics  with  broader  spectrum  of  antimi- 
crobial activity  (. . . and  increase  cost)  have  been 
introduced.  Many  of  these  antibiotics  were  ini- 
tially promoted  by  pharmaceutical  companies  as 
being  incapable  of  bacterial  deactivation.  Such 
claims  have  been  discarded  when  bacterial  resis- 
tance to  these  agents  could  be  demonstrated  in 
clinical  and  research  microbiology  laboratories. 
In  some  situations,  the  rate  of  induced  resistance 
was  actually  accelerated. 

The  best  way  to  prevent  antibiotic  resistant 
bacterial  evolution  is  to  not  use  antibiotics.  Obvi- 
ously this  admonition  would  remove  a significant 
portion  of  the  medical  armamentarium  against 
human  disease  and  suffering.  A better  approach 
to  decreasing  antibiotic  resistance  is  the  practical 
and  prudent  use  of  antibiotics  in  clinical  practice. 

The  practical  use  of  antibiotics  is  based  on  two 
assumptions: 

1 . There  is  no  perfect  antibiotic  that  can  kill  all 
pathogens  in  all  clinical  situations. 

2.  Any  bacteria,  given  sufficient  environmental 
pressures,  can  evolve  into  a more  resistant 
and  survivable  state  that  can  be  passed  to 
future  generations  of  bacteria. 

Based  on  these  assumptions,  a list  of  antibiotic 
guidelines  can  be  derived. 

• Use  antibiotics  to  treat  bacterial  infections 
that  will  respond  to  the  antibiotics.  Viral  infections 
can  be  complicated  by  secondary  bacterial  infec- 
tions, but  treating  viral  infections  with  antibiotics 
does  not  necessarily  prevent  or  reduce  rates  of 
secondary  infections. 


• Establish  time  limits  and  objectives  when 
starting  empiric  antibiotic  therapy.  If  therapeutic 
objectives  have  not  been  achieved  within  the 
established  time  limit,  then  a more  detailed  diag- 
nostic evaluation  can  be  undertaken  rather  than 
giving  more  antibiotics. 

• Incorporate  non-antibiotic  therapies  into 
antibiotic  treatment  of  infections.  Surgical  drain- 
age of  an  abscess  will  promote  a quicker  resolu- 
tion of  infection  thus  negating  the  need  for  long 
term  antibiotics. 

• Long-term  antibiotic  therapy  should  be  used 
sparingly  with  established  diagnostic  guidelines  to 
dictate  length  of  therapy.  Serial  laboratory  studies 
or  repeated  radiological  studies  can  determine 
progress  and  response  to  antibiotics. 

• Do  not  use  antibiotics  to  irradicate  chronic 
bacterial  colonization.  Antibiotics  do  not  prevent 
onset  of  infections  such  as  urinary  tract  infections 
in  patients  with  long  term  bladder  catheterization. 

• Be  aware  of  specific  limitations  of  individual 
antibiotics.  Ciprofloxacin  has  poor  activity  against 
the  Streptococcal  species  and  thus  would  not  be 
an  ideal  antibiotic  option  in  treating  Streptococcal 
pharyngitis. 

• Take  the  opportunity  to  educate  patients 
about  antibiotics  and  the  need  to  complete  pre- 
scribed antibiotic  courses.  Warn  patients  not  to 
hoard  antibiotics. 

• Take  the  opportunity  to  educate  fellow  health 
care  providers  including  physicians  assistants,  nurse 
practitioners  and  others. 

• Know  antibiotic  sensitivity  patterns  of  com- 
mon pathogens  in  your  community.  Antibiotic 
sensitivity  data  is  collected  by  the  microbiology 
laboratory  and  can  provide  the  clinician  with  a 
guide  for  use  of  empiric  antibiotics. 

These  suggestions  are  a guideline  to  clinicians. 
Ultimately,  the  use  of  antibiotics  must  be  dictated 
by  the  patient's  clinical  situation. 

Are  the  germs  winning?  Not  yet!!! 
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COMMUNICATION 

Pharmacy  Cognitive  Services  and  Mail  Order  Pharmacies 


LUCINDA  G.  MILLER,  PharmD,  BCPS 

Associate  Professor 

Director,  Nebraska  Drug  Information  Network,  Department  of  Pharmacy  Practice 
University  of  Nebraska  Medical  Center,  Omaha,  NE 


I applaud  the  editorial  authored  by  Dr.  Bastani 
in  the  August  issue.1  He  has  highlighted  a con- 
cern we  in  the  pharmacy  profession  share  and 
are  presently  studying  at  the  University  of  Ne- 
braska Medical  Center  College  of  Pharmacy.  In 
many  Nebraska  communities,  employers  have 
demanded  their  employees  convert  to  the  mail 
order  pharmacy  of  the  employer's  choice.  Yet, 
when  these  patient  have  questions  regarding 
their  drug  therapy  they  are  still  inclined  to  tele- 
phone their  long-standing  neighborhood  phar- 
macist to  receive  personalized  pharmaceutical 
care.  These  pharmacists  provide  these  cognitive 
services  to  these  patients  at  no  charge  but  such 
practices  (i.e.,  no  reimbursement)  are  threaten- 
ing the  delivery  of  pharmaceutical  care  in  many 
areas. 

Wha.  is  pharmaceutical  care?  Pharmaceutical 
care  has  been  defined  as  delivery  of  drug  therapy 
and  attendant  drug  information  to  achieve  out- 
comes that  improve  a patient's  quality  of  life.2  In 
essence  this  addresses  pharmacy  cognitive  ser- 
vices such  as  providing  verbal  and  written  drug 
information,  screening  for  drug  interactions  (as 
Dr.  Bastani  noted),  monitoring  for  adverse  ef- 
fects, and  alerting  the  physician  when  the  latter 
two  occur.  In  a nationwide  study  currently  under- 
way at  UNMC's  College  of  Pharmacy,  Dr.  David 
Scott  and  I found  that  pharmacists  typically 
spend  more  than  half  their  day  delivering  phar- 
macy cognitive  services  yet  only  6%  had  been 
reimbursed  by  third  party  payers.3  Yet  these 
services  have  been  found  to  be  cost-effective  in 
well-designed  studies.  In  a study  of  four  ambula- 
tory clinics  in  Chicago,  net  cost  avoidance  sec- 
ondary to  pharmacy  cognitive  services  for  one 
year  amounted  to  $22 1 ,056. 4 Such  a disparity  in 
financial  value  versus  reimbursement  cannot  be 
absorbed  indefinitely  by  pharmacies. 

I believe  pharmacists  will  continue  to  deliver 

pharmacy  cognitive  service  despite  the  fact  they 
will  not  be  reimbursed  for  it  and  are  faced  with 

competition  from  mail-order  pharmacies  whose 

primary  concern  is  the  drug  product  and  its  unit 

cost.  This  is  because  pharmacists  possess  a pro- 


fessional ethic  to  render  pharmaceutical  care.  It 
is  questionable,  however,  that  independent  phar- 
macies can  remain  economically  sound  without 
reimbursement  for  how  half  of  their  time  is  spent. 
In  1992,  there  were  31,000  independent  com- 
munity pharmacies;  in  1 993  there  were  25, 000. 5 
This  rate  of  decline  is  very  concerning.  It  is  not 
reasonable  to  assume  overloaded  physicians 
can  provide  the  pharmaceutical  care  lacking  due 
to  the  growing  absence  of  pharmacies  especially 
in  rural  areas. 

Under  the  auspices  of  the  Nebraska  Drug 
Information  Network,  30  independent  commu- 
nity pharmacies  in  rural  Nebraska  are  document- 
ing their  daily  activities  which  will  include  the 
pharmacy  cognitive  services  they  render,  time 
associated  with  these  activities  and  attendant 
cost  savings  due  to  their  interventions.  They  will 
also  document  how  much  time  and  effort  they 
expend  in  delivering  pharmaceutical  care  for 
mail  order  pharmacy  customers.  With  these  data 
we  intend  to  address  the  concerns  expressed  by 
Dr.  Bastani,  specifically  "expenses  from  treating 
avoidable  side  effects,  toxicity  resulting  in  hospi- 
talization" and  other  cost  saving  measures  pro- 
viding by  pharmacists.  It  is  hoped  with  this  infor- 
mation that  public  policy  will  change  to  recog- 
nize the  value  of  pharmaceutical  care  such  that 
pharmacists  can  continue  to  deliver  pharmaceu- 
tical care  and  serve  the  public  and  their  physician 
colleagues. 
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Three  Physician  Explorers 
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SOME  of  the  most  important 
achievements  of  physicians 
have  been  in  fields  entirely 
outside  of  their  profession.  These  have  in- 
cluded writing,  art,  politics,  military  leader- 
ship, and  even  professional  sports.  Silas  Wier 
Mitchell,  writer;  Sir  A.  Conan  Doyle,  the  cre- 
ator of  Sherlock  Holmes;  General  Leonard 
Wood,  one  time  chief  of  staff  and  leading 
contender  for  President  of  the  United  States 
in  1920;  Max  Thorek,  a leader  in  pictorial 
photography  and  Bill  McColl,  one  time  line- 
man for  the  Chicago  Bears  are  only  a few 
examples. 

■ High  adventure  has  also  attracted  physi- 
cians and  at  least  three  American  doctors  owe 
their  fame  to  arctic  exploration.  One  of  these, 
Dr.  Frederick  Cook  was  a celebrated  explorer 
at  about  the  turn  of  the  century.  Unfortu- 
nately, his  two  great  achievements,  the  dis- 
covery of  the  North  Pole  and  the  first  ascent 
of  Mount  McKinley  have  been  called  into 
question  and  his  claims  have  been  discredited 
as  probably  false.  Thus,  his  reputation  has 
become  a shadowy  one  at  best,  although  he 
still  has  a few  supporters  for  his  discoveries. 

No  such  clouds  hang  over  the  names  of  the 
other  two.  Dr.  Elisha  Kane  and  Dr.  Isaac  Hayes 
belong  to  the  middle  of  the  nineteenth  cen- 
tury but  they  are  celebrated  among  all  stu- 
dents of  polar  exploration  and  their  names 
remain  on  geographical  features  of  the  far 
north.  Strangely  enough,  both  of  them  were 
lured  to  the  Arctic  following  what  seems  to  us 
now  to  be  a fantastic  dream. 

For  two  centuries,  icebergs  floating  down 
from  the  north  along  the  Greenland  coast, 
and  birds  migrating  into  the  far  north  had  led 
geographers  to  believe  that  beyond  the  ice 
pack  was  a much  warmer  open  sea  surround- 
ing the  North  Pole.  If  one  could  penetrate  the 
ice  far  enough,  he  could  find  open  water  and 
actually  sail  to  the  Pole  itself. 

Kane  also  had  a much  more  altruistic  incen- 
tive driving  him  to  the  Arctic.  In  1845,  the 


English  explorer,  Sir  John  Franklin  had  led  a 
large  expedition  north  in  two  vessels  - the 
Erebus  and  the  Terror.  Their  mission  was  to 
find  a way  to  sail  through  the  long  dreamed  of 
northwest  passage  and  reach  Asia.  Franklin's 
expedition  was  reported  in  northern  waters 
beyond  Hudson  Bay  late  that  summer.  Then 
they  vanished  and  nothing  more  was  heard 
from  them.  By  1847  or  1848,  public  interest 
over  the  mystery  was  aroused  and,  partly  at 
the  instigation  of  Lady  Franklin,  repeated  ex- 
peditions were  sent  to  the  Arctic  to  find  the 
missing  explorers  or  at  least  to  ascertain  their 
fate.  By  1850,  five  years  after  Franklin  had 
vanished  no  trace  of  him  had  yet  been  found. 
Lady  Franklin  now  appealed  to  the  United 
States  Government  for  aid  in  the  rescue  op- 
erations. 

It  was  still  believed  by  some  that  Franklin's 
party  survived  locked  in  by  the  ice  some- 
where in  the  Arctic.  Some  even  believed  that 
they  had  entered  the  open  polar  ocean  and 
were  living  there  blocked  from  escape  by  the 
ice  farther  south. 

Rather  reluctantly,  the  United  States  agreed 
to  send  an  expedition  into  the  Arctic  to  join 
the  search  still  actively  pursued  by  additional 
rescue  parties,  mostly  from  England.  Two  ves- 
sels, the  Rescue  and  Advance  were  fitted  out 
and  sent  north  under  the  command  of  Lieu- 
tenant DeHaven. 

Kane  at  that  time  was  a surgeon  in  the  navy. 
He  had  studied  medicine  at  the  University  of 
Pennsylvania  and  graduated  eight  years  be- 
fore. Elisha  Kane  came  from  a remarkable 
family  with  a long  record  of  public  service  and 
accomplishment.  Elisha  and  his  siblings  car- 
ried on  the  tradition  well.  His  younger  brother, 
Thomas,  had  become  involved  with  the  cause 
of  the  Mormons.  While  never  a Morman  him- 
self, his  services  led  to  the  name  of  Kanesville 
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attached  to  the  Morman  encampment  near 
what  is  now  Council  Bluffs.  Elisha  himself  was 
dogged  all  of  his  life  by  chronic  illness.  From 
adolescence  on,  he  suffered  from  recurrent 
bouts  of  rheumatic  fever  and  its  dreaded 
complication  endocarditis.  Perhaps,  it  was  his 
gloomy  prospects  for  a long  life  that  lead  to 
his  love  of  adventure  and  his  reckless  daring. 
After  Kane  graduated  in  medicine,  be  became 
attached  to  the  navy  and  by  the  time  he  was 
thirty,  he  had  traveled  over  most  of  the  world 
and  survived  a long  series  of  desperate  esca- 
pades some  of  which  he  had  gone  out  of  his 
way  to  encounter.  Now  stationed  in  the  south- 
ern United  States  at  a drab  post  he  was  bored 
by  his  safe  uninteresting  life  and  chafing  for 
further  adventure. 

Thus,  it  was  that  when  word  of  DeHaven's 
expedition  to  the  Arctic  reached  him  he  im- 
mediately volunteered  to  go  as  surgeon.  He 
was  entranced  by  the  idea  of  more  activity 
and  a role  in  the  search  for  the  long  lost 
Franklin.  Kane  was  accepted  for  the  expedi- 
tion and  the  way  was  paved  for  both  his  fame 
and  the  most  daring  and  perilous  adventures 
of  his  already  adventurous  life. 

The  DeHaven  party  sailed  in  May  of  1850. 
They  made  their  way  into  Baffin  Bay,  then 
west  through  Lancaster  Sound  between  Baffin 
and  Devon  Islands.  Here,  as  fortune  would 
have  it,  they  encountered  a British  expedition 
and  together  they  stumbled  onto  the  first  sign 
of  Franklin  that  had  been  found:  graves  and 
the  remains  of  a winter  camp  on  what  was 
then  known  as  Beechey  Island  - since  proved 
to  be  a peninsula  of  Devon  Island.  The  expe- 
dition became  locked  in  the  ice  which  carried 
them  first  north  up  Wellington  Channel  and 
then  back  into  Lancaster  Sound.  They  were 
forced  to  winter  in  the  Arctic  and  after  severe 
privations  they  managed  to  free  their  ships 
the  following  spring. 

After  some  fruitless  attempts  to  make  their 
way  farther  north,  the  expedition  sailed  home. 
The  enterprise  had  been  a success  in  that  the 
entire  crew  survived  and  they  had  found  some 
traces  of  Franklin's  crew.  Where  Franklin  had 
gone  from  Beechey  Island  and  what  fate  had 
overtaken  him  remained  as  cloaked  in  mys- 
tery as  ever. 

Once  home,  DeHaven's  crew  disbanded 
and  DeHaven  went  on  to  other  assignments. 
One  fling  at  arctic  exploration  was  enough  for 
him. 


Kane  however,  was  completely  obsessed 
with  the  idea  of  a return  to  the  North.  He  was 
convinced  that  Franklin  had  gone  north,  up 
Wellington  Channel  and  that  there  really  was 
an  open  polar  sea.  It  was  his  ambition  to 
penetrate  into  the  polar  ocean,  to  prove  its 
existence  and  to  find  the  Franklin  party.  He 
began  to  work  furiously  (as  furiously  as  his 
health  would  permit)  to  raise  funds  and  orga- 
nize his  own  expedition.  All  of  this  was  inter- 
spersed with  an  ill  advised  and  fruitless  love 
affair,  but  the  expedition  was  organized  and 
fitted  out  and  left  for  the  Arctic  in  the  summer 
of  1853  with  Kane  in  command.  One  of  the 
crew  of  the  brig  Advance  was  the  expedition 
surgeon  Dr.  Isaac  Hayes. 

The  details  of  the  expedition  have  been 
preserved  in  Kane's  own  journal  published  in 
two  volumes.  It  is  extensively  illustrated  mostly 
by  drawings  made  from  Kane's  own  sketches 
for  among  other  things  Kane  was  a fairly 
accomplished  artist. 

After  leaving  New  York,  Kane  and  his  party 
made  their  way  north  into  Baffin  Bay  and  on 
to  Smith  South.  Here  they  encountered  the 
ice  pack  and  continued  north  mostly  by  "track- 
ing" literally  dragging  the  ship  along  by  main 
brute  force. 

They  finally  gave  up  after  reaching  a point 
north  of  the  village  Etah  and  the  present  Thule 
air  force  base.  They  settled  down  in  a shel- 
tered cover  for  the  winter.  The  brig  Advance 
never  left  that  cove. 

Kane  made  friends  with  the  Eskimos  on  his 
way  north  and  while  this  friendship  produced 
some  complications,  it  also  let  to  sources  of 
supply  that  may  have  saved  the  entire  party. 
The  winter  was  a desperate  one.  Supplies  ran 
low  and  worst  of  all  most  of  the  crew  became 
practically  incapacitated  by  scurvy.  When 
spring  approached  and  some  fresh  meat  be- 
came available,  the  crew  recovered  but  they 
still  had  one  more  catastrophic  experience. 

A detachment  had  been  sent  north  sledg- 
ing over  the  ice.  They  were  beset  by  some  of 
the  worst  weather  of  the  entire  winter  and 
only  a desperate  effort  by  Kane  and  some  of 
his  men  rescued  them  and  got  them  back  to 
the  Advance.  Two  of  the  crew  perished  from 
the  effects  of  that  episode. 

That  summer  parties  were  sent  north  up 
Smith  sound  to  explore  the  hitherto  unknown 
coast  and  find  a possible  passage  toward  the 
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supposed  northern  sea.  Miles  of  the  unknown 
coast  were  charted  and  explored  and  one 
supposedly  highly  important  discovery  was 
reported.  One  of  the  crew,  William  Morton 
reached  a point  called  Cape  Jeferson,  as  far 
north  as  man  had  ever  been.  From  there,  he 
found  open  water  to  the  north  as  far  as  he 
could  see.  The  open  polar  ocean  had  been 
discovered  and  its  existence  proved.  It  was 
some  years  later  that  the  open  water  was 
recognized  as  a temporary  freak  of  the  cli- 
mate and  that  the  great  discovery  was  an 
illusion. 

More  problems  however  awaited  Kane  and 
his  men  and  their  worst  experiences  and  most 
desperate  perils  were  still  ahead.  The  ice 
imprisoning  the  Advance  did  not  break  up 
and  there  was  no  possibility  of  getting  her 
free.  Fall  was  rapidly  advancing  and  it  became 
evident  that  the  crew  would  have  to  face  a 
second  winter  in  the  Arctic. 

Half  of  the  expedition  refused  to  accept 
this  verdict  and  left  for  the  south  on  their  own. 
The  others  grimly  settled  down  to  endure 
whatever  was  in  store  for  them.  To  make 
matters  worse  the  party  that  had  gone  south 
returned  after  terrible  hardships  in  their  at- 
tempt to  escape.  That  any  of  the  expedition 
survived  that  second  winter  of  privation  and 
disease  (mostly  scurvy  again)  is  something  of 
a miracle.  It  is  possible  that  only  occasional 
visits  from  the  Eskimos  with  bits  of  fresh  meat 
kept  them  alive. 

When  spring  finally  came,  only  one  hope 
remained  - to  abandon  the  Advance  and  try  to 
escape  to  the  south  with  sledges  and  open 
boats.  That  terrible  journey  of  over  500  miles 
lasted  for  85  days  of  incredible  dangers,  hard- 
ship and  exertion  but  the  party  finally  made  it 
to  the  Danish  village  of  Upernavak.  Here  just 
as  they  were  about  to  embark  on  a ship  bound 
for  Denmark,  a rescue  vessel  from  the  United 
States  arrived.  Safe  at  last  the  expedition 
made  its  way  home  after  two  years  in  the 
Arctic. 

Kane  was  welcomed  home  as  a national 
hero  and  his  reception  everywhere  can  be 
compared  only  to  that  accorded  celebrities 
like  Charles  Lindbergsomeseventyyears  later. 

Kane  plunged  into  the  monumental  task  of 
writing  up  his  journal  for  publication  and 
meeting  the  demands  made  on  him  as  a 
celebrity. 


During  his  years  of  extreme  exertion  and 
hardship  in  the  Arctic,  his  rheumatic  fever  and 
endocarditis  subsided  and  he  endured  the 
stress  as  well  as  the  hardiest  of  his  crew.  Now 
in  a temperate  climate  his  illness  flared  up 
again.  He  became  an  invalid  and  eventually 
suffered  from  repeated  strokes  - probably  due 
to  emboli  from  his  endocarditis.  Finally  in 
1 857,  two  years  after  his  return,  he  died  at  the 
early  age  of  37.  Few  even  among  the  hardiest 
and  most  daring  ever  crowded  as  much  ad- 
venture, peril  and  hardship  into  much  longer 
lives. 

Dr.  Isaac  Hayes,  the  surgeon  of  Kane's 
expedition,  later  led  two  parties  of  his  own 
into  the  far  north.  Hayes,  like  Kane  was  con- 
vinced of  the  existence  an  the  open  polar  sea. 
Like  Kane  he  too  failed  to  reach  that  objec- 
tive. 

Ironically,  both  of  the  dreams  that  drove 
these  two  great  physician  explores  north 
turned  out  to  be  illusions.  Kane's  theory  that 
Franklin  had  gone  north,  up  Wellington  Chan- 
nel had  been  proved  wrong  by  the  time  that 
Kane  reached  home.  Franklin  had  actually 
gone  west  and  south  from  Beechey  Island.  A 
thousand  miles  from  where  Kane  had  ex- 
pected to  find  him,  his  vessels  had  been 
wrecked  in  the  ice  near  King  William  Island 
and  the  entire  expedition  had  perished  trying 
to  reach  the  Canadian  mainland. 

Hayes  lived  to  see  the  dream  of  the  open 
polar  sea  shattered  although  Kane  was  prob- 
ably spared  this.  The  later  expeditions  of 
Charles  F.  Hall,  George  Nares,  A.W.  Greeley 
and  others  proved  that  the  Arctic  Ocean  is  ice 
locked  everywhere  and  only  a freak  shift  in 
the  current  had  produced  the  open  water 
seen  by  Morton  years  before. 

Still  the  records  of  Kane  and  Hayes  as 
explorers  stand.  Both  names  are  on  the  map. 
Kane  Basin,  north  of  Baffin  Bay,  and  Hayes 
Peninsula,  on  the  northern  Greenland  coast, 
are  there  for  all  who  look  at  the  maps  to  read. 

The  way  to  the  far  north  Arctic  Ocean  had 
been  found  for  those  who  followed,  Nansen 
of  Norway,  the  Duke  DiAbruzzi  of  Italy  and 
finally  Robert  E.  Peary  who  was  to  reach  the 
Pole  itself. 

To  us  in  medicine  today,  one  great  mystery 
remains.  How  could  Kane's  crew  have  been 
permitted  to  be  devastated  by  scurvy  during 
both  of  his  winters  in  the  north?  While  the  real 
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cause  of  scurvy  awaited  the  discovery  of  vita- 
mins many  years  later,  the  British  already 
knew  that  a constant  diet  of  salt  pork  lead  to 
scurvy  and  that  lime  juice  would  prevent  it. 

The  British  expeditions  had  long  been  free 
from  scurvy  and  still  the  Americans  were 
plagued  by  it.  Kane's  experiences  were  not 
alone.  Years  before  (1819-1820)  the  Ameri- 
can encampment  at  what  was  then  known  as 
Cantonment  Missouri  (Nebraska),  (Later,  Fort 
Atkinson  and  still  later,  Fort  Calhoun)  had 


been  decimated  by  scurvy.  This  question  can 
not  be  answered  today.  All  we  can  do  is 
admire  the  courage  of  those  who  endured  the 
consequences  and  managed  to  survive. 
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OBJECTIVE:  To  determine  the 
predictive  value  of  pre-treat- 
ment skin  tests  and  in  vitro 
IgE/l gG4  anti-murine  monoclonal  antibodies  in 
patients  treated  with  murine  monoclonal  anti- 
bodies. 

Design:  Patients  treated  at  two  cancer  insti- 
tutions were  evaluated  by  skin  testing  and  solid 
phase  immunoassays  to  detect  IgE  and  lgG4 
specific  anti-murine  monoclonal  antibodies.  Skin 
testing  by  scratch  and  intradermal  skin  testing 
was  done  on  patients  before  treatment  with 
murine  monoclonal  antibodies.  IgE  & lgG4  spe- 
cific anti-murine  monoclonal  antibodies  were 
determined  before  treatment  in  all  patients  and 
at  1,  7,  14  and  21  days  post-treatment  in  1 
patient. 

Setting:  Cancer  patients  undergoing  murine 
monoclonal  antibody  treatment  in  two  univer- 
sity medical  centers  were  recruited  for  the 
study. 

Participants:  Twelve  patients,  aged  41-75 
years  with  gastrointestinal  cancers  (colon,  stom- 
ach, pancreas  or  liver)  with  metastatic  disease, 
who  had  relapses  or  conventional  therapy  were 
enrolled.  Some  patients  had  previous  exposure 
to  rodents,  either  as  laboratory  personnel  or 
had  kept  them  as  pets. 

Intervention:  One  patient  who  experienced 
an  anaphylactic  reaction  to  murine  monoclonal 
antibody  infusion  was  desensitized  so  therapy 
could  continue. 

Main  outcome  measures:  Skin  tests,  immu- 
noassays, and  patient  history  were  correlated 
with  adverse  reactions  to  infusions  of  murine 
monoclonal  antibodies. 

Main  results:  Skin  tests  (scratch  method) 
and/orin  vitro  immunoassays  may  predict  aller- 
gic outcomes  in  patients  receiving  infusions  of 
murine  monoclonal  antibodies.  Intradermal  skin 


testing  with  murine  monoclonal  antibodies  may 
result  in  false  positive  reactions  and  have  less 
predictive  value.  Specific  IgE  or  lgG4  were 
elevated  in  the  two  patients  who  experienced 
severe  adverse  reactions  to  murine  monoclonal 
antibodies  but  not  in  those  patients  with  no 
reactions  and  therefore,  may  have  some  predic- 
tive value.  A history  of  past  exposure  to  mice 
may  also  increase  the  risk  of  adverse  reactions. 
In  one  patient,  intravenous  desensitization  en- 
abled treatment  to  proceed. 

Conclusion:  Scratch  skin  tests,  in  vitro  IgE 
and/or  lgG4  immunoassays  together  with  a past 
history  of  previous  exposure  to  murine  antigen(s) 
may  predict  potential  allergic  reaction  to  therapy 
with  murine  monoclonal  antibodies. 


Significant  progress  has  been  made  in  utiliz- 
ing hybridoma  technology  to  develop  mono- 
clonal antibodies  (MAb)  that  recognize  human 
tumor  antigens.  These  include  MAb  against 
melanoma,  lymphoma,  acute  lymphoblastic  leu- 
kemia, solid  tumor  cells  including  neuroblas- 
toma and  gastrointestinal  carcinomas16  and 
pancreatic  cancer.78  Murine  MAb  have  been 
used  both  for  diagnosis  and  treatment,  alone  or 
conjugated  with  cytotoxic  agents.9'11  Although 
not  all  are  in  agreement,12  the  increasing  use  of 
mice  as  a source  of  MAb  may  result  in  hypersen- 
sitivity towards  murine  proteins.  Additionally, 
direct  cytotoxic  effects  by  MAb  on  normal  cells 
can  occur.12' 13 

The  purpose  of  this  study  was  to  determine 
whether  pre-treatment  skin  tests  and  specific 
IgE  and/or  lgG4  anti-murine  antibodies  may  be 
of  value  in  predicting  the  occurrence  of  allergic 
reactions  caused  by  treatment  with  murine 
MAb. 

"Reprints  request  and  correspondence  to:  Roger  H.  Kobayashi, 
M.D.,  Allergy,  Asthma  and  Immunology  Associates,  P.C.,  2808  S. 
80th  Avenue,  Omaha,  NE  68124 
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Materials  and  methods 

Serum  was  obtained  from  twelve  patients, 
ages  41-75,  with  gastrointestinal  carcinomas 
(colon,  stomach,  pancreas,  or  liver)  who  were 
treated  with  various  murine  MAb  (Table  1).  All 
patients  had  metastatic  lesions  which  were 
unresponsive  to  conventional  therapy.  Details 
of  the  MAb  preparations  and  clinical  features  of 
most  of  these  patients  were  reported  else- 
where.3-8 A complete  allergy  history  followed  by 
skin  testing  on  each  of  the  patients  was  per- 
formed by  one  of  the  authors  (AS).  Three  anti- 
gens were  used:  Commercial  mouse  epidermal 
antigen  (MEA,  Hollister-Stier),  and  the  two  MAb- 
A and  -B  agents  used  in  the  treatment  of  these 
patients  (Table  2).  Four  patients  were  treated 
with  MAb-A  (Column  1)  and  seven  with  MAb- 
B (Column  2).  Both  MAb  were  directed  against 
gastrointestinal  carcinoma-associated  antigens. 
The  MAb  were  given  intravenously  in  increas- 
ing doses  over  five  days.  Blood  samples  were 
collected  from  most  patients  prior  to  treatment 
and  72  hours  after  completion  of  therapy.  All 
patients  were  monitored  for  allergic  reactions 
throughout  the  treatment  period. 


TABLE  1 

TYPE  OF  CANCER  AND  MONOCLONAL  ANTIBODY 
TREATMENT  IN  ENROLLED  PATIENTS. 


PATIENT  # 

SEX 

AGE 

TYPE  OF  CANCER 

TYPE  OF  MAB 

1 

M 

51 

Esophagus 

B 

2 

M 

55 

Pancreas 

B 

3 

M 

69 

Pancreas 

B 

4 

M 

53 

Gastroesophageal 

A 

5 

F 

41 

Colon  + Liver 

A 

6 

M 

74 

Gastric 

B 

7 

F 

62 

Colon  + Liver 

A 

8 

M 

53 

Colon 

B 

9 

M 

53 

Colon  + Liver 

B 

10 

F 

75 

Colon 

A 

11 

F 

34 

Pancreas 

B 

12 

F 

63 

Pancreas 

C 

TABLE  2 

SKIN  TEST  SCHEDULE  EMPLOYED 

I.  Scratch  Tests  (performed  initially) 

1.  Mouse  epidermal  skin  test  antigen  (MEA)  1:20  w/v 

2.  Monoclonal  antibody  (MAB)  undiluted 

3.  Controls  (Histamine,  Saline) 

II.  Intradermal  Tests  (performed  only  if  scratch  tests  are  negative) 

1.  MEA  1:1000 

2.  MEA  1:100 

3.  MEA  1:10 

4.  MAB  1:100 

5.  MAB  1:10 

6.  MAB  undiluted 

7.  Controls  (Histamine,  Saline) 


Prior  to  treatment  with  MAb,  both  prick 
(1:20  dilution;  undiluted)  and  intradermal  skin 
tests  (increasing  ten-fold  dilutions  beginning 
with  a 1 :1 ,000  dilution)  were  performed  on  the 
first  ten  patients  using  each  of  the  three  anti- 
gens. In  addition,  serum  samples  were  tested 
for  antibody  against  murine  antigens  by  labora- 
tory personnel  who  were  unaware  of  the  pa- 
tients' clinical  course.  Solid  phase  radioimmu- 
noassay was  performed  using  cyanogen  bro- 
mide activated  cellulose  discs  coated  with  MAb- 
A,  MAb-B,  or  MEA.  Each  patient's  serum  was 
added  separately  to  three  different  discs  coated 
with  these  antigens.  I125  labeled  rabbit  anti- 
human IgE  heavy  chain  was  then  added  and 
unbound  labeled  antisera  washed  away.  The 
percentage  of  I125  bound  by  the  discs  was 
determined,  reflecting  the  amount  of  patient 
IgE  antibody  to  murine  MAb.  A similar  tech- 
nique was  used  to  determine  IgG4  antibodies  to 
MAb.  Specific  IgE  and  lgG4  antibody  values  of 
reach  patient  were  compared  with  that  of  pooled 
serum  of  healthy  laboratory  workers  and  with  a 
buffer  solution  (negative  control).  Results  were 
expressed  as  the  percent  of  labeled  anti-lgE  or 
anti-lgG4  antibody  bound  by  the  serum  sample 
divided  by  the  percent  bound  by  buffer.  Follow- 
ing completion  of  the  assays,  the  code  was 
broken  and  details  about  each  patient  were 
revealed. 

Results: 

Skin  Tests  (Table  3).  Four  patients  had  nega- 
tive pre-treatment  prick  and  intradermal  skin 
tests.  Six  had  negative  pre-treatment  prick  tests 
but  varying  degrees  of  positive  intradermal 
tests  when  tested  with  undiluted  MAb.  Four  of 
the  six  also  had  a positive  intradermal  test  for 
MEA  at  a weight  per  volume  concentration  of 
1:100.  All  patients  had  positive  histamine  con- 
trol tests.  None  of  the  patients  1 -1 0 had  clinical 
evidence  of  an  allergic  reaction  during  the  5- 
day  course  of  treatment. 

Patient  #11,  who  was  not  tested  before 
treatment,  developed  pruritus,  urticaria,  ab- 
dominal cramps,  nausea,  and  diarrhea  within 
minutes  following  initial  administration  of  the 
MAb.  She  was  not  skin  tested  until  24  hours 
after  the  first  infusion  of  MAb.  At  that  time,  she 
had  a strongly  positive  prick  test  with  both  MEA 
and  the  MAb  used  for  treatment.  She  previously 
had  worked  as  a research  technician  and  had 
been  exposed  to  mice  but  had  no  known 
adverse  reaction  to  murine  antigens  prior  to  her 
first  MAb  treatment. 
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Specific  Antibodies.  Specific  IgE  and  lgG4 
antibodies  to  MAb-A  were  markedly  elevated  in 
the  serum  of  patient  #1 1 , (Figure  1 and  Table  4). 
Her  levels  were  more  than  three  standard  devia- 
tions (S.D.)  above  the  mean  level  of  the  other 
patients.  A similar  finding  was  noted  with  regard 
to  specific  IgE  and  lgG4  antibodies  to  MEA.  She 
also  had  high  levels  of  specific  IgE  against  MAb- 
B,  but  lgG4  antibody  levels  to  this  antigen  was 
not  significantly  elevated  because  of  the  large 
standard  deviation  caused  by  one  skin  test 
negative  patient  who  had  high  lgG4  antibodies 
to  MAb-B.  She  was  not  treated  again  with  MAb 
due  to  the  severity  of  her  reaction. 

The  six  patients  with  positive  intradermal 
tests  are  represented  by  open  circles  in  Figure  1 . 
Their  antibody  levels  were  all  within  2 SD  of  the 
mean.  The  pooled  serum  of  lab  workers  (con- 
trol serum),  some  of  whom  had  worked  with 
mice,  had  a value  close  to  the  mean  value  of  the 
unaffected  patients.  A serum  specimen  obtained 
72  hours  after  the  single  infusion  of  MAb  from 
the  patient  with  anaphylaxis  (#11)  revealed 


persistently  high  levels  of  specific  IgE  and  lgG4 
antibodies.  lgG4  antibodies  against  MAb-B  (not 
used  in  treatment  of  this  patient)  were  elevated 
to  a lesser  degree. 

Serum  from  another  patient  (#1 2)  who  had  a 
severe  allergic  reaction  to  MAb  was  subse- 
quently received  for  evaluation.  As  this  case 
illustrates  certain  interesting  points,  it  is  pre- 
sented in  detail. 

Case  #12:  This  was  a 63-year-old  white  fe- 
male with  adenocarcinoma  of  the  pancreas 
with  pulmonary  and  subcutaneous  metastases. 
She  was  referred  to  skin  testing  against  murine 
proteins  prior  to  therapy  with  a third  MAb, 
designated  1 7-1 A of  the  lgG,a  isotype.8  She  had 
poor  response  to  prior  chemotherapy  (5-FU, 
adriamycin,  and  mitomycin)  and  there  was 
progressive  growth  of  a tumor  nodule  in  the 
scar  of  a previous  laparotomy.  Prior  illnesses 
included  a long  history  of  atopy  and  asthma 
with  numerous  allergic  reactions  to  environ- 
mental agents  (animal  dander,  dust,  wool,  feath- 


TABLE  3 

RESULTS  OF  SKIN  TESTING  9mm  ERYTHEMA/MM  WHEAL  WITH  TREATMENT 
MONOCLONAL  ANTIBODY  (MAb)  AND  MOUSE  EPIDERMAL  ANTIGEN  (MEA) 


PATIENT 

SCRATCH  TEST 

INTRADERMAL  TEST 

REACTION  TO  IV  MAB 

MEA 

MAB 

MEA 

MAb 

1:20 

Undiluted 

1:1000 

1:100 

1:100 

Undiluted 

1-4 

0 

0 

0 

0 

0 

0 

(-) 

5 

0 

0 

0 

6x7/6x7 

0 

15x18/10x10 

(-) 

6 

0 

0 

2x2/ 2x2 

5x5/ 5x5 

0 

6x5/6x5 

(-) 

7 

0 

0 

0 

5x5/ 5x5 

0 

5x5/5x5 

(-) 

8 

0 

0 

0 

35x40/5x5 

0 

5x5/ 1x2 

(-) 

9 

0 

0 

0 

0 

0 

12x12/12x12 

(-) 

10 

0 

0 

0 

0 

0 

15x20/7x10 

(-) 

11 

20x22/5x6 

20x25/8x6 

ND 

ND 

ND 

ND 

(*)' 

12 

0 

0 

ND 

ND 

0 

ND 

(+)2 

1 Anaphylactic  reaction.  Infusion  discontinued  and  no  further  treatment  given. 

2 Systemic  reaction  with  wheezing  and  hives.  Patient  "desensitized"  and  treatment  continued  and  completed. 

TABLE  4 

BINDING  OF  SERUM  IgE  AND  lgG4  TO  DISC  COATED  WITH  MAb  "A",  MAb  "B"  AND  MEA 

(cpm  125l  anti-lgE  or  anti-lgG4  bound  by  serum/ buffer) 

Serum 

IgE 

lgG4 

MAB  "A" 

MAb  "B" 

MEA 

MAb  "A"  MAb  "B" 

MEA 

Pooled  serum,  lab  workers 

1.2 

1 

1.25 

1.8  1.8 

2.1 

Patients  1-10,  pre-treatment 

1.2  i 0.2 

1.2 + 0.4 

0.9  ^0.2 

1.310.8  1.611.9 

12510.8 

Patient  11,  4 hrs.  post-RX 

2.9 

2.4 

1.4 

4.5  3.2 

6.0 

Homo' 

Heter2 

MEA 

Homo1  Heter2 

MEA 

Patients  1-10,  2 hrs.  post-RX 

1.4  ± 0.3 

1.2±.03 

0.8 1 0.3 

1.711.3  1.4i0.7 

.6i0.9 

Patient  11,2  hrs.  post-RX 

3.9 

2.4 

1.7 

4.3  2.5 

6.1 

Homologous  = the  same  MAb  used  for  therapy  and  for  radioimmunoassay  for  patient  11 
Heterologous  = different  MAb  used  for  therapy  and  for  radioimmunoassay  for  patient  11 
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FIGURE  1 


125l  Binding  Score  of  IgE  and  lgG4  in  tested  sera,  to  discs  coated  with  the  monoclonal  antibodies 
(MAB)  or  mouse  epidermic  skin  test  antigen. 
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ers),  penicillin,  and  sulfa.  Both  she  and  her 
children  kept  pet  mice  in  the  past.  Other  health 
problems  included  hyperglycemia  and  past  op- 
erations included  a hysterectomy,  tonsillectomy, 
and  adeniodectomy.  She  was  taking  albuterol 
by  metered  dose  inhaler,  Theodur-SR™, 
Metamucil™,  Surfak,  and  various  vitamins.  Physi- 
cal examination  at  the  time  of  referral  revealed 
vital  signs  to  be  normal.  There  was  no  icterus  or 
adenopathy.  There  were  rales  and  bronchial 
breath  sounds  at  the  right  base.  A palpable 
epigastric  mass  and  a nodule  in  a 
cholecystectomy  scar  were  identified.  Her  liver 
measured  16  cm  in  the  midclavicular  line  and 
the  left  lobe  extended  1 2 cm  below  the  xiphoid 
cartilage.  The  remainder  of  the  examination 
was  unremarkable.  Skin  testing  with  1:1000, 
1 :1 00  and  1 :10  of  MAb  (1:10  dilution  - 1 .0  mg/ 
ml)  were  carried  out  by  both  prick  and  intrader- 
mal  testing.  These  were  negative.  Skin  tests  to 
mouse  protein  dander  were  also  negative.  A 
histamine  control  was  positive  (Table  5). 

Following  the  negative  skin  testing,  the  pa- 
tient was  admitted  to  the  hospital  for  treatment. 
During  the  initial  infusion  of  antibody,  she 
began  to  complain  of  dyspnea,  chest  tightness, 
and  flushing.  Examination  showed  her  pulse  to 
be  120,  blood  pressure  150/86,  and  diffuse 
wheezing  appeared.  The  infusion  was  stopped 
and  the  patient  responded  well  to  epinephrine 


and  Benadryl.  Since  the  patient  wished  to  con- 
tinue treatment  with  MAb,  she  was  moved  to 
the  intensive  care  unit  of  MAb  desensitization 
before  proceeding  with  further  treatment.  An 
aminophylline  drip  was  started  in  another  vein 
and  was  continued  throughout  the  procedure. 
Under  close  monitoring,  she  was  given  incre- 
mental infusions  of  a dilute  solution  (1:1 ,000)  of 
MA  1 7-1 A over  a 4-hour  period  until  a total  dose 
of  5 mg  had  been  reached.  She  remained 
normotensive  with  a normal  pulse  rate  through- 
out the  procedure  although  she  did  have  a 
sensation  of  chest  tightening  and  an 
erythematous  rash  which  was  relieved  with 
Benadryl.  She  was  maintained  on  an  IV  drip  of 
dilute  antibody  (1:1,000)  at  the  rate  of  10  mg 
per  hour  throughout  the  remainder  of  her  hos- 
pitalization. She  had  no  further  problems  with 
treatment  and  received  a total  dose  of  450  mg 
of  antibody.  Pre-  and  post-treatment  (0,  +1 , +2, 
+3,  and  +4  weeks)  sera  were  tested  for  specific 
IgE  and  lgG4  antibodies  to  MEA  and  the  two 
MAb  used  in  previous  study  (Table  5).  The 
results  demonstrated: 

A.  Normal  pre-treatment  serum  levels  of  spe- 
cific IgE  antibody  to  MA  17-1 A with  a marked 
elevation  one  week  after  treatment  with  MAb. 

B.  Very  high  pre-treatment  serum  levels  of 
lgG4  antibody  against  all  murine  antigens  tested, 
with  even  higher  levels  one  week  post-treat- 
ment. 
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TABLE  5 

IgE  AND  lgG4  ANTIBODIES  OF  PATIENT  12  to  MAb  "A", 

MAb  "b"  AND  MEA 

(cpm  ,25l  anti-lgE  or  anti-lgG4  bound  by  serum/ buffer)* 

IgE  lgG4 


MAb  "A" 

MAb  "B" 

MEA 

MAb  "A" 

MAb  "b" 

MEA 

Pooled  sera,  lab  workers 

1.2 

1 

1.2 

1.8 

1.8 

2.1 

Patient  11, 1 day  post  RX 

7.3 

6.1 

3.1 

4.3 

4.3 

6.1 

Patient  12,  Pre-RX 

1.5 

1.1 

1.2 

23.8 

21.1 

46.7 

Patient  12,  Post-RX  1 day 

1.2 

1.5 

2.2 

23.3 

20.0 

49.4 

Patient  12,  Post-RX  7 days 

11.9 

11.2 

1.7 

37.6 

33.9 

53.6 

Patient  12,  Post-RX  14  days 

2.9 

2.5 

1.4 

31.6 

26.5 

46.0 

Patient  12,  Post-RX  21  days 

2.3 

1.5 

1.7 

20.3 

21.5 

43.4 

Patient  12,  Post-RX  28  days 

1.9 

1.4 

1.3 

24.0 

22.8 

47.3 

’These  assays  were  carried  out  several  weeks  after  the  assays  indicated  in  Table  4.  A freshly  labelled  anti-lgE  reagent  resulted  in  higher 
IgE  binding  for  patient  11  in  the  later  assays.  Note  the  peak  IgE  responses  of  patient  12  seven  days  post-infusion  and  the  return  to  pre- 
infusion levels  by  3 to  4 weeks. 


Discussion 

The  recent  advent  of  murine  MAb  has  made 
specific  antitumor  antibodies  available  for  ex- 
perimental treatment  protocols.  However,  the 
widespread  use  of  these  foreign  proteins  car- 
ries a definite  risk  of  untoward  effects.  Dillman, 
et  al12  recently  described  hypersensitivity  reac- 
tions including  anaphylaxis,  bronchospasm, 
urticaria,  and  pruritus  in  1 8%  of  patients  treated 
with  MAb. 

Some  investigators  have  questioned  the  pre- 
dictive value  of  skin  tests,  IgE  antibody  levels,  or 
other  immunologic  indicators  for  allergic  reac- 
tions. In  Dillman's  study,  skin  tests  were  not 
performed  on  most  of  the  patients  because  of 
equivocal  results  during  prior  prospective  test- 
ing of  patients.  Unfortunately,  a lack  of  confi- 
dence in  skin  tests  as  well  as  in  vitro  antibody 
studies  may  cause  these  tests  to  be  omitted 
prior  to  therapeutic  use  of  MAb.  Our  results 
demonstrate  that  carefully  performed  skin  and/ 
or  immunologic  tests,  if  positive,  might  predict 
an  allergic  reaction.  We  believe  skin  tests  should 
be  carried  out  prior  to  treatment  with  murine 
MAb  since  a significant  percentage  of  recipi- 
ents will  experience  allergic  reactions  of  varying 
degrees  of  severity.  When  positive,  skin  tests 
indicate  the  need  for  caution,  or  "desensitiza- 
tion" prior  to  therapeutic  administration  of  the 
MAB.  Prick  or  scratch  skin  tests  with  both  MEA 
and  the  MAb  used  for  treatment  are  recom- 
mended for  the  screening  of  patients  who  are 
to  receive  murine  MAb.  Intradermal  tests  with 
MEA  at  a dilution  of  1:100  can  result  in  false 
positive  reactions  and  these  have  limited  pre- 
dictive value.  Likewise,  intradermal  testing  with 
undiluted  MAb  resulted  in  positive  reactions, 


but  no  allergic  consequences.  Thus,  prick  tests 
beginning  at  1:100  dilution,  then  1:10,  and 
finally  full  strength  are  recommended.  If  these 
are  negative,  they  may  be  followed  by  immu- 
nochemical tests  for  IgE  and  IgC.  anti-MAb 
antibodies.  If  the  latter  are  positive,  the  clinician 
is  forewarned  about  potential  allergic  reac- 
tions. 

In  a few  hypersensitive  patients,  skin  tests 
may  be  negative,  perhaps  due  to  decreased 
dermal  reactivity  as  has  been  described  in  some 
cancer  patients.14  Antihistamines  should  be 
avoided  for  three  days  to  three  weeks  prior  to 
the  skin  tests,  depending  on  the  half  life  of  the 
antihistaminic  agent.  In  these  cases,  pretreat- 
ment levels  of  IgE  and/or  lgG4  specific  antibody 
may  provide  an  important  clue  of  hypersensitiv- 
ity as  was  demonstrated  by  patient  1 2.  Interest- 
ingly, the  pre-treatment  IgE  anti-MAb  serum 
level  in  this  patient  was  negative,  a finding 
which  correlated  to  the  negative  skin  test.  There 
is  little  evidence  that  lgG4  antibodies  are  in- 
volved in  immediate  type  skin  reactions  al- 
though it  has  been  noted  that  high  levels  of  lgG4 
antibodies  are  more  common  in  allergic  than  in 
non-allergic  patients.15'17  Thus,  elevated  levels 
of  lgG4  antibodies  may  portend  a vigorous 
immune  response  and  warn  of  a potential  se- 
vere, adverse  reaction.  That  elevated  specific 
IgG . antibodies  per  se’  occasionally  act  as  "ana- 
phylactic" antibodies  is  yet  to  be  proved.  Nev- 
ertheless, patient  12  had  elevated  IgG  anti- 
MAb  and  experienced  a systemic  reaction. 

Although  an  elevated  IgE  specific  antibody 
level  is  undoubtedly  of  greater  clinical  signifi- 
cance than  elevated  lgG4  antibody,  the  latter 


December  1994  Nebraska  Medical  Journal  397 


does  indicate  prior  exposure  to  the  allergen  in 
question.  Thus,  the  combination  of  a careful 
history  indicating  prior  exposure  to  MAb  or 
contact  with  rodents,  evidence  of  an  allergic 
background,  together  with  positive  skin  tests 
and  IgE  and  lgG4  anti-MAb  antibodies  provide 
some  basis  of  deciding  whether  desentitization 
and/or  prophylactic  antiallergic  medications 
are  indicated  in  patients  receiving  therapy  with 
murine  monoclonal  antibodies.  Patient  1 2 dem- 
onstrated, that  despite  the  occurrence  of  a 
systemic  reaction,  administration  of  MAb  is 
possible  after  desensitization.  This  preliminary 
study  suggests  the  need  for  more  extensive 
evaluation  of  potential  predictors  of  adverse 
reactions  due  to  therapeutic  administration  of 
murine  MAb. 

Acknowledgment:  Graditute  is  extended  to 
Lucinda  Gillette  for  typing  this  manuscript. 
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ASK  A LAWYER 


CHARLES  M.  PALLESEN,  Esq. 

1900  FirsTier  Bank  Building 
Lincoln,  NE  68508 


1.  What  is  the  physician-patient  privilege? 

The  physician-patient  privilege  is  a legal 
shield  which  allows  a patient  to  prevent  the 
disclosure  of  confidential  communications 
which  occur  between  the  patient  and  doc- 
tor regarding  the  patient's  physical,  mental 
or  emotional  condition.  Neb.  Rev.  Stat.  § 27- 
504  (Supp.  1993).  A confidential  communi- 
cation that  occurs  in  the  presence  of  other 
health  care  providers  or  family  members  is 
also  protected  by  the  privilege.  A communi- 
cation is  confidential  and  therefore  protected 
by  the  physician-patient  privilege  if  it  fur- 
thers the  interests  of  the  patient  or  others 
involved  in  treatment  and  was  not  intended 
to  be  revealed  to  anyone  not  present  during 
the  communication. 

2.  Who  may  invoke  the  physician-patient 
privilege? 

The  privilege  may  be  claimed  by  the 
patient,  the  patient's  guardian  or  conserva- 
tor, or  the  personal  representative  of  a de- 
ceased patient.  The  physician  may  claim  the 
privilege  on  behalf  of  the  patient,  and  it  is 
presumed  that  the  patient  has  authority  to 
claim  the  privilege  unless  there  is  evidence 
to  the  contrary.  Neb.  Rev.  Stat.  § 27-504 
(Supp.  1993). 

3.  Are  there  certain  types  of  communica- 
tions not  protected  by  the  physician- 
patient  privilege? 

Yes  Neb.  Rev.  Stat.  § 27-504  provides 
that  the  physician-patient  privilege  cannot 
be  invoked  to  prevent  the  disclosure  of: 


a.  communications  relating  to  proceed- 
ings to  hospitalize  the  patient  if  the 
physician  deems  it  necessary; 

b.  communications  concerning  the  con- 
dition of  the  patient  in  a proceeding 
where  the  patient  has  relied  on  that 
condition  as  an  element  of  the  claim 
for  relief; 

c.  communications  regarding  injuries  to 
children,  incompetents,  or  disabled 
persons  which  are  required  for  adju- 
dication of  a juvenile  court  proceed- 
ing; and 

d.  communications  concerning  an  at- 
tempt to  obtain  a controlled  sub- 
stance. 

In  addition,  other  statutes  suspend  the 
privilege  and  require  disclosure  in  judicial 
proceedings  concerning  child  abuse.  Neb. 
Rev.  Stat.  § 28-714  (Supp.  1993),  wounds 
caused  by  violence  Neb.  Rev.  Stat.  § 28-902 
(Reissue  1989),  and  workers'  compensation 
injuries  Neb.  Rev.  Stat.  $ 48-1  20  (Supp.  1993). 


★ ★ ★ 

"Ask  a Lawyer"  is  a feature  of  the  Nebraska  Medical  Journal.  If 
you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel, 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  FirsTier  Bank 
Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were  provided  by 
Charles  M.  Pallesen  with  the  assistance  of  Northwestern  University 
School  of  Law  student  Jennifer  Beaty  of  the  Cline,  Williams  Law 
Office.  Questions  relating  to  specific  detailed  factual  situations 
should  continue  to  be  referred  to  your  own  counsel. 


December  1994  Nebraska  Medical  Journal  399 


WELCOME  NEW  MEMBERS 


Shawn  S.  Lawrence,  M.D. 
P.O.  Box  647 
Broken  Bow,  NE  68822 

Kenneth  L.  Loper,  M.D. 
805  South  F 
Broken,  Bow,  NE  68822 

Thomas  M.  Byrne,  M.D. 

1 3930  Cold  Circle 
Omaha,  NE  68144 

Thomas  J.  Johnson,  M.D. 
P.O.  Box  983280 
Omaha,  NE  68198-3280 


Gerard  J.  Voorhees,  M.D. 
6901  N.  72nd  St. 

Omaha,  NE  68122 

Gerald  Ries,  M.D.  (reinstated) 
9713  Nottingham 
Omaha,  NE  681 14 

Thomas  W.  Hejkal,  M.D. 
UNMC,  P.O.  Box  985540 
Omaha,  NE  68198-5540 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JANUARY  20,  1995  — Vestibular  and  Balance 
System  Assessment:  Theory,  Methodology  and 
Treatment,  Department  of  Otolaryngology, 
Boys  Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

FEBRUARY  1 1,  1995  — Management  of  Colon 
and  Rectal  Diseases  by  the  Primary  Care  Physi- 
cian, Marriott  Hotel,  Omaha,  NE. 

MARCH  23,  1 995 — Distinguished  Lecture  Series 
-James  N.  Baraniuk,  M.D.-  BoysTown  National 
Research  Hospital  Auditorium,  Omaha,  NE. 

MAY  6-7,  1995  — Anesthesiology  Conference, 
Marriott  Hotel,  Omaha,  NE. 

MAY  26-28,  1995  — Family  Medicine  Update, 
Village  East  Resort,  Okoboji,  IA. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division,  60 ' 

North  30th  Street,  Suite  #2130,  Omaha,  NE  6 8131. 


MAYO  FOUNDATION 

FEBRUARY  1-8,  1995  — Update  in  Clinical 
Neurophysiology,  Mayo  Clinic,  Rochester, 
MN. 

FEBRUARY  4-8,  1995  — Selected  Topics  In 
Internal  Medicine,  Silverado  Resort,  Napa 
Valley,  CA. 

FEBRUARY  9-11,1 995  — Mayo  Clinic  State-of- 
the-Art  Symposium:  Arrhythmia  Manage- 
ment, Silverado  Resort,  Napa  Valley,  CA. 

MARCH  24-26,  1995  — Advances  in  Clinical 
Anesthesiology,  Silverado  Resort,  Napa  Val- 
ley, CA. 

For  further  information:  Contact  Postgraduate  Courses, 
Section  of  Continuing  Medical  Education,  Mayo  Founda- 
tion, Rochester,  MN  55905,  Phone : Toll  Free  800-323- 
2688  (U.S.). 


NEBRASKA  MEDICAL  ASSOCIATION 

APRIL  27-30,  1995  — Annual  Session, 
Cornhusker  Hotel,  Lincoln. 

SEPTEMBER  21-23,  1995  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 

APRIL  25-28,  1 996  — Annual  Session,  Omaha 
Marriott  Hotel. 

SEPTEMBER  12-14,  1996  — Fall  Session, 
Cornhusker  Hotel,  Lincoln. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

MARCH  5-10,  1995,  SUNDAY-FRIDAY  — 15th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians.  Fee:  $400. 

MARCH  27-APRIL  7,  1 995,  1 1 DAYS  — Family 
Practice  Review,  Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  Physicians.  Fee:  $1 1 50- two  week 
session,  $800  - one  week  session,  $1300  - split 
sessions. 

APRIL  24-MAY  5,  1995,  1 1 DAYS  — Family 
Practice  Review , Center  for  Continuing  Educa- 
tion, UNMC,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  Physicians.  Fee:  $1 1 50 -two  week 
session,  $800  - one  week  session,  $1  300  - split 
sessions. 

JUNE  2-3, 1 995,  MONDAY-TUESDAY—  Nuclear 
Antigens  as  Targets  for  Cancer  Therapy,  Red 
Lion  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Oncologist/Hematologists  and  Research- 
ers. 

JUNE  9-10,  1995,  FRIDAY-SATURDAY  — 3rd 
Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  and  General  Practice,  Internists, 
Obstetricians  and  Gynecologists,  Emergency 
Physicians,  Physician  Assistants.  Fee:  $200. 
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COMING  MEETINGS 


ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT-  Provider, 
Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT-  Provider, 
Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  - 
Provider. 


These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Con- 
tinuing Education,  University  of  Nebraska  Medical  Center, 
6 00  South  42nd  Street,  Omaha,  NE  68198-5651.  Call 
(402)  559-4152  or  use  our  toll  free  MD  Advantage  Num- 
ber and  ask  for  Continuting  Education  (800)  642-1095 
Nationwide,  FAX  Number  (402)  559-5915. 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS 
AND  COMMITTEES 

FALL  SESSION 
SEPTEMBER  15-17,  1994 

(These  reports  appear  as  originally  submitted.  For 
the  House  of  Delegates  deliberations,  possible 
changes,  and  final  action,  refer  to  the  minutes  which 
follow  these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Frederick  F.  Paustian,  M.D.,  Omaha  • Chairman;  David  L.  Bacon,  M.D., 
Kearney;  Christopher  C.  Caudill,  M.D  , Lincoln;  Charles  F Damico,  M.D., 
Hastings;  Herbert  A Hartman,  Jr.,  M.D.,  Omaha;  Ronald  W.  Klutman, 
M.D.,  Columbus;  Darroll  J.  Loschen,  M.D.,  York;  David  R.  Little,  M.D., 
Hastings;  Richard  H.  Meissner,  M.D.,  Omaha;  Robert  C.  Osborne,  M.D., 
Lincoln;  Robert  F.  Shapiro,  M.D  , Lincoln;  Scott  A.  Shipman,  Omaha 

The  Board  of  Directors  has  met  on  three  occasions 
subsequent  to  the  1994  Annual  Session  and  presents 
this  report  to  the  House  of  Delegates  for  its  consider- 
ation and  approval. 

1.  RESOLUTION  #1  (A94)  SUPPORT  FOR  MEDICAL 

SERVICE  ACCOUNT  FORMAT  FOR  HEALTH 

SYSTEM  REFORM 

The  NMA  House  of  Delegates  adopted  this  resolu- 
tion which  called  on  the  Association  to  express  strong 
support  for  the  medical  service  account  concept  with 
reimbursable  tax  credits,  and  directed  the  Association 
leadership  convey  this  support  to  the  AMA  House  of 
Delegates'  1994  June  Meeting  and  to  the  Nebraska 
Congressional  delegation.  This  resolution  was  for- 
warded to  the  AMA  House  of  Delegates  who  adopted 
a recommendation  that  the  AMA  Board  of  Trustees 
continue  to  implement  AMA  policy  to  achieve  univer- 
sal access  and  coverage  through  an  approach  that 
may  utilize  employer  and/or  individual  responsibili- 
ties for  payment,  while  permitting  the  individual  to 
choose  and  own  his  or  her  health  insurance  plan.  In 
addition,  the  Board  of  Trustees  should  continue  to 
encourage  health  IRAs,  a coverage  phase-in  mecha- 
nism, and  explore  all  concepts  that  accomplish  cover- 
age for  and  access  to  health  services  for  all  Americans 
while  recognizing  the  needs  of  individual  states.  Fi- 
nally, the  Board  of  Trustees  is  directed  to  report  back 
to  the  House  on  its  efforts  at  the  1994  Interim  Meeting. 

2.  RESOLUTION  #2  (A94)  IMPROVEMENT  IN 

REIMBURSEMENT  FOR  PRIMARY  CARE 

SERVICES  IN  RURAL  AREAS 

The  House  adopted  this  resolution  which  directed 
that  the  NMA  and  the  AMA  study  reimbursement  of 
rural  primary  care  services  in  general,  and  reimburse- 
ment for  primary  care  services  under  the  RBRVS.  A 
resolution  was  submitted  to  the  AMA  House  of  Del 
egates  for  consideration  at  its  June  1994  meeting  and 
it  was  adopted.  In  addition,  the  NMA  Board  of  Direc- 
tors considered  a statistical  comparison  of  Medicare 
reimbursement  between  Nebraska  physicians  and 
Kansas  physicians  and  the  NMA  Ad-Hoc  Committee 
RE:  Medicare  directed  a letter  to  the  Health  Care 
Financing  Administration  requesting  that  the  issue  of 
Medicare  reimbursement  to  Nebraska  physicians  be 
studied  and  addressed.  The  letter  to  HCFA  also  re- 
quested that  the  proposed  rules  carried  in  the  July  24, 


1994,  issue  of  the  Federal  Register,  concerning  RBRVS 
reimbursement  for  1996,  be  considered  in  more  de- 
tail as  there  is  a proposed  further  disparity  of  Medi- 
care reimbursement  for  Nebraska  physicians  when 
compared  to  several  surrounding  states.  A copy  of 
this  correspondence  was  provided  to  each  member 
of  Nebraska's  delegation.  The  Ad-Hoc  Committee  Re: 
Medicare  and  the  Board  of  Directors  will  continue  to 
be  involved  in  this  issue. 

3.  RESOLUTION  #3  (A94)  ANY  WILLING  PROVIDER 
LEGISLATION,  RESOLUTION  #10  (A94)  WILLING 
PROVIDER  AND  PATIENT  FREEDOM  OF  CHOICE, 
RESOLUTION  #13  (A94)  WILLING  PROVIDERS 

The  House  of  Delegates  combined  these  three 
resolutions  into  one  which  proposed  that  the  Associa- 
tion have  legislation  introduced  in  the  1994  Unicam- 
eral which  will  provide  for  patient  freedom  of  choice 
in  choosing  their  physician  and  that  the  Association 
begin  immediately  to  find  other  organizations  and 
patients  who  are  willing  to  contact  their  state  sena- 
tors and  testify  at  legislative  hearings  in  favor  of  a 
patient  freedom  of  choice  bill.  The  Board  asked  that 
the  NMA  Ad-Hoc  Committee  on  Health  Care  Insur- 
ance and  Medical  Delivery  Systems  consider  this 
resolution  and  that  it  provide  the  Board  with  input  on 
this  matter.  In  addition,  the  resolution  will  be  consid- 
ered by  the  Commission  on  Legislation  and  Govern- 
mental Affairs  when  it  meets  in  coming  weeks. 

4.  RESOLUTION  #4  (A94)  BREAST  CANCER 
EDUCATION 

This  resolution  was  sent  to  the  Commission  on 
Legislation  and  Governmental  Affairs  inasmuch  as  it 
proposed  that  the  Association  study  legislation  from 
other  states  which  pertains  to  informing  breast  cancer 
patients  of  alternative  efficacious  methods  of  treat- 
ment including  surgical,  radiological,  hormonal  or 
chemotherapeutic  treatment  or  combinations  thereof. 
The  resolution  was  also  forwarded  to  the  Commission 
on  Public  Affairs  inasmuch  as  there  was  a directive 
that  the  Association  work  with  the  Department  of 
Health  to  develop  a booklet  which  explains  the  alter- 
native medically  acceptable  methods  of  treating  breast 
cancer. 

5.  RESOLUTION  #5  (A94)  PHYSICIAN  EDUCATION, 
BREAST  CANCER 

This  resolution  was  referred  to  the  Commission  on 
Public  Affairs  as  it  directed  that  the  Association  work 
with  the  Nebraska  Department  of  Health  to  develop 
appropriate  professional  continuing  medical  educa- 
tion to  facilitate  the  diagnosis  of  breast  cancer. 

6.  RESOLUTION  #6  (A94)  DUES  INCREASE 

This  resolution  directed  that  the  Association  only 
implement  dues  increases  after  carefully  examining 
finances  with  the  House  of  Delegates  determining 
that  a dues  increase  is  an  absolute  must.  It  was  noted 
that  the  Board  carefully  evaluates  the  need  for  dues 
increases  in  order  to  meet  the  operating  expenses. 
The  Annual  Session  Reference  Committee  noted  that 
the  resolution  received  favorable  testimony  and  ap- 
pears to  be  a reaffirmation  of  the  existing  approach  to 
determining  dues  for  the  NMA  membership. 

7.  RESOLUTION  #7  (A94)  COST  OF 
SUBPOENAED  RECORDS 

This  resolution  called  on  the  Association  to  inves- 


December  1994  Nebraska  Medical  Journal  403 


tigate  the  cost  of  actually  submitting  medical  records 
to  the  court  and  directed  that  the  Association  work 
with  state  senators  to  introduce  legislation  that  would 
reflect  the  true  cost  of  submitting  records  to  the  court 
system.  This  resolution  was  referred  to  the  Board  of 
Directors  which  was  instructed  to  see  if  a common 
ground  could  be  found  between  the  leaders  of  the 
Association  and  the  leaders  of  the  Bar  Association. 
The  Board  has  determined  that  its  Executive  Commit- 
tee should  meet  with  representatives  of  the  Nebraska 
Bar  Association  to  determine  what  action  needs  to  be 
taken  to  resolve  this  issue. 

8.  RESOLUTION  #8  (A94)  RESIDENCY  HOUSE 
OFFICER  NMA  REPRESENTATION 

This  resolution  directed  that  if  an  unaffiliated  resi- 
dency program  has  100%  membership  in  the  Ne- 
braska Medical  Association,  they  be  allowed  one 
house  officer  seat  in  the  NMA  House  of  Delegates. 
The  resolution  was  adopted  by  the  House  of  Del- 
egates and  referred  to  the  Commission  on  Associa- 
tion Affairs  for  the  development  of  proper  wordage  to 
implement  the  necessary  bylaw  change.  The  follow- 
ing bylaw  amendment  was  developed  and  is  pre- 
sented to  the  House  of  Delegates  for  approval: 

"CHAPTER  VI,  SECTION  7.  A minimum  of  four 
delegates  representing  the  House  Officer  Staff 
Association  shall  be  entitled  to  hold  voting  mem- 
bership in  the  House  of  Delegates.  No  less  than 
two  of  these  delegates  shall  be  elected  from  the 
Creighton  University  House  Staff  Association  and 
no  less  than  two  of  these  delegates  shall  be  elected 
from  the  House  Officers  Association  of  the  Univer- 
sity Medical  Center.  Provided  further  that  if  the 
membership  of  either  house  staff  association  ex- 
ceeds 50  members,  then  such  association  shall  be 
entitled  to  one  additional  delegate  for  each  50 
members  or  major  fraction  (50%)  thereof.  Such 
individuals  must  be  current  dues-paying  members. 
In  addition,  if  an  unaffiliated  residency'  program 
has  100%  membership  in  the  Nebraska  Medical 
Association,  it  will  be  provided  one  House  officer 
seat  in  the  House  of  Delegates.  House  officer 
members  shall  not  be  considered  members  of  a 
component  county  medical  society  for  the  pur- 
pose of  determining  the  number  of  delegates  to 
which  a component  county  medical  society  is 
entitled." 

9.  RESOLUTION  #11  (A94)  RETIRED  PHYSICIANS 
VOLUNTEER  EFFORTS 

The  House  referred  this  resolution  to  the  Board 
which  called  on  the  Association  to  complete  negotia- 
tions with  the  St.  Paul  Company  to  allow  retired 
physicians  to  purchase  malpractice  insurance  cover- 
age at  a reduced  rate  in  order  to  volunteer  and 
provide  services  in  homeless  shelters  and  so  forth. 
The  St.  Paul  Company's  filing  with  the  Department  of 
Insurance  was  approved  and  the  coverage  is  now 
available.  Medical  Liability  Mutual  and  The  Medical 
Protective  Company  were  informed  of  the  Depart- 
ment of  Insurance  action  and  both  companies  are 
now  studying  the  possible  provision  of  similar  cover- 
age. 

10.  RESOLUTION  #12  (A94)  APPROPRIATE 
MEDICAL  CARE  DECISIONS 

This  resolution  was  adopted  by  the  House  of 
Delegates.  It  called  on  the  Association  to  investigate 


the  practice  of  insurance  companies  making  medical 
decisions  remote  from  patients  and  directed  the  Asso- 
ciation encourage  insurance  companies  to  refer  to 
care  they  choose  not  to  reimburse  as  cost/benefit 
based  instead  of  care  which  is  inappropriate.  This 
resolution  was  referred  to  and  is  currently  being 
considered  by  the  NMA  Ad-Hoc  Committee  on  Health 
Care  Insurance  and  Medical  Delivery  Systems. 

1 1.  RESOLUTION  #14  (A94)  PROHIBITION  OF 
SMOKING  IN  PUBLIC  PLACES 
This  resolution  called  on  the  Association  to  sup- 
port state  and  federal  initiatives  to  ban  smoking  in 
public  places,  especially  health  care  facilities.  The 
Association  will  utilize  this  position  of  the  House  of 
Delegates  as  state  and  federal  legislation  and/or  regu- 
lations are  considered. 

12.  RESOLUTION  #15  (A94)  NMA  GROUP 
HEALTH  INSURANCE  CARRIER 

This  resolution  directed  that  the  Association  Board 
of  Directors,  in  its  annual  review  of  the  group  health 
insurance  contract,  keep  provider/insurer  relation- 
ship concerns  in  mind  and  instructed  that  the  NMA 
President  appoint  a committee  to  work  with  third 
party  payors  on  those  concerns  of  mutual  interest  that 
adversely  impact  patient-physician  relationships.  This 
resolution  was  referred  to  the  newly  appointed  NMA 
Ad-Hoc  Committee  on  Health  Care  Insurance  and 
Medical  Delivery  Systems  for  consideration,  and 
matters  of  concern  were  presented  to  the  NMA  group 
health  insurance  carrier  when  the  renewal  for  the  next 
policy  year  was  considered. 

13.  RESOLUTION  #16  (A94)  NEBRASKA 
DEPARTMENT  OF  SOCIAL  SERVICES 
MANUAL  AND  CO-PAYMENT  SCHEDULE 
When  considering  this  resolution,  the  House 

adopted  the  portion  which  recommended  that  the 
Nebraska  Department  of  Social  Services  designate 
primary  care  services  provided  by  obstetricians  and 
gynecologists  a primary  care  specialty  in  their  co- 
payment schedule.  This  issue  was  referred  to  the  Ad- 
Hoc  Committee  on  Medicaid  Services  and  discussion 
regarding  this  issue  took  place  with  representatives  of 
the  Department.  After  further  consideration  of  this 
issue  by  the  NMA  Board,  it  took  action  reaffirming 
that,  for  Medicaid  co-pay  purposes,  the  NMA  position 
continued  to  be  that  OB/GYN  should  be  included  as 
a primary  care  provider  of  service.  A second  recom- 
mendation regarding  the  resolution  was  referred  to 
the  Board  for  consideration.  This  matter  dealt  with 
proposing  that  the  NMA  recommend  that  the  Depart- 
ment of  Social  Services  designate  primary  care  ser- 
vices provided  by  any  M.D./D.O.  be  exempt  from  the 
co-pay.  The  Board  referred  this  recommendation  to 
the  Ad-Hoc  Committee  on  Medicaid  Services  for  its 
review.  It  was  the  opinion  of  the  Board  that  the  AMA 
House  of  Delegates'  newly  developed  definition  of 
primary  care  would  come  into  play  in  this  regard.  The 
Ad-Hoc  Committee  on  Medicaid  Services  continues 
to  consider  this  issue  and  the  AMA  definition  of 
primary  care  will  be  presented  to  the  House  of  Del- 
egates for  its  ratification  in  another  section  of  this 
report. 

14.  RESOLUTION  #17  (A94)  PHYSICIAN  DIRECTED 
MANAGEMENT  SERVICE  ORGANIZATION 
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This  resolution  empowered  the  Board  of  Directors 
to  proceed  expeditiously  to  study  the  value  and 
benefit  of  establishing  a medical  service  organization 
either  directly  or  indirectly,  and  that  the  Board  report 
back  to  this  session  of  the  House  of  Delegates  on  its 
findings.  The  President  of  the  Association  contacted 
each  NMA  councilor  and  requested  information  on 
existing  or  planned  physician  organizations  of  any 
category  within  their  district.  The  information  pro- 
vided was  rather  limited  and  it  was  determined  that  a 
meeting  of  physicians  directly  involved  in  various 
structures  being  considered  or  underway  should  be 
invited  to  attend  a meeting.  The  anticipated  atten- 
dance on  the  initial  date  selected  for  the  meeting  did 
not  appear  to  be  sufficient  to  proceed,  consequently, 
an  alternate  meeting  date  must  be  considered.  The 
Board  will  continue  to  address  this  matter  and  inform 
the  House  of  the  information  that  it  accumulates. 

15.  RESOLUTION  #18  (A94)  TOLL  FREE  NUMBER 

FOR  MEDICARE  PATIENTS'  COMPLAINTS 

REGARDING  DECISIONS  OF 

SUNDERBRUCH  CORPORATION 

This  resolution  called  on  the  Association  to  con- 
sider establishment  and  publication  of  a toll  free 
telephone  number  that  Medicare  patients  or  their 
physicians  could  call  to  report  situations  in  which 
decisions  of  the  Sunderbruch  Corporation  result  in 
denial  of  reimbursement  for  legitimate  services  or 
instances  in  which  patients  are  informed  that  contin- 
ued care  is  not  reimburseable  under  the  Medicare 
program.  The  Board  considered  this  matter  in  depth 
as  did  the  NMA  PRO  Overview  Committee  and  it  was 
determined  that  it  was  not  financially  feasible  for  the 
Association  to  provide  a toll  free  line  for  this  purpose. 
The  Board  had  previously  considered  whether  to 
implement  a toll  free  line  for  general  use  purposes  by 
members  of  the  Association,  and  possibly  by  the 
public,  and  had  determined  that  the  provision  of  this 
telephone  access  was  also  not  financially  feasible. 
The  PRO  Overview  Committee  did  meet  with 
Sunderbruch  representatives  as  instructed  by  the 
House  of  Delegates  for  purposes  of  discussing  the 
areas  of  concern. 

16.  DEFINITION  OF  PRIMARY  CARE 

The  House  of  Delegates  of  the  American  Medical 
Association  has  spent  a considerable  amount  of  time 
defining  primary  care.  During  its  deliberations  in 
June,  1994,  the  AMA  House  of  Delegates  adopted  a 
definition.  The  NMA  Board  of  Directors  herewith 
presents  the  AMA  definition,  with  a minor  addition, 
for  consideration  by  this  House  of  Delegates  with  the 
recommendation  from  the  Board  that  it  be  adopted. 
The  definition  is  as  follows:  "That  NMA  policy  state 
that  primary  care  consists  of  the  provision  of  a broad 
range  of  personal  medical  care  (preventive,  diagnos- 
tic, curative,  counseling,  and  rehabilitative)  in  a man- 
ner that  is  accessible,  comprehensive  and  coordi- 
nated by  a physician  (M.D./D.O.)  over  time.  Care 
may  be  provided  to  an  age  specific  or  gender  specific 
group  of  patients,  as  long  as  the  care  of  the  individual 
patient  meets  the  above  criteria." 

17.  AMA  LEADERSHIP  CONFERENCE 

The  AMA  had  originally  scheduled  its  1995  Na- 
tional Leadership  Conference  to  take  place  in  con- 
junction with  the  Interim  Session  of  the  AMA  House 


of  Delegates  in  December,  1995.  Recently,  the  AMA 
determined  that  the  1995  Conference  will  take  place 
April  23-26  in  Washington,  D.C.  This  change  in  sched- 
uling makes  it  necessary  that  the  NMA  House  of 
Delegates  elect,  during  this  Fall  Session,  the  NMA 
member  who  is  to  attend  the  conference  as  a recog- 
nition of  involvement  by  the  member  in  NMA  activi- 
ties. This  is  the  activity  in  which  an  Association  mem- 
ber is  recognized  for  his/her  activities  at  the  state 
level  by  being  given  the  opportunity  to  observe  the 
National  Leadership  Conference  which  is  produced 
annually  by  the  American  Medical  Association.  The 
NMA  House  of  Delegates  had  previously  determined 
that  the  selection  of  the  nominee  will  be  on  a rota- 
tional basis,  which  for  the  1995  conference  would 
provide  that  a representative  from  Lancaster  County 
be  elected.  This  matter  has  been  placed  on  the  agenda 
for  the  House  of  Delegates. 

The  Board  is  concerned  that  the  April  scheduling 
of  the  Leadership  Conference  will  continue,  on  an 
annual  basis,  to  conflict  with  the  Annual  Session  dates 
of  the  Nebraska  Medical  Association  and  possibly 
other  state  medical  associations.  This  being  the  case, 
the  Board  asked  that  Darroll  J.  Loschen,  M.D.,  as  an 
AMA  Delegate,  and  the  Nebraska  delegation  to  the 
AMA,  address  this  matter  with  the  possibility  that  a 
resolution  be  prepared  for  the  AMA  House  of  Del- 
egates, and  for  consideration  by  the  North  Central 
Medical  Conference. 

18.  MEMBERSHIP 

The  Board  of  Directors  and  the  county  medical 
societies  continually  strive  to  increase  total  member- 
ship. The  Board  monitors  member  and  non-member 
lists  and  makes  contacts  to  augment  the  mailings 
which  invite  membership  in  the  Association.  The  As- 
sociation has  gained  99  new  members  in  1994.  In 
addition,  5 former  members  have  been  reinstated. 
There  are  currently  1,606  dues  paying  members  of  the 
Association  and  271  Life  & Associate  members.  Our 
total  membership  is  1,878  which  comprises  64.2%  of 
Nebraska's  2,924  physicians.  The  Association  contin- 
ues to  experience  an  increase  in  total  membership 
each  year.  Attached  to  this  report  are  membership 
figures  for  the  Association  designated  by  county.  It  is 
imperative  that  members  of  the  House  of  Delegates 
and  all  Association  members  encourage  their  non- 
member colleagues  to  join  the  federation  of  medicine 
as  we  face  continual  change  in  the  health  care  system. 

19.  NMA  BLUE  CROSS/BLUE  SHIELD  GROUP 

HEALTH  INSURANCE  PLAN 

The  Board  is  pleased  to  report  that  the  NMA 
endorsed  Blue  Cross/Blue  Shield  health  insurance 
plan  has  experienced  a highly  successful  financial 
year  and  there  will  be  no  rate  increase  for  the  next 
policy  year  which  begins  on  October  1,  1994.  The 
financial  success  of  the  program  is  discussed  in  detail 
in  the  finances  item  of  this  Board  report. 

The  Board  has  approved  the  addition  of  the  PPO 
Nebraska  coverage  option  to  the  package  of  cover- 
age currently  available  under  the  NMA  plan.  Informa- 
tion on  the  existing  coverages  and  the  additional  PPO 
coverage  will  be  distributed  to  association  members 
in  the  near  future.  Association  members  not  currently 
covered  under  the  plan  are  encouraged  to  consider 
coverage.  Information  can  be  obtained  from  the  As- 
sociation office. 
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20.  FINANCES 

The  1994  Budget  of  the  Association  is  $718,473. 
This  reflected  a 5.4%  increase  over  the  1993  Budget. 
The  Board  spends  a considerable  amount  of  its  time 
monitoring  and  analyzing  the  Association's  financial 
status,  relating  both  to  the  categories  of  income  and 
to  the  expenditures  necessary  to  operate  our  Associa- 
tion. The  Board  anticipates  that  the  Association  will 
have  an  estimated  cash  balance  on  December  31, 
1994,  of  approximately  $46,200.  When  projecting 
the  income  and  expense  figures  for  1995,  it  becomes 
evident  that  there  could  well  be  a deficit  of  approxi- 
mately $50,000  by  December  31,  1995.  The  Board 
has  few  options  in  addressing  this  situation.  The  first 
option  is  to  continue  to  closely  monitor  the  expendi- 
tures of  the  Association  to  determine  that  all  dollars 
are  expended  in  the  most  efficient  manner  possible. 
The  second  option  is  to  increase  the  number  of  dues 
paying  members  and  the  categories  and  use  of  non- 
dues  income  sources,  which  the  Board  continually 
strives  to  do.  In  this  regard,  we  solicit  the  assistance 
of  all  Association  members  to  encourage  their  non- 
member colleagues  to  join  the  federation  of  orga- 
nized medicine.  The  Board  encourages  members  to 
take  part  in  the  products  and  services  endorsed  by  the 
Association,  namely  the  Blue  Cross/Blue  Shield  group 
health  insurance  plan,  the  Bartling  & Hinkle  collection 
service,  the  NMA  Visa  gold  card  as  well  as  the  other 
products  and  services  that  are  available.  The  Associa- 
tion receives  a fee  for  the  utilization  of  the  various 
products  and  services  which  assists  in  maintaining  the 
membership  dues  rate  at  the  lowest  level  possible. 

The  policy  of  the  Association  has  been  to  only 
request  a dues  increase  when  it  is  absolutely  neces- 
sary. The  Association's  dues  were  increased  by  $25 
for  the  1 993  membership  year,  and  they  remained  the 
same,  at  $360,  for  1994. 

The  Board  has  considered  this  matter  in  great 
detail  and  presents  the  following  information  to  the 
House  of  Delegates.  As  background,  the  House  of 
Delegates  is  reminded  that  the  Association  has  re- 
ceived 1%  of  the  premium  income  of  the  NMA  Blue 
Cross/Blue  Shield  insurance  plan  for  many  years.  In 
September  1992,  the  Board  authorized  discussions 
with  Blue  Cross/Blue  Shield  to  investigate  the 
implementation  of  a settlement  agreement  which 
would  permit  the  Association  to  be  involved  in  deci- 
sions regarding  how  any  excess  premiums  would  be 
disbursed  following  the  completion  of  a plan  year, 
recognizing  there  would  be  income  taxes  due  on  the 
amount  received  from  Nebraska  Blue  Cross/Blue 
Shield.  Following  further  discussions  regarding  the 
settlement  agreement  and  its  complicated  formula 
and  computations,  the  Board  approved  the  imple- 
mentation of  the  settlement/participation  agreement 
on  January  28,  1993.  Due  to  an  exceptionally  low 
number  of  major  claims  during  the  1 992  contract  year 
(October  1,  1992,  through  September  30,  1993),  the 
Association's  plan  accumulated  a sizeable  rate  stabi- 
lization reserve  which  according  to  the  formula  re- 
mains on  deposit  with  the  company.  The  exception- 
ally favorable  experience  has  continued  during  the 
current  contract  year  which  ends  on  September  30, 
1 994.  As  of  June  30  of  this  year,  the  plan  has  accumu- 
lated a net  settlement  amount  of  approximately 
$439,000.  This  number  can  increase  somewhat  with 
favorable  experience  throughout  the  remaining  por- 


tion of  the  contract  year  or  it  can  be  reduced  substan- 
tially if  a large  number  of  major  claims  are  received. 

Pending  the  opinion  from  the  Nebraska  Medical 
Association  legal  counsel  and  accountants,  the  Board 
of  Directors'  recommendation  regarding  the  legal 
disposition  of  the  Blue  Cross/Blue  Shield  settlement 
account  funds  and  management  of  the  projected 
1994-1995  budget  deficit  is  deferred.  As  soon  as  the 
necessary  opinions  are  received,  the  Board  of  Direc- 
tors will  make  the  appropriate  recommendations  to 
the  House  of  Delegates  as  regards  management  of 
the  1994-1995  budget.  In  the  event  the  desired  opin- 
ions are  not  received  by  the  time  of  the  1994  Fall 
Session  House  of  Delegates,  the  House  must  decide 
whether  or  not  to  delegate  its  authority  to  the  Board 
of  Directors  to  act  in  its  behalf  and  in  the  best  interests 
of  the  Nebraska  Medical  Association  as  regards  the 
management  of  the  budget  including  a possible  dues 
increase.  The  alternative  is  to  call  a special  session  of 
the  House  of  Delegates. 

21.  ADDITIONAL  EMPLOYEE 

The  Board  approved  the  addition  of  a seventh 
employee  in  the  Association  office.  Subsequent  to  the 
addition  of  the  sixth  employee  in  1977,  the  activity 
level  of  the  Association  has  increased  substantially.  In 
1977,  the  NMA  had  1,518  members  and  there  are 
now  1,878  members.  The  association's  budget  in 
1977  was  $203,488  and  the  1994  budget  is  $718,473 
which  directly  reflects  the  increased  activities  by  the 
Association's  commissions,  committees  and  other 
organizational  bodies.  In  1977,  the  Annual  $ession 
report  of  the  Policy  Committee  (the  predecessor  of 
the  Board  of  Directors)  contained  1 2 items.  The  Board's 
report  to  the  1 994  session  of  the  House  contained  30 
items  with  multiple  issues  under  some  of  the  items. 
Several  years  ago  the  Association  consumed  approxi- 
mately 20  cases  of  white  paper  in  the  12  month 
period,  and  between  December  21,  1993,  and  April 
28,  1994,  the  Association  used  32  cases  of  this  prod- 
uct. The  Board  is  aware  of  the  increased  activity  of  the 
Association  and  the  resulting  workload,  and  agreed 
with  the  necessity  of  adding  an  additional  staff  per- 
son. 

22.  FEDERATION  STUDY  CONSORTIUM 

The  Association  was  invited  to  provide  a nominee 
to  serve  on  the  AMA  sponsored  Federation  Study 
Consortium  which  is  to  study  the  future  of  organized 
medicine  and  make  appropriate  recommendations.  It 
is  also  the  goal  of  the  Consortium  to  develop  unity  of 
physicians,  hospitals  and  health  care  organizations. 
As  requested  by  the  AMA,  three  NMA  nominees  were 
submitted  for  consideration.  The  AMA  selected  Dr. 
Allen  Dvorak  as  a Nebraska  Medical  Association 
nominee  to  serve  on  the  Federation  Study  Consor- 
tium. 

23.  COMMUNITY  HEALTH  SERVICES 

The  Board  considered  a request  from  the  Ne- 
braska Department  of  Health  that  the  Association 
support  the  design  and  implementation  of  a system  of 
community  health  services  for  the  State  of  Nebraska. 
The  Board  informed  Dr.  Horton  that  the  rural  areas  of 
the  state  need  some  type  of  public  health  direction  to 
make  efforts  more  cohesive  and  effective.  It  was  also 
pointed  out  that  some  attention  should  be  paid  to  the 
possibility  of  establishing  common  geographic  bound- 
aries for  various  health  related  programs  such  as  the 
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system  of  community  health  services  - State  of  Ne- 
braska, Department  of  Social  Services  - Medicaid,  and 
the  Emergency  Medical  Service  Regions.  The  Board 
determined  that  the  Association  should  support  the 
proposal  and  it  was  requested  of  Dr.  Horton  that 
there  be  strong  physician  input  as  the  program  is 
developed. 

24.  PEW  FOUNDATION  ACHIEVEMENT  AWARD 

The  Association  was  requested  to  provide  a letter 

of  support  to  aid  the  University  of  Nebraska  Medical 
Center  in  its  effort  to  be  awarded  a Pew  Foundation 
Achievement  Award  for  the  university's  activities  in 
the  area  of  primary  care  expansion.  The  Board  sup- 
ported the  application. 

25.  TECHNICAL  ADVISORY  COMMITTEE 

A Nebraska  insurance  carrier  requested  the  Asso- 
ciation provide  a list  of  physicians  from  which  a 
medical  policy  advisory  committee  could  be  selected. 
Inasmuch  as  numerous  insurance  companies  could 
request  similar  recommended  lists,  the  Board  deter- 
mined that  the  Association  will  study  the  possibility  of 
the  establishment  of  a technical  advisory  committee 
which  could  be  made  available  to  any  insuring  entity 
under  a fee  arrangement.  This  matter  will  be  consid- 
ered further  by  the  Board. 

26.  PRACTICE  PARAMETERS 

The  Board  received  a recommendation  that  the 
Association  be  involved  in  the  review  and  consider- 
ation of  various  practice  parameters  as  they  are  pro- 
posed. It  was  suggested  a specific  committee  be 
established  for  this  purpose.  The  Chairman  of  the 
Board  will  proceed  with  the  suggestion  when  it  ap- 
pears appropriate  and  advisable  to  do  so. 

27.  CONTINUING  MEDICAL  EDUCATION 

The  Board  decided  that  the  Scientific  Sessions 
Committee  should  be  asked  to  serve  as  the  organiza- 
tional body  which  informs  Association  members  of 
the  various  continuing  education  mechanisms  and 
opportunities  that  are  available.  The  Board  is  suggest- 
ing that  the  Scientific  Sessions  Committee  provide 
socio-economic  programs  to  county  medical  societ- 
ies, possibly  through  a speaker's  bureau,  and  the 
committee  inform  physicians  of  programs  that  are 
already  available  from  various  other  entities.  The 
Scientific  Sessions  Committee  will  be  addressing  this 
recommendation  in  the  near  future. 

28.  CONGRESSIONAL  CONTACT 

The  Association  has  contacted  our  Congressional 
delegation  on  several  occasions  subsequent  to  the 
1994  Annual  Session.  We  joined  with  the  AMA  in  a 
unified  effort  to  contact  the  Congressional  delegation 
in  rebuttal  to  the  insurance  industry's  attacks  on  the 
Health  Care  Improvement  Act  of  1993,  particularly 
focusing  on  the  anti-trust  reform  issues  of  importance 
to  organized  medicine.  The  Association  joined  with 
the  AMA  in  a unity  letter  dealing  with  the  Patient 
Protection  Act,  and  we  directed  a specific  letter  to 
each  member  of  Nebraska's  Congressional  delega- 
tion dealing  with  a request  for  direct  support  of  the 
Patient  Protection  Act. 

29.  PREVENTIVE  LAW  SEMINAR 

The  Board  of  Directors  considered  and  approved 
the  scheduling  of  a jointly  sponsored  physician  and 


staff  preventive  law  seminar  co-sponsored  by  the 
Association  and  Cline,  Williams,  Wright,  Johnson  and 
Oldfather  Law  Firm  which  serves  as  NMA  counsel. 
The  seminar  will  take  place  in  conjunction  with  this 
Fall  Session.  Consideration  will  be  given  to  schedul- 
ing similar  seminars  in  the  future. 

30.  HEALTH  QUEST 

The  Board  approved  the  participation  of  the  As- 
sociation in  the  Health  Quest  exhibit  at  the  1994 
Nebraska  State  Fair.  The  Association's  participation  in 
this  event  has  been  developed  by  the  Commission  on 
Public  Affairs,  and  financial  assistance  for  this  event 
was  provided  by  the  Nebraska  Medical  Foundation. 

31.  "EVERY  WOMAN  MATTERS"  PROJECT 

The  Board  reviewed  a proposal  to  form  a partner- 
ship between  the  Association  and  the  Nebraska  De- 
partment of  Health  to  promote  use  of  mammography 
for  women  over  age  50  and  for  participation  in  the 
"Every  Woman  Matters"  program.  The  Board  approved 
participation  in  this  activity  which  now  functions  un- 
der the  auspices  of  the  Commission  on  Public  Affairs. 

32.  PHYSICIAN  LICENSURE/DISCIPLINE 

Subsequent  to  the  1994  Annual  Session  of  the 

House  of  Delegates,  the  Board  met  with  representa- 
tives of  the  Board  of  Examiners  in  Medicine  and 
Surgery  for  purposes  of  discussing  issues  of  mutual 
interest.  The  Board  of  Directors  invited  the  Board  of 
Examiners  to  provide  the  Association  with  proposals 
for  remedial  action  if  such  should  become  available. 
The  Association  also  monitored  the  meeting  of  the 
Disciplinary  Action  Committee  for  Health  Profession- 
als of  the  State  Board  of  Health.  It  is  anticipated  that 
this  committee  will  schedule  subsequent  meetings  or 
sub-committee  meetings  for  purposes  of  addressing 
specific  issues  regarding  licensure  and/or  discipline 
of  health  professionals.  The  Association  will  continue 
to  monitor  and/or  be  involved  in  this  committee's 
activities.  In  addition,  the  State  of  Nebraska  has  an- 
nounced that  a comprehensive  review  of  Nebraska's 
Uniform  Licensing  Laws  will  take  place.  The  Associa- 
tion was  invited  by  Mark  B.  Horton,  M.D.,  Director  of 
the  Nebraska  Department  of  Health,  to  provide  input 
on  this  issue  and  the  Association  subsequently  for- 
warded a letter  to  Dr.  Horton  confirming  the 
Association's  desire  to  name  Association  physician 
representatives  to  serve  as  participants  in  the  project. 

33.  BLUE  CROSS/BLUE  SHIELD 

CLINICAL  LAB  POLICY 

The  Board  considered  a proposed  policy  regard- 
ing laboratory  service  reimbursement  that  was  distrib- 
uted to  Nebraska  physicians  by  Nebraska  Blue  Cross/ 
Blue  Shield.  It  was  the  Board's  decision  that  this 
matter  should  be  considered  by  the  NMA  Ad-Hoc 
Committee  on  Health  Care  Insurance  and  Medical 
Delivery  Systems.  The  Ad-Hoc  Committee  will  report 
to  the  House  of  Delegates  on  its  activities  regarding 
this  issue. 

34.  RURAL  HEALTH  CONFERENCE 

The  Board  reviewed  a request  from  the  Nebraska 
Office  of  Rural  Health  regarding  a $250  contribution 
to  aid  in  supporting  the  Rural  Health  Conference 
scheduled  in  early  September  and  determined  that 
the  Association  would  support  the  event. 
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35.  STRATEGIES  FOR  HEALTH  CARE 

REFORM  PROJECT 

The  Board  reviewed  the  application  to  the  Robert 
Wood  Johnson  Foundation  for  the  Nebraska  Depart- 
ment of  Health's  "Strategy  for  Health  Care  Reform  in 
Nebraska"  project  and  responded  with  a letter  which 
expressed  the  Association's  support  for  such  a plan- 
ning process  and  grant  application  but  indicating  that 
it's  the  Association's  opinion  that  a health  purchasing 
cooperative  must  be  voluntary,  that  traditional  fee  for 
service  plans  providing  for  patient  choice  have  no 
alternative  in  many  areas,  and  that  managed  care 
programs  should  embody  the  "willing  provider"  con- 
cept. The  Association  expressed  support  for  practice 
guidelines  development  to  reduce  defensive  medi- 
cine and  avoid  malpractice  suits,  and  indicated  that 
this  can  best  be  approached  by  using  the  "deemed 
status"  approach  encompassing  the  standards  and 
guidelines  of  existing  entities.  The  communication 
also  indicated  that  as  regards  certificate  of  need,  the 
Association  continues  to  believe  that  the  market  place 
is  a better  regulator  than  CON  statutes,  and  indicated 
that  the  inclusion  of  the  Governor's  Blue  Ribbon 
Coalition  in  the  proposed  work  group  was  vital. 

36.  DOCTOR  CORNELIUS  SELECTED  AS 

ALTERNATE  DELEGATE 

The  State  Medical  Society  of  Wisconsin  requested 
that  Carl  J.  Cornelius,  Jr.,  M.D.,  attend  the  1994  June 
Meeting  of  the  AMA  House  of  Delegates  as  their 
guest  to  assist  with  the  election  of  a Wisconsin  nomi- 
nee for  the  AMA  Board  of  Trustees.  The  NMA  Board 
of  Directors  determined  that  Doctor  Cornelius  should 
be  allowed  to  fill  an  NMA  Alternate  Delegate  position 
for  this  one  meeting  in  an  effort  to  assist  the  Medical 
Society  of  Wisconsin.  We  are  pleased  to  report  that 
the  individual,  Dr.  Tim  Flaherty,  was  elected  to  the 
AMA  Board  of  Trustees. 

37.  LES  VESKRNA,  M.D.,  SELECTED 

The  Board  of  Directors  approved  the  naming  of 
Les  Veskrna,  M.D.,  to  serve  as  an  Alternate  Delegate 
to  the  June  1994  AMA  Young  Physicians  Section 
Meeting  in  Dr.  Michelle  Petersen's  absence. 

38.  AMA  STRATEGIES  FOR  CHANGE  WORKSHOP 

The  American  Medical  Association  offers  a strat- 
egy for  change  workshop  which  is  focused  at  assisting 
physicians  in  understanding  the  implications  of  man- 
aged care.  The  workshop  presents  national  perspec- 
tives, local  interpretations,  and  various  self-assess- 
ment exercises  and  interactive  techniques.  Nebraska 
Blue  Cross/Blue  Shield  has  offered  to  co-sponsor  the 
program  and  the  NMA  has  invited  the  Nebraska 
Academy  of  Family  Physicians  to  also  join  in  sponsor- 
ing the  workshop.  Association  members  will  be  in- 
formed of  the  date  for  the  event  and  provided  back- 
ground information  on  participation. 

39.  TELECOMMUNICATIONS  AND 

INFORMATION  PLANNING  GRANT 

The  Association  provided  a letter  of  support  for 
the  State  of  Nebraska's  Telecommunications  and  In- 
formation Infrastructure  Planning  Grant  Project.  The 
Association  supported  the  University  of  Nebraska 
Medical  Center  specifically  in  its  efforts  to  determine 
the  state's  current  and  future  needs  for  information 
technology  and  infrastructure  as  it  relates  to  health 
care. 


40.  NOMINATIONS  AND  APPOINTMENTS 

The  Board  is  routinely  asked  to  provide  nominees 
for  recommended  appointment  to  various  state  boards 
and  committees  and  to  various  groups  outside  state 
government.  The  following  were  recommended  for 
appointment  during  the  past  several  months. 

• HOSPITAL  ASSOCIATION  DATA  PROGRAM 

The  Association  was  requested  to  provide 
representatives  to  serve  on  the  Nebraska  Asso- 
ciation of  Hospitals  and  Health  Systems'  Hospi- 
tal Information  System  Technical  Advisory 
Group.  The  representatives  selected  by  the  Board 
to  serve  on  various  work  groups  were:  Robert 
G.  Osborne,  M.D.,  Darroll  J.  Loschen,  M.D.,  and 
David  R.  Little,  M.D. 

• DMV  ADVISORY  BOARD 

The  Association  was  requested  to  provide 
nominees  for  appointment  to  the  Health  Advi- 
sory Board  which  functions  under  the  auspices 
of  the  Nebraska  Department  of  Motor  Vehicles. 
Nominated  to  serve  were:  Howard  Dinsdale, 
M.D.,  Lyal  G.  Leibrock,  M.D.,  Thomas  C.  Bush, 
M.D.,  Robert  G.  Osborne,  M.D.,  and  Les 
Veskrna,  M.D. 

• EMERGENCY  MEDICAL  CARE 
BOARD  NOMINEE 

The  Association  was  invited  to  provide  a 
nominee  for  the  Board  of  Advanced  Emergency 
Medical  Care.  The  name  of  Robert  D.  Harry, 
M.D.,  of  Lexington  was  provided  to  the  Depart- 
ment by  the  Association. 

• BOARD  OF  EXAMINERS  IN 
MEDICINE  & SURGERY 

The  Association  was  invited  to  provide  nomi- 
nees for  possible  appointment  to  two  positions 
on  the  Board  of  Examiners.  To  complete  the 
term  of  Larry  D.  Toalson,  M.D.,  who  resigned 
from  the  Board,  the  Association  has  nominated 
John  L.  Reed,  M.D.  To  replace  Robert  D.  Harry, 
M.D.,  who  did  not  wish  to  be  reappointed  for  a 
second  term,  the  Board  has  requested  the 
Greater  Nebraska  Caucus  provide  it  with  the 
name  of  a nominee. 

The  Board  of  Directors  presents  this  report  to  the 
House  of  Delegates  for  adoption,  and  stands  ready  to 
consider  items  which  may  be  referred  to  the  Board 
during  this  Fall  Session. 

REPORT  OF  THE  DELEGATE  TO  THE  AMA 

INTRODUCTION 

The  AMA  House  of  Delegates  met  in  Chicago, 
June  12-16,  1994,  with  430  delegates  in  attendance 
of  which  338  represented  state  medical  associations, 
82  national  medical  specialty  societies,  and  10  del- 
egates representing  resident  physicians,  medical  stu- 
dents, medical  schools,  hospital  medical  staff,  young 
physicians,  Military  Service,  United  States  Public  Health 
Service  and  Veteran's  Administration.  The  House 
considered  212  resolutions  and  106  reports  which 
dealt  with  a wide  variety  of  national  issues  of  critical 
importance  to  the  future  practice  of  medicine  and  the 
future  health  and  well-being  of  the  American  people. 

HEALTH  SYSTEM  REFORM 

As  the  nation's  lawmakers  continue  to  direct  atten- 
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tion  to  reforming  the  health  care  system,  the  various 
aspects  of  the  proposals  under  consideration  easily 
dominated  the  discussions  at  the  Annual  Meeting.  In 
what  was  one  of  the  longer  open  hearings  in  our 
AMA's  history,  scores  of  speakers  presented  testi- 
mony to  help  guide  the  AMA's  leadership  in  the 
coming  months  of  legislative  wrangling.  The  debate 
continued  on  the  floor  of  the  House  as  the  delegates 
considered  Board  and  Council  reports  and  a large 
number  of  resolutions. 

When  everyone  had  been  heard,  the  delegates 
voted  to  adopt  the  following  policy  statements: 

1.  That  the  Board  of  Trustees  continue  to  imple- 
ment AMA  policy  to  achieve  universal  access 
and  coverage  through  an  approach  that  may 
utilize  employer  and/or  individual  responsibili- 
ties for  payment  while  permitting  the  individual 
to  choose  and  own  his  or  her  health  insurance 
plan,  and  continue  to  encourage  health  IRA's 
and  a phase-in  mechanism,  exploring  all  con- 
cepts that  accomplish  coverage  for  and  access 
to  health  services  for  all  Americans  recognizing 
the  needs  of  individual  states,  and  report  back 
to  the  House  on  its  efforts  at  the  1994  Interim 
Meeting. 

2.  That  the  AMA  may  support  a health  system 
reform  bill  that  does  not  include  every  compo- 
nent of  the  current  AMA  Health  System  Reform 
policy. 

3.  That  the  AMA  continue  to  strongly  support  a 
pluralistic  approach  to  achieving  universal  ac- 
cess to  health  services. 

4.  That  the  AMA  strongly  emphasize  and  encour- 
age the  development  and  use  of  health  savings 
accounts  as  outlined  in  an  informational  report 
of  the  AMA's  Council  on  Medical  Service  as  an 
integral  component  of  its  advocacy  efforts  to- 
ward achieving  universal  coverage. 

5.  That  the  AMA  declare  its  strong  support  for 
those  elements  of  health  system  reform  propos- 
als that  are  consistent  with  AMA  policy. 

6.  That  the  AMA  study  ways  to  discourage  the 
present  control  of  employee  health  insurance 
choices  by  employers  and  report  back  to  the 
House  of  Delegates  at  the  1994  Interim  Meet- 
ing. 

REQUIRING  PHYSICIAN  PARTICIPATION  IN  HMO’S 
IN  ORDER  TO  JOIN  A PPO  PANEL 

The  House  considered  a report  of  the  Council  on 
Medical  Service  that  pointed  out  that  AMA  policies 
now  call  for  choice  among  fee-for-service,  prepaid, 
and  point  of  service  options.  The  report  states  that  the 
AMA  has  advocated  these  policies  vigorously  and 
effectively  with  the  White  House  and  the  Congress. 

The  House  adopted  the  following  policy  state- 
ments: 

1.  That  the  AMA  reaffirm  policy  which  calls  for 
each  employer  or  "health  alliance"  to  offer  two 
or  more  affordable  fee-for-service  plans  offered 
on  an  annual  basis,  where  available. 

2.  That  the  AMA  reaffirm  policy  which  calls  for  all 
health  plans  that  restrict  a patient's  choice  of 
physician  or  hospital  to  offer  a "point-of-service" 
feature  in  which  patients  may  see  physicians 
out  of  the  plan. 

3.  That  the  AMA  adopt  as  policy  that  any  point-of- 


service  options  under  health  system  reform  have 
out-of-plan  cost-sharing  levels  that  are 
nonpunitive,  actuarially  determined  and  afford- 
able. 

BENEFITS  OF  BALANCE  BILLING 

Testimony  was  presented  to  the  Reference  Com- 
mittee that  physicians'  continued  ability  to  set  their 
own  fees  was  in  severe  peril  as  a result  of  various 
legislative  and  policy  initiatives,  as  well  as  the  growth 
of  managed  care  plans.  The  members  of  the  commit- 
tee agreed  and  pointed  out  that  the  AMA  has  suffi- 
cient policy  on  the  right  to  contract,  which  must 
continue  to  receive  high  priority. 

The  House  adopted  the  following  statements: 

1.  That  the  AMA  reaffirm  policies  calling  for  the 
preservation  and  expansion  of  the  physician's 
right  to  establish  fair  fees. 

2.  That  the  AMA  reaffirm  policies  calling  for  pa- 
tients to  be  free  to  contract  with  the  physician 
of  their  choice  to  obtain  medical  services  re- 
gardless of  insurance  payment. 

SUPPORT  FOR  CORE  PUBLIC  HEALTH  FUNCTIONS 

The  House  received  three  resolutions  expressing 
concern  for  continued  support  of  programs  in  disease 
prevention  and  health  promotion  in  health  system 
reform.  The  House  adopted  the  following  statement: 

That  the  AMA  support  establishment  of  a stable 

source  of  funding  dedicated  to  core  public  health 

functions  in  the  context  of  health  system  reform. 

DEFINITION  OF  PRIMARY  CARE 

After  nearly  a year  of  working  on  the  subject,  the 
Board  of  Trustees  submitted  a report  that  resulted 
from  the  creation  of  a "Task  Force  on  Primary  Care." 
At  the  last  Interim  Meeting,  the  Speakers  organized  a 
special  open  hearing  on  the  definition  of  primary  care 
so  that  all  viewpoints  could  be  expressed  for  the 
information  of  the  Task  Force.  The  Reference  Commit- 
tee again  heard  extensive  testimony  on  this  important 
subject  and  recommended  some  amendments  to  the 
Board's  policy  statements  which  were  accepted  by 
the  House  as  follows: 

1 . That  AMA  policy  state  that  primary  care  consists 
of  the  provision  of  a broad  range  of  personal 
medical  care  (preventive,  diagnostic,  curative, 
counseling,  and  rehabilitative)  in  a manner  that 
is  accessible,  comprehensive  and  coordinated 
by  a physician  over  time.  Care  may  be  provided 
to  an  age-specific  or  gender  specific  group  of 
patients,  as  long  as  the  care  of  the  individual 
patient  meets  the  above  criteria. 

2.  That  the  AMA  encourage  the  efforts  to  define 
what  constitutes  primary  care  services.  Data 
should  be  collected  on  which  specialities  cur- 
rently provide  these  services,  and  how  these 
services  are  integrated  into  the  practice  of  phy- 
sicians. Such  data  are  essential  to  determine 
future  physician  workforce  needs  in  primary 
care. 

3.  That  the  AMA  encourage  that  training  programs 
for  physicians  who  will  practice  primary  care 
include  appropriate  educational  experiences  to 
introduce  physicians  to  the  required  knowledge 
and  skills,  as  well  as  to  the  types  of  services  and 
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the  modes  of  practice  that  characterize  primary 
care. 

4.  Where  case  management  or  coordination  limit 
access  to  appropriate  medical  care  patients 
should  have  the  freedom  to  see  a physician 
appropriate  for  the  services  they  need,  regard- 
less of  specialty.  Above  all,  the  best  interests  of 
the  patient  must  be  paramount. 

PHYSICIAN  WORKFORCE  PLANNING  STRATEGIES 

The  House  received  a report  prepared  by  two 
councils  and  seven  resolutions  on  the  subject  of 
workforce  planning.  The  Reference  Committee  re- 
ported that  it  heard  extensive  supportive  testimony 
and  recommended  the  following  policy  statements 
which  were  adopted  as  amended: 

1.  Physician  workforce  planning  should  be  based 
on  physician-to-population  ratios,  taking  into 
account  regional  and  national  demographic 
characteristics  and  needs,  and  any  alterations  in 
the  structure  of  the  present  healthcare  delivery 
system.  Such  planning  should  not  be  based  on 
an  arbitrary  percent  distribution  by  specialty. 

2.  Any  analysis  of  physician  supply  should  be  based 
on  numbers  of  physicians  and  the  proportion  of 
time  that  they  are  actively  involved  in  patient 
care  and  on  the  different  health  delivery  system 
where  they  practice  rather  than  on  the  total 
physician  population. 

3.  Attempts  to  adjust  the  physician  workforce 
should  consist  of  an  appropriate  mix  of  market 
and  other  forces;  utilizing  voluntary,  private 
sector  planning;  the  initiation  of  appropriate 
incentives;  and  addressing  the  wide  range  of 
factors  which  influence  personal  career  choice. 

4.  Planning  to  restructure  the  physician  workforce 
should  consider  the  utility  of  the  following  strat- 
egies, singly  and  in  combination:  limiting  the 
number  of  medical  students,  limiting  the  num- 
ber of  entry  level  residency  positions,  and  re- 
training of  practicing  physicians. 

5.  In  order  to  maximize  physician  involvement  in 
workforce  planning  and  to  respond  to  current 
pending  legislation  designed  to  place  planning 
solely  in  federal  hands,  the  planning  process 
should  both  redefine  existing  structures  and 
consider  additional  bodies  for  a private  initia- 
tive in  workforce  planning.  Medical  students 
and  residents  should  be  involved  in  all  levels  of 
workforce  planning.  The  physician  workforce 
planning  infrastructure  could  include  three  ba- 
sic components: 

a.  creation  of  a "National  Health  Workforce 
Advisory  Council" 

b.  establishment  of  a "Graduate  Medical  Educa- 
tion Commission" 

c.  establishment  of  a graduate  medical  educa- 
tion consortia  to  provide  a mechanism  for 
the  integration  of  undergraduate  and  gradu- 
ate medical  education  activities  on  a local, 
regional,  or  state  basis. 

MEMORIES  OF  CHILDHOOD  ABUSE 

The  Council  on  Scientific  Affairs  submitted  a 
thoughtful  report  on  memory  enhancement  methods 
used  on  cases  of  possible  childhood  sexual  abuse. 


The  report  refined  current  AMA  policy  and  received 
widespread  media  attention.  The  Council  stated  that 
the  AMA  has  a long  history  of  concern  about  the 
extent  and  effects  of  child  abuse. 

The  House  of  Delegates  adopted  as  amended  the 
following  policy  statements: 

1 . That  the  AMA  recognize  that  few  cases  in  which 
adults  make  accusations  of  childhood  sexual 
abuse  on  recovering  memories  can  be  proved 
or  disproved  and  it  is  not  yet  known  how  to 
distinguish  true  memories  from  imagined  events 
in  these  cases. 

2.  That  the  AMA  encourage  physicians  to  address 
the  therapeutic  needs  of  patients  who  report 
memories  of  childhood  sexual  abuse  and  that 
these  needs  exist  quite  apart  from  the  truth  or 
falsity  of  any  claims. 

3.  The  AMA  considers  recovered  memories  of  child- 
hood sexual  abuse  to  be  of  uncertain  authenticity, 
which  should  be  subject  to  external  verification. 
The  use  of  recovered  memories  is  fraught  with 
problems  of  potential  misapplication. 

4.  That  the  AMA  encourage  physicians  treating 
possible  adult  victims  of  childhood  abuse  to 
subscribe  to  the  Principles  of  Medical  Ethics 
when  treating  their  patients  and  that  psychia- 
trists pay  particular  attention  to  the  Principles  of 
Medical  Ethics  with  Annotations  Especially  Ap- 
plicable to  Psychiatry, 

5.  That  the  policy  which  deals  with  the  refreshing 
of  recollections  by  hypnosis  be  reaffirmed. 

VIOLENCE  IN  AMERICA 

The  House  adopted  a number  of  policies  related  to 
the  epidemic  of  violence  in  America: 

1.  That  the  AMA  working  with  the  AMA  Alliance, 
continue  its  leadership  role  in  bringing  physi- 
cians and  other  professionals  and  their  organi- 
zations into  collaborative  efforts  to  prevent  and 
reduce  family  violence  in  our  society  and  con- 
tinue to  make  family  violence  a centerpiece 
public  health  issue  for  the  federation  and  de- 
vote the  necessary  resources  to  support  a con- 
tinuing campaign  to  reduce  family  violence. 
The  Board  was  asked  to  review  the  recommen- 
dations from  the  work  groups  from  the  ABA- 
AMA  National  Conference  on  Domestic  Vio- 
lence held  in  March  1994. 

2.  That  the  AMA  support  the  efforts  of  the  Interna- 
tional Association  for  Healthcare  Security  and 
Safety,  the  AHA,  and  the  JCAHO  to  develop 
guidelines  or  standards  regarding  hospital  secu- 
rity issues  and  recognize  these  groups'  collec- 
tive expertise  in  this  area.  As  standards  are 
developed,  the  AMA  will  ensure  that  physicians 
are  advised. 

3.  That  the  AMA  encourage  physicians  to  work 
with  their  hospital  safety  committees  to  address 
the  security  issues  within  particular  hospitals 
and  also  encourages  physicians  to  become 
aware  of  and  be  familiar  with  their  own 
institution's  policies  and  procedures. 

4.  That  the  AMA  urge  that  hospital  safety  commit- 
tees include  physicians  and  that  emergency 
departments  be  recognized  as  high  risk  envi- 
ronments for  violence  and  submit  a report  on 
guns  in  hospitals  at  1-94. 
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5.  That  the  AMA  urge  the  entertainment  industry 
to  make  fundamental  changes  in  the  rating 
system,  which  will  give  consumers  more  precise 
information  about  violent  and  sexual  content  of 
motion  pictures,  television  and  cable  television 
programs,  and  other  forms  of  video  and  audio 
entertainment,  thereby  enabling  consumers  to 
make  more  meaningful  decisions  for  themselves 
and  their  children  about  what  they  view  or  hear. 

6.  That  the  AMA  urge  consideration  be  given  to 
the  potential  development  of  a Television  Vio- 
lence Code  with  input  from  the  government, 
the  television  industry,  and  the  public,  including 
the  medical  profession,  to  address  issues  relat- 
ing to  all  television  violence,  including  news 
reports  and  entertainment. 

7.  That  the  AMA  work  with  the  entertainment 
industry  and  other  groups  interested  in  reduc- 
ing violent  content  of  media  programming,  to 
incorporate  age  classifications  into  the  ratings 
system  that  reflect  scientifically  demonstrated 
developmental  periods  during  childhood  and 
adolescence  such  as  3-  to  7-year-olds,  8-  to  12- 
year-olds,  and  13-  to  17-year  olds. 

8.  That  the  AMA  urge  the  entertainment  industry 
to  develop  a uniform  ratings  system  that  is  easy 
for  consumers  to  understand  and  which  can  be 
applied  across  existing  and  future  entertain- 
ment technologies. 

9.  That  the  AMA  urge  physicians  to  counsel  par- 
ents about  the  known  effects  of  media  violence 
on  children's  behavior  and  encourage  them  to 
reduce  the  amount  of  violent  programming 
viewed  by  their  children. 

MANAGED  CARE  FAIRNESS 

The  Hospital  Medical  Staff  Section  and  the  delega- 
tions from  Ohio  and  Texas  introduced  resolutions 
addressing  the  many  problems  associated  with  physi- 
cians practicing  in  managed  care  plans.  The  Refer- 
ence Committee  reported  that  these  resolutions  re- 
ceived strong  support  from  those  who  testified. 

The  House  adopted  the  following  policy  state- 
ment: 

A.  That  the  AMA  continue  to  advocate  for  the 
enactment  of  state  and  federal  laws  and  regula- 
tions that  would  provide  for  patient  protections 
and  physician  fairness,  including: 

1.  permitting  physicians  to  negotiate  individu- 
ally and  collectively  with  managed  care  orga- 
nizations on  the  terms  and  conditions  of 
physician  participation  in  a managed  care 
organization's  health  benefit  plans. 

2.  providing  for  formal  input  by  practicing  phy- 
sicians in  the  development  and  refinement 
of  the  medical  policies  of  a managed  care 
organization,  especially  those  policies  re- 
lated to  physician  credentialing,  performance 
review,  and  utilization  management. 

3.  requiring  managed  care  organizations  to 
disclose  all  participation  requirements  and 
selective  contracting  criteria  to  applying  phy- 
sicians. 

4.  requiring  managed  care  organizations  to 
provide  due  process  to  physicians  in  all  ad- 
verse selective  contracting  decisions. 

B.  That  the  AMA  continue  to  encourage  all  state 


medical  associations  and  national  medical  spe- 
cialty societies  to  advocate  vigorous  support  of 
the  "Patient  Protection  Act"  (HR  4527). 

RESOLUTIONS 

The  Nebraska  Medical  Association  House  of  Del- 
egates instructed  that  two  resolutions  be  forwarded 
to  the  AMA  House  for  consideration  during  its  June 
12-16  session. 

The  first  resolution  addressed  health  system  reform 
and  proposed  that  the  AMA  express  strong  support 
for  the  Medical  Service  Account  Concept  with  reim- 
bursable tax  credits  and  that  the  AMA  convey  this 
support  to  the  members  of  the  United  States  Senate 
and  the  House  of  Representatives.  The  House  of 
Delegates  adopted  a recommendation  that  the  Board 
of  Trustees  continue  to  implement  AMA  policy  to 
achieve  universal  access  and  coverage  through  an 
approach  that  may  utilize  employer  and/or  individual 
responsibilities,  for  payment,  while  permitting  the 
individual  to  choose  and  own  his  or  her  health  insur- 
ance plan,  and  continue  to  encourage  health  IRAs 
and  a phase-in  mechanism,  exploring  all  concepts  that 
accomplish  coverage  for  and  access  to  health  services 
for  all  Americans  recognizing  the  needs  of  individual 
states,  and  report  back  to  the  House  on  its  efforts  at 
the  1994  Interim  Meeting. 

The  second  resolution  proposed  that  the  AMA 
study  reimbursement  of  rural  primary  care  services  in 
general  and  also  study  the  reimbursement  for  primary 
care  services  under  the  Resource  Based  Relative  Value 
Scale.  The  House  of  Delegates  adopted  this  resolu- 
tion. 

CONCLUSION 

The  annual  meeting  represented  Dr.  Jerry  R. 
Schenken's  last  meeting  as  an  official  member  of  the 
Nebraska  Delegation.  It  has  become  a tradition  at  the 
annual  and  semiannual  meeting  of  the  American 
Medical  Association  House  of  Delegates  for  the  Ne- 
braska Delegation  to  meet  for  dinner  one  evening  for 
both  camaraderie  and  to  discuss  evolving  issues  at 
the  AMA  House  of  Delegates  Meeting.  At  our  last 
dinner  on  June  13,  1994,  in  Chicago,  special  recogni- 
tion was  given  to  Dr.  Schenken  for  his  dedicated 
service  to  the  NMA  and  AMA.  Dr.  Schenken  has 
completed  a noteworthy  tenure  of  service  to  the  AMA 
serving  as  a member  of  the  Board  of  Trustees  from 
1985-1994.  In  his  position  as  an  AMA  Trustee,  Dr. 
Schenken  became  intensely  involved  in  the  activities 
of  the  Board  of  Trustees  through  membership  on  the 
Finance  Committee,  1985-1994;  Executive  Commit- 
tee 1986-1991;  Committee  on  Organization  and  Op- 
eration of  the  Board,  1 989-1  991 , and  this  Committee's 
Chairman,  1993-1994;  Secretary-Treasurer  of  the  As- 
sociation, 1990-1991;  and  Nominating  Committee, 
1991-1994.  Throughout  all  of  these  activities,  Dr. 
Schenken  never  lost  contact  with  his  constituency  in 
Nebraska  as  reflected  by  his  Presidency  of  the  Metro- 
politan Omaha  Medical  Society  in  1987  and  his  con- 
tinued involvement  in  the  House  of  Delegates  of  the 
NMA.  Now  that  Dr.  Schenken  has  completed  his 
tenure  of  office  with  the  AMA,  he  is  returning  to 
intensified  activity  in  his  professional  career  as  a 
pathologist  and  continued  participation  in  the  activi- 
ties of  both  the  MOMS  and  NMA.  The  NMA  delega- 
tion greatly  appreciates  and  recognizes  the  efforts  of 
Dr.  Schenken  within  the  AMA. 
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During  the  Annual  Meeting,  Carol  A.  Aschenbrener 
was  reelected  to  an  additional  term  on  the  AMA 
Council  on  Medical  Education.  A member  of  the 
Nebraska  Delegation,  Dr.  Allen  D.  Dvorak,  served  as 
a member  on  Reference  Committee  E which  deals 
with  issues  related  to  Science  and  Technology. 

RECOMMENDATION 

The  members  of  the  NMA-AMA  Delegation  recom- 
mend to  the  House  the  following  resolve:  "In  sincere 
appreciation  and  recognition  of  his  service  to  the 
citizens  of  Nebraska  and  the  medical  profession,  the 
NM A at  its  1994  semiannual  meeting  applaud  and 
sincerely  thank  Dr.  Jerry  R.  Schenken  of  Omaha, 
Nebraska,  for  his  long  outstanding  service  as  an  AMA 
Trustee. 

Respectfully  submitted, 
Allen  D.  Dvorak,  M.D. 


REPORT  OF  THE  DELEGATE  TO 
AMA  YOUNG  PHYSICIANS  SECTION 

The  Young  Physicians  Section  of  the  AMA  met 
June  10-11,  1 994,  at  the  Chicago  Hilton  & Towers  in 
Chicago,  Illinois.  Twenty-three  resolutions  were  de- 
bated with  eleven  being  adopted  and  several  referred 
for  further  study. 

Of  interest  to  Nebraska  young  physicians  is  a 
resolution  the  YPS  adopted  supporting  efforts  to  in- 
crease reimbursement  of  primary  care  services  in 
underserved  areas,  both  rural  and  urban.  This  was 
introduced  as  Resolution  121  before  the  AMA-HOD 
and  was  adopted. 

A second  issue  pertaining  to  a large  number  of 
Nebraska  young  physicians  is  Resolution  15  which 
directs  the  AMA-YPS  to  support  modification  in  HCFA 
policies  to  allow  reimbursement  to  primary  care  phy- 
sicians for  the  provision  of  appropriate  concurrent 
care  for  hospitalized  patients  also  cared  for  by  referral 
specialists  and  that  the  AMA-YPS  seek  to  have  policies 
for  concurrent  care  reimbursement  provide  reimburse- 
ment to  all  physicians  for  actual  time  spent  in  care  of 
patients,  counseling  patients  and  their  families,  orga- 
nizing family  meetings,  and  otherwise  acting  on  the 
patient's  behalf  as  case  manager.  This  resolution  di- 
rects the  AMA-YPS  Governing  Council  to  issue  a 
report  to  the  Assembly  at  1-94  detailing  specific  ac- 
tions the  AMA  has  taken  in  support  of  its  existing 
policy  on  concurrent  care. 

Resolution  5 was  adopted  calling  for  the  AMA-YPS 
to  support  efforts  to  classify  cigarettes  as  nicotine 
dispensing  devices  and  to  support  efforts  to  place  the 
regulation  of  tobacco  under  the  jurisdiction  of  the 
FDA. 

The  most  controversial  topic  in  this  session  was  a 
resolution  calling  on  the  AMA-YPS  to  support  the 
existing  Council  on  Ethical  and  Judicial  Affairs  (CEJA) 
opinion  on  organ  procurement  from  anencephalic 
infants.  It  mandated  the  YPS  delegate  to  the  AMA- 
HOD  to  extract  from  the  consent  calendar  CEJA 
opinion  1 0-A-94,  "Anencephalic  Infants  as  Organ 
Donors,"  which  reverses  current  CEJA  opinion.  The 
debate  surrounding  this  resolution  was  very  intense 
and  emotional.  Resolution  supporters  felt  the  revised 


CEJA  opinion  may  create  a*  third  category  of  existence 
between  life  and  death.  Those  opposed  to  this  reso- 
lution and  in  favor  of  the  revised  CEJA  opinion  felt  (1 ) 
organ  donation  in  the  case  of  an  anencephalic  infant 
benefits  others,  and  (2)  gives  solace,  purpose  and 
choice  to  parents.  The  decision  was  made  to  refer  this 
issue  to  the  AMA-HOD  for  debate.  The  AMA-HOD 
took  up  this  issue  as  CEJA  Report  10  where  it  was 
extracted,  debated,  and  filed.  An  additional  report 
explaining  CEJA's  reasoning  is  due  at  1-94. 

This  meeting  of  the  YPS  was,  again,  a positive 
learning  experience.  I found  my  belief  that  physicians 
are  the  best  advocates  for  our  patients  strengthened. 
I wish  to  thank  the  NMA  and  the  NMA-YPS  for 
allowing  me  to  serve  as  Delegate. 

Respectfully  submitted, 

Tamara  R.  Johnson,  M.D. 

REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

Dear  Colleagues: 

The  liver  transplant  team,  lead  by  Drs.  Byers  Shaw, 
M.D.,  of  the  Department  of  Surgery,  and  Michael 
Sorrell,  of  the  Department  of  Internal  Medicine,  com- 
pleted its  1 ,000th  liver  transplant  on  August  1 6,  1 994. 
In  addition  to  local  and  regional  referrals,  patients 
have  been  referred  to  UNMC  from  all  over  the  world 
for  liver  transplantation.  In  recognition  of  UNMC's 
growing  program  and  commitment  to  excellence  in 
solid  organ,  bone  marrow  and  cellular  transplanta- 
tion, we  are  moving  forward  to  build  a national  center 
for  transplantation  at  UNMC.  This  new  center  will  link 
transplant  research  and  education  to  transplantation- 
related  care  in  a new  facility  that  will  be  built  on  the 
present  site  of  Conkling  Hall.  The  center  will  intro- 
duce an  innovative  delivery  system  - cooperative  care 
- that  focuses  on  the  needs  of  the  patients  while 
reducing  health  care  costs.  After  the  postoperative 
recovery  period,  patients  may  be  moved  to  the  new 
facility  which  will  include  medical  apartments  and  a 
day  hospital.  Each  patient  will  have  a care  partner  (a 
family  member  or  friend)  who  participates  actively  in 
the  patient's  care.  Two  floors  of  research  space  will 
foster  interaction  between  the  clinician  and  the  scien- 
tist to  speed  translation  of  bench  research  to  the 
bedside.  Construction  on  the  center,  which  will  serve 
as  a national  model  to  test  health  care  delivery  strat- 
egies for  the  21st  century,  is  expected  to  begin  in 
1996.  The  estimated  cost  of  the  proposed  180,000 
square-foot  facility  is  $42  million,  to  be  supported  by 
both  public  and  private  funds. 

In  my  last  report  to  the  NMA,  I mentioned  the 
LCME  survey  of  the  College  of  Medicine  for  accredi- 
tation. In  June  I received  the  LCME  survey  report.  I am 
pleased  to  report  that  the  COM  received  continued 
full  accreditation  of  the  educational  program  leading 
to  the  M.D.  degree.  The  LCME  was  impressed  with 
the  rapid  accomplishments  of  the  institution  since  the 
last  survey,  and  plans  for  the  future. 

The  NU  Board  of  Regents  approved  the  formation 
of  a Department  of  Radiation  Oncology  effective  July 
1,  1994.  Dr.  Glenn  V.  Dalrymple  has  been  appointed 
interim  chair.  After  the  department  is  organized,  a 
search  committee  will  be  formed  to  recruit  a depart- 
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ment  chair.  The  department  will  have  an  education, 
service  and  research  mission  which  will  enhance 
Eppley's  position  for  designation  as  a clinical  or  com- 
prehensive cancer  center  by  the  NCI. 

I am  pleased  to  announce  the  appointment  of  Dr. 
Bruce  Buehler  as  Chair  of  the  Department  of  Pediat- 
rics, pending  approval  of  the  Board  of  Regents.  This  is 
an  outstanding  appointment  and  a well  deserved 
recognition  of  the  fine  work  Bruce  has  done.  This 
successful  recruitment  is  a very  important  step  in  our 
efforts  to  build  a distinguished  Department  of  Pediat- 
rics. 

Finally,  please  join  me  in  congratulating  Dr.  Layton 
(Bing)  Rikkers,  Professor  and  Chair  of  the  Department 
of  Surgery,  on  his  appointment  as  Chairman  of  the 
American  Board  of  Surgery. 

My  best  wishes  for  a successful  Fall  meeting. 

Respectfully  submitted, 
Harold  M.  Maurer,  M.D. 
Dean 

College  of  Medicine 
University  of  Nebraska 
Medical  Center 

REPORT  OF  THE  BOARD  OF 
EXAMINERS  IN  MEDICINE  & SURGERY 

This  fall  continues  the  dizzying  changes  in  the 
practice  of  medicine.  Since  Spring,  there  has  been 
much  discussion  and  much  heat  but  little  light  about 
medical  licensure  and  disciplinary  problems.  How- 
ever, there  are  two  recent  publications  I would  rec- 
ommend to  you.  One  is  the  report  by  Mr.  Pallesen  in 
the  NMA  about  the  function  of  the  Medical  Board, 
and  the  report  by  Mr.  Doug  Curry  in  the  Nebraska 
Health  Law  Digest.  These  are  very  appropriate  and 
address  this  problem  very  realistically.  I would  urge  all 
members  of  the  Association  to  read  both  of  these 
articles  and  to  remember  them.  Also,  since  we  are  all 
in  the  process  of  renewing  our  licenses,  you  will  have 
received  a form  from  the  Department  of  Health  re- 
garding the  new  changes  required  by  LB  1 223.  These 
are  the  self  reporting  laws  and  although  the  regula- 
tions are  not  yet  finalized,  this  will  bring  about  a 
radical  change  not  necessarily  for  the  better. 

The  discussion  that  has  been  going  on  in  Washing- 
ton about  "health  care  reform"  has  almost  nothing  to 
do  with  the  care  of  a patient.  I urge  the  membership 
to  do  two  things.  First,  review  your  Hippocratic  Oath, 
try  to  understand  it  and  live  by  it.  If  one  follows  that 
oath,  one  will  most  likely  never  have  problems  with 
the  disciplinary  system.  We  as  physicians  must  regain 
a seat  at  the  table  discussing  health  care  reform.  The 
second  thing  I urge  the  membership  to  do  is  to 
become  more  involved  in  this  discussion  on  the 
changes  of  health  care  reform.  The  reason  for  this  is 
elegantly  simple.  No  one  knows  more  about  health 
care  delivery  than  you  and  I.  We  are  involved  in  the 
doctor-patient  relationship  daily  and  even  hourly.  We 
know  the  problems  that  occur  when  insurance  carri- 
ers step  between  a doctor  and  a patient.  We  know 
the  problems  that  occur  when  the  state  does  the  same 
thing.  We  are  the  only  true  "patient  advocates".  We 
must  be  involved  not  only  with  policing  ourselves  but 
in  protecting  the  patient. 


You  will  notice  that  the  two  articles  I urge  you  to 
read  are  written  by  attorneys.  The  system  is  basically 
written  and  run  by  attorneys.  There  is  very  little  input 
by  medical  practitioners.  Mr.  Curry  states  this  quite 
clearly  in  his  discussion  and  Mr.  Pallesen  also  de- 
scribes it.  This  happened  because  we,  as  physicians, 
have  allowed  it  to,  and  we  must  step  up  to  the  plate 
and  care  for  our  patients.  This  also  involves  fighting 
some  battles  that  are  not  only  in  the  hospital  but  still 
none  the  less  need  to  be  fought.  I urge  you  to  become 
involved  so  all  of  us  do  the  right  thing  for  our  patients. 

Thank  you. 

Respectfully  submitted, 

Philip  S.  Metz,  M.D. 

Chairman 


REPORT  OF  THE 

STATE  DEPARTMENT  OF  HEALTH 

Thank  you  for  this  opportunity  to  report  to  you  on 
the  Nebraska  Department  of  Health's  current  activi- 
ties. 

THE  CHALLENGE  OF  PUBLIC  HEALTH 

Clearly,  the  mission  of  public  health  — assuring 
the  conditions  necessary  for  the  health  of  every  indi- 
vidual in  the  state — can  not  be  accomplished  with- 
out the  assistance  of  the  medical  community. 

The  Nebraska  Department  of  Health,  and  public 
health,  need  the  support  of  the  Nebraska  Medical 
Association  in  accomplishing  what  I consider  to  be 
the  three  most  important  public  health  initiatives  for 
the  state. 

First,  the  formal  recognition  of  and  support  for  the 
core  public  health  functions  as  a part  of  health  care 
reform.  Second,  the  development  of  a formal  network 
of  pubic  health  services  in  the  state  through  a system 
of  regional  planning  set  out  in  the  Community  Health 
Service  plan  developed  by  the  Nebraska  Department 
of  Health.  Third,  accomplishment  of  three  specific 
Healthy  People  2000  objectives:  1)  raising  the  immu- 
nization rates  for  2-year-olds  in  the  state  from  60 
percent  to  90  percent  by  the  year  2000;  2)  increasing 
the  number  of  women  over  50  years  of  age  who  are 
being  adequately  screened  for  breast  cancer  from  25 
percent  to  60  percent  by  the  year  2000;  and,  3) 
decreasing  the  use  of  tobacco  products  in  the  state 
from  20  percent  to  15  percent  and  decreasing  the 
number  of  youth  who  pick  this  habit  up  during  the 
teen  years  from  34  percent  to  15  percent. 

I would  like  to  invite  the  Nebraska  Medical  Asso- 
ciation to  study  and  to  formally  adopt  a statement 
articulating  the  core  functions  of  public  health  in 
Nebraska  and  resolving  that  these  core  functions  be 
supported  in  whatever  health  care  reform  program  is 
adopted  for  our  state.  I invite  the  Association  to  study 
the  recently  released  Community  Health  Services 
Plan,  communicate  to  the  Nebraska  Department  of 
Health  suggested  modifications  and  revisions,  and 
work  with  the  Department  to  accomplish  its  intent, 
which  is  to  ensure  the  availability  of  core  public  health 
services  to  all  citizens  of  our  state. 

Finally,  I invite  the  state's  medical  care  providers  to 
ensure  that  clinical  preventive  services  addressing 
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childhood  immunization,  early  detection  of  breast 
and  cervical  cancer,  and  the  reduction  of  tobacco  use 
are  consistently  used  in  every  physician's  office.  By 
ensuring  that  the  core  functions  of  public  health  are 
explicitly  recognized  in  health  care  reform,  by  work- 
ing to  ensure  that  all  citizens  have  access  to  core 
pubic  health  services,  and  by  working  together  to 
ensure  the  accomplishment  of  three  specific  Healthy 
People  2000  objectives,  we  will  truly  be  working  in 
partnership  for  the  betterment  of  all  Nebraskans.  I 
look  forward  to  working  with  you  to  meet  these 
challenges  in  the  months  and  years  ahead. 

THE  CORE  FUNCTIONS  OF  PUBLIC  HEALTH 

• promoting  healthy  lifestyles  and  appropriate  use 
of  health  services; 

example:  The  goal  of  the  Tobacco  Free  Nebraska 
Program  is  to  reduce  the  use  of  tobacco  by 
youths  and  adults. 

• protecting  the  public  from  unhealthy  and  unsafe 
environments; 

example:  The  mission  of  the  Safe  Drinking  Water 
Program  is  to  monitor  and  assure  the  quality  of 
water  offered  by  public  water  systems. 

• preventing  disease,  disability,  and  premature 
death; 

example:  The  goal  of  the  Injury  Prevention  Pro- 
gram is  to  reduce  intentional  and  unintentional 
injuries  among  Nebraskans. 

• providing  or  ensuring  access  to  needed  health 
services: 

example:  The  purpose  of  the  Family  Reproduc- 
tive Health  Program  is  to  assure  that  family  plan- 
ning and  other  services  are  available  to  women 
of  child-bearing  age. 

• investigating  and  controlling  outbreaks  of  illness; 
example:  When  individuals  in  Omaha  and  Lin- 
coln became  sick  with  a strain  of  bacteria  called 
E.  coli,  the  state  epidemiologist  was  able  to  find 
the  approximate  source  of  the  affected  ham- 
burger and  to  take  action  to  ensure  that  more 
people  were  not  infected. 

• protecting  the  environment,  including  the  safety 
of  air,  water,  and  workplaces; 

example:  A town  whose  water  system  was  found 
to  be  high  in  nitrates  is  offered  to  supply  bottled 
water  to  pregnant  women  and  infants. 

• collecting  and  analyzing  data  to  rapidly  identify 
and  detect  emerging  health  problems; 
example:  Death  certificates  filed  at  the  Bureau  of 
Vital  Statistics  are  analyzed  to  determine  the  top 
causes  of  death  among  Nebraskans  • heart  dis- 
ease, cancer,  cerebrovascular  disease,  pneumo- 
nia, accidents,  chronic  lung  disease,  diabetes 
mellitus,  atherosclerosis,  suicide  and  kidney  dis- 
ease. 

• educating  and  informing  the  public  to  reduce 
health  risks  and  increase  personal  responsibility; 
example:  Greater  awareness  of  tobacco  use  as  a 
risk  factor  for  heart  disease  and  cancer  has  re- 
sulted in  a decrease  of  the  number  of  adults  who 
smoke.  Only  20%  of  adult  Nebraskans  now  smoke, 
compared  to  24  percent  seven  years  ago. 


• maintaining  the  accountability  of  public  institu- 
tions; 

example:  Department  of  Health  staff  routinely 
check  mammography  equipment  to  assure  its 
safe  and  effective  operation. 

• providing  public  health  leadership  and  policy 
development; 

example:  Public  health  systems  provide  early 
warning  that  jurisdictions  must  address  emerging 
health  problems,  such  as  Lyme  disease  or  rabies, 
and  provide  scientific  guidance  for  policy  deci- 
sions. 

• maintaining  public  health  laboratories; 

example:  State  public  health  laboratories  guaran- 
tee accurate,  reliable  test  results.  These  results 
are  used  to  investigate  and  control  public  health 
hazards  such  as  high  blood  lead  levels.  State  labs 
identify  rare  genetic  and  metabolic  diseases 
through  screening  of  all  newborns. 

• training  and  education  of  public  health  profes- 
sionals. 

example:  Unique  skills  such  as  epidemiology  and 
biostatistics  must  be  cultivated  in  the  public  health 
field  to  guarantee  that  society  will  be  able  to 
identify  statistically  important  health  changes, 
and  to  discover  the  cause  of  the  changes. 

LEGISLATION 

1994  has  been  a good  legislative  year  for  health. 
We  are  extremely  pleased  with  the  Governor's  heath 
care  reform  initiatives.  LB  1223  contained  the  univer- 
sal childhood  immunization  program,  increased  fund- 
ing for  the  health  professional  student  loan  program 
which  encourages  rural  practice,  funds  to  develop  a 
statewide  data  system,  and  changes  addressing  li- 
censed professional  discipline. 

LB  1222  included  important  health  insurance 
reform  measures,  including  the  use  of  a single  billing 
form  and  definition  of  pre-existing  medical  condi- 
tions. LB  817  included  important  anti-trust  measures. 

Other  bills  with  very  significant  public  health 
implications  are  LB  900,  which  allows  nonpharmacists 
to  dispense  certain  pharmaceuticals  in  public  health 
clinics,  and  LB  81 9,  which  mandates  HIV  status  reporting. 

VACCINES  FOR  CHILDREN  PROGRAM 
The  implementation  of  the  federal  Vaccines  for 
Children  Program  (VFC)  created  by  the  Omnibus 
Budget  Reconciliation  Act  of  1993  is  scheduled  for 
October  1,  1994.  The  program's  goal  is  to  raise 
childhood  immunization  levels  in  the  United  States 
among  infants  and  young  children.  The  program  will 
supply  — at  no  cost  to  public  health  care  providers 
and  private  health  care  providers  who  agree  to  par- 
ticipate — federally  purchased  vaccine  to  be  admin- 
istered to  certain  eligible  children.  Approximately  60 
percent  of  U.S.  children  are  expected  to  benefit  from 
the  program. 

Children  through  age  18  who  are  eligible  to 
receive  vaccine  funded  under  this  program  are:  1) 
children  enrolled  in  Medicaid;  2)  children  who  do  not 
have  health  insurance;  and  3)  children  who  are  Ameri- 
can Indian  or  Alaskan  Native.  In  addition,  children 
who  have  health  insurance  that  does  not  cover  vac- 
cine can  receive  VFC-provided  vaccines  at  federally 
qualified  health  centers  and  rural  health  clinics. 
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To  participate  in  the  program,  providers  need  to 
agree  to:  1)  screen  the  parent  or  guardian  to  deter- 
mine the  child's  eligibility  (verification  is  not  required); 
2)  maintain  a record  of  this  screening  with  the  eligible 
child's  record;  3)  follow  the  recommended  immuniza- 
tion schedule  as  established  by  the  Advisory  Commit- 
tee on  Immunization  Practices  and  state  law;  4)  not 
charge  for  the  vaccine  — an  administration  fee,  to  be 
established  by  the  Health  Care  Financing  Administra- 
tion, can  be  charged  so  long  as  immunization  is  not 
denied  because  the  parents  cannot  pay  the  fee;  and 
5)  provide  vaccine  information  materials  as  prescribed 
by  law. 

A private  health  care  provider  is  not  required  to 
accept  a child  into  his  or  her  practice  or  clinic  merely 
because  the  child  is  eligible  for  immunization  through 
the  VFC  program.  A physician  may  participate  in  the 
VFC  program  without  being  a Medicaid  provider. 

To  enroll,  the  provider  agrees  to  participate  in  the 
program  and  signs  a one-page  provider  enrollment 
agreement  which  is  kept  on  file  at  the  Nebraska 
Department  of  Health. 

Private  health  care  providers  will  also  fill  out  a 
simple  one-page  "Provider  Profile,"  which  will  be  re- 
tained by  the  Department  of  Health  to  determine  the 
number  of  patients  expected  to  be  seen  for  immuni- 
zation services  and  the  percentage  of  patients  in  the 
provider's  practice  that  may  be  eligible  for  immuniza- 
tion through  the  VFC  program.  The  information  will 
be  used  to  estimate  necessary  vaccine  supplies. 

The  vaccines  and  combination  vaccines  offered 
by  the  VFC  program  are  those  providing  protection 
against  these  nine  diseases: 

• diphtheria 

• Haemophilus  influenzae  type  B 

• hepatitis  B 

• measles 

• mumps 

• pertussis 

• poliomyelitis 

• rubella 

• tetanus 

The  VFC  program  will  provide  a ready  inventory 
of  federally  purchased  vaccine  to  the  private  provider 
and  will  eliminate  some  up-front  costs  in  providing 
vaccine  to  eligible  children.  The  system  that  health 
care  providers  use  to  purchase  vaccine  for  their 
private-pay  patients  will  remain  unchanged. 

The  national  goal  to  adequately  vaccinate  90 
percent  of  2-year-old  children  depends  on  the  support 
of  private  health  care  providers.  The  Vaccines  for 
Children  program  contributes  to  this  goal  by  remov- 
ing vaccine  cost  as  a barrier  to  immunizing  eligible 
children  in  the  care  of  private  health  care  providers. 

The  Department  of  Health  will  mail  out  informa- 
tional packets  with  forms  to  sign  up  for  the  program. 
For  more  information  contact  the  Division  of  Disease 
Control,  (402)  471-2937. 

Nebraska  was  one  of  the  states  that  had  chosen 
to  have  a national  warehouse  distribute  vaccine. 
Because  this  distribution  system  has  been  dropped  as 
an  option,  negotiations  on  the  federal  level  for  alter- 
nate shipping  methods  in  the  private  sector  are  con- 
tinuing. While  the  VFC  program  is  still  expected  to  be 
initiated  on  October  1,  there  may  be  a postponement 


of  shipments  to  private  providers  until  arrangements 
can  be  made. 

EARLY  DETECTION  OF  BREAST  AND 
CERVICAL  CANCER  PROGRAM 

The  most  recent  data  from  the  Nebraska  Behav- 
ioral Risk  Factor  Survey  indicate  that  the  percentage 
of  women  50  and  older  who  said  they  have  had  a 
mammogram  in  the  last  year  increased  from  34  per- 
cent in  1992  to  43  percent  in  1993.  This  is  the  largest 
increase  in  the  last  five  years. 

This  is  very  good  news  as  the  Department's  Early 
Detection  of  Breast  and  Cervical  Cancer  Program, 
called  "Every  Women  Matters,"  continues  in  its  sec- 
ond year  of  operation.  The  program  works  with  par- 
ticipating providers  to  make  available  free  or  low-cost 
office  visits.  Pap  smears,  pelvic  exams,  mammograms, 
and  other  related  tests  for  income-eligible  women 
who  have  no  other  source  payment.  The  program 
includes  follow-up,  public  and  professional  educa- 
tion, surveillance,  evaluation,  and  quality  assurance 
components.  Over  250  providers  currently  partici- 
pate in  the  program.  A grant  from  the  federal  Centers 
for  Disease  Control  and  Prevention  enables  the  De- 
partment to  reimburse  providers  for  screening  exams 
for  women  without  insurance  or  who  have  high 
deductibles  on  their  insurance  policies;  low-  and 
middle-income  women  who  meet  income  eligibility 
requirements;  minority  women;  and  women  age  50 
and  over  who  do  not  receive  regular  screening  ser- 
vices. 

As  of  August  1 994,  5,000  women  had  enrolled  in 
the  program  since  screening  began  in  late  1992.  Six 
women  with  breast  cancer  and  five  women  with 
cervical  cancer  have  been  identified.  Treatment  has 
been  initiated  for  all  of  them. 

It  is  a goal  of  the  Every  Woman  Matters  Program 
in  the  coming  year  to  increase  the  percentage  of 
women  age  50  and  over  who  have  ever  had  a 
mammogram  to  75  percent. 

The  Nebraska  Medical  Association  has  been  a 
supportive  partner  of  the  Early  Breast  and  Cervical 
Cancer  Screening  Program.  A cooperative  campaign 
to  promote  awareness  among  providers  about  the 
need  to  recommend  mammograms  to  their  patients 
and  to  encourage  women  to  ask  their  providers  about 
mammograms  is  under  development. 

October  has  been  designated  as  Breast  Cancer 
Awareness  Month.  The  Susan  G.  Komen  Breast  Can- 
cer Foundation  and  Junior  League  of  Omaha  will 
sponsor  a fundraising  event,  The  Race  for  the  Cure, 
which  is  5-K/1-mile  Run/Walk  beginning  at  Cancer 
Survivors  Park  in  Omaha  on  October  2.  The  proceeds 
will  fund  definitive  diagnosis  exams  for  the  clients  of 
Every  Woman  Matters  and  benefit  local  and  national 
breast  cancer  research. 

HIV  REPORTING 

LB  819  mandates  HIV  reporting  by  name.  Writ- 
ten informed  consent  is  required  prior  to  any  person 
being  tested.  Details  of  the  information  to  be  in- 
cluded in  the  consent  form  is  specified  in  the  law. 
Health  care  providers  are  required  to  inform  patients 
that  if  they  wish  to  be  tested  anonymously,  they  will 
be  referred  to  a state-funded  counseling  and  testing 
site.  The  law  also  gives  the  Department  of  Health  the 
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opportunity  to  offer  related  services,  such  as  post-test 
counseling,  partner  notification,  and  early  interven- 
tion services. 

The  law  lists  four  exceptions  to  the  requirement 
for  written  informed  consent: 

• when  testing  any  human  body  part  for  purposes 
specified  under  the  Uniform  Anatomical  Gift  Act 

• when  a person  is  tested  for  insurance  underwrit- 
ing purposes 

(Written  authorization  is  still  required  and  writ- 
ten information  about  HIV  is  to  be  given  that 
includes  identification  and  reduction  of  risks.) 

• when  a person  is  committed  to  the  Department 
of  Corrections 

(The  individual  is  informed  when  the  test  is  per- 
formed, and  education  is  provided  about  HIV 
that  includes  identification  and  reduction  of  risks. 
The  results  of  the  test  and  the  meaning  of  the 
result  will  be  given  to  the  individual.) 

• a person  convicted  of  sexual  assault,  and  in 
situations  where  emergency  service  personnel  or 
health  care  providers  experience  a significant 
exposure  (These  situations  are  covered  in  other 
existing  state  statutes). 

HIV  reporting  will  be  added  to  the  list  of  condi- 
tions reportable  within  7 days  of  detection  in  the 
revised  rules  and  regulations  regarding  communi- 
cable diseases.  A public  hearing  will  be  held  in  late 
1994  to  receive  input  regarding  this  addition. 

HIV  reporting  from  physicians  and  hospitals  will 
follow  current  AIDS  reporting  methods,  using  the 
CDC  HIV/AIDS  case  report  forms.  Health  providers 
will  send  the  reports  to  the  Nebraska  Department  of 
Health  in  envelopes  marked  "CONFIDENTIAL-TO  BE 
OPENED  BY  ADDRESSEE  ONLY."  Laboratories  will 
use  the  lab  reporting  form  currently  in  use.  However, 
the  larger  labs  will  be  asked  to  report  HIV  separately 
and  mail  the  forms  in  an  envelope  marked  as  re- 
quired. A "how  to"  packet  will  be  compiled  and 
distributed  to  all  physicians,  hospitals  and  laborato- 
ries prior  to  implementation  of  the  HIV  reporting  law. 
For  more  information  regarding  HIV  reporting,  con- 
tact the  HIV/AIDS  Surveillance  Program  at  (402)  471- 
0360. 

The  Nebraska  Department  of  Health  offers  part- 
ner notification  services  on  a voluntary  basis  to  per- 
sons who  test  positive  for  HIV.  If  someone  finds  it 
difficult  to  notify  their  past  and  present  sex  or  needle- 
sharing partners,  the  Department  can  assist  with  the 
notification  process.  When  notification  of  a partner  is 
performed  by  the  Department,  it  is  done  in  a very 
confidential  manner  and  in  person.  The  name  of  the 
HIV-positive  person  is  never  revealed  to  the  partner 
under  any  circumstances.  For  more  information  on 
partner  notification,  contact  the  Division  of  Disease 
Control  at  the  Nebraska  Department  of  Health  at 
(402)  471-2937,  or  your  local  county  health  depart- 
ment. 

TEEN  PREGNANCY 

LB  1224,  also  known  as  the  Welfare  Reform  Act, 
was  passed  during  the  last  legislative  session.  It  estab- 
lished the  Governor's  Roundtable  to  address  welfare 
reform  issues,  including  job  creation,  job  training,  tax 
incentives,  unemployment  compensation,  and  edu- 
cation programs.  In  addition,  the  bill  required  the 


Department  of  Health  to  study  and  make  recommen- 
dations regarding  teenage  pregnancy  prevention  at  a 
community  level.  The  result  is  a report  which  exam- 
ines trends  in  teenage  pregnancy  and  childbearing, 
costs,  predictors,  a review  of  the  policies  and  pro- 
grams of  other  states,  and  an  examination  of  what 
Nebraska  is  currently  doing.  Possible  solutions  in- 
clude targeted  health  education,  increasing  access  to 
information  and  health-related  services,  improved 
coordination  of  services,  presenting  alternatives,  and 
changing  attitudes  and  norms.  It  suggests  that  fund- 
ing for  programs  could  be  provided  to  communities 
interested  in  addressing  barriers  to  teen  pregnancy 
prevention.  Public  input  on  the  preliminary  report  is 
being  sought,  including  input  from  teen  parents  and 
professionals  serving  teen  parents.  The  report  will  be 
presented  to  the  Governor's  Roundtable  by  Sept.  15. 
Copies  are  available  from  the  Bureau  of  Family  Health 
Services  in  the  Department  of  Health. 

HEALTH  PROFESSIONAL  REPORTING  REGULATIONS 

A hearing  was  held  at  the  end  of  August  on 
regulations  requiring  health  professionals  and  others 
to  report  negligence,  incompetence  and  other  viola- 
tions of  state  licensing  law  to  the  Nebraska  Depart- 
ment of  Health. 

The  regulations  will  implement  legislation  passed 
during  the  last  legislative  session  following  a study  of 
issues  related  to  the  regulation  and  oversight  of  pro- 
fessionals licensed  by  the  Department  of  Health. 

The  regulations  pertain  to  reporting  by  licensed 
health  professionals,  facilities,  peer  and  professional 
organizations,  and  insurers  of  violations  of  the  regu- 
latory provisions  governing  the  profession  of  a prac- 
titioner, of  settlements  and  court  actions,  and  of 
adverse  actions  taken  by  facilities  related  to  a 
professional's  practice. 

Self-reporting  is  required  of  any  licensed  health 
professional  who  has  been  the  subject  of  a loss  of 
privileges  in  a facility,  loss  of  employment  due  to 
alleged  incompetence,  negligence  or  impairment,  the 
subject  of  an  adverse  judgement  or  settlement  arising 
out  of  professional  liability  claims,  or  who  has  been 
convicted  of  any  misdemeanor  or  felony. 

Licensees  must  report  any  person  within  their 
own  profession  if  they  believe  that  person  has  com- 
mitted acts  indicative  of  gross  incompetence,  a pat- 
tern of  negligent  conduct,  unprofessional  conduct, 
impairment,  or  other  violations  of  laws  or  regulations. 

Licensees  must  report  any  person  in  another 
health  profession  if  they  believe  that  person  commit- 
ted acts  indicative  of  gross  incompetence  or  practice 
while  his  or  her  ability  is  impaired  by  alcohol,  drugs, 
or  a physical  or  mental  disability. 

The  regulations  specify  when  reports  must  be 
made,  what  information  is  required,  and  what  consti- 
tutes a reportable  settlement.  The  regulations  also  set 
out  the  penalty  for  failure  to  report.  The  Nebraska 
Department  of  Health  will  provide  forms  for  report- 
ing. 

STUDY  OF  UNIFORM  LICENSURE  LAW 

A study  of  the  Uniform  Licensure  Law  (ULL)  will 
be  the  basis  of  the  State  of  Nebraska's  strategy  to 
address  professional  licensing  issues  over  the  next 
two  years.  The  Nebraska  Department  of  Health  will 
coordinate  a review  of  the  ULL,  which  will  include  an 
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examination  of  existing  licensure  processes,  the  roles 
of  examining  boards,  the  Department  of  Health,  the 
Office  of  the  Attorney  General,  licensees  and  con- 
sumers in  assuring  quality  health  care.  The  project  will 
be  contracted  to  a nationally  recognized  professional 
organization  and  is  expected  to  take  18  months  to 
complete.  If  legislative  changes  are  found  to  be 
needed,  they  will  be  submitted  for  consideration  for 
the  1 997  Legislative  Session.  The  Department  of  Health 
currently  licenses  and  regulates  26  health  profes- 
sions. 

X-RAY  SYSTEM  OPERATORS  AND 
LIMITED  X-RAY  SYSTEM  OPERATORS 

In  1987  the  Radiation  Control  Act  was  amended 
to  provide  for  the  certification  of  diagnostic  X-ray 
equipment  operators.  The  regulations  to  implement 
this  legislation  were  completed  in  1990.  Because 
courses  of  instruction  for  limited  operators  were  not 
widely  available,  no  enforcement  actions  have  been 
taken  against  those  not  in  compliance. 

There  are  now  three  courses  of  instruction  and 
an  interactive  "distance  education"  opportunity  for 
limited  x-ray  system  operators  in  the  state.  Conse- 
quently, enforcement  of  education  and  training  re- 
quirements for  operators  of  diagnostic  X-ray  systems 
will  begin  September  1,  1994. 

To  give  facilities  time  to  comply,  a policy  for 
phase-in  of  implementation  as  to  limited  x-ray  system 
operators  has  been  developed.  From  September  1, 
1994,  to  August  31,  1995,  facilities  that  are  cited  for 
utilizing  non-certified  limited  x-ray  system  operators 
may  provide  a corrective  action  plan  which  includes 
documentation  that  the  individual  is  enrolled  in  an 
approved  training  course.  The  facility  must  also  state 
a reasonable  date  by  which  this  individual  will  have 
completed  the  course  and  passed  the  required  exami- 
nation. The  corrective  action  plan  must  be  approved 
by  the  Division  of  Radiological  Health.  This  individual 
would  be  allowed  to  continue  taking  x-rays  during  the 
agreed-upon  time  period. 

Beginning  September  1,  1995,  facilities  that  are 
cited  for  utilizing  non-certified  limited  x-ray  system 
operators  will  no  longer  be  allowed  to  continue  to 
use  those  individuals  for  radiography  until  they  are 
certified,  unless  the  individual  is  enrolled  in  an  ap- 
proved course  of  instruction  at  the  time  of  the  inspec- 
tion. 

Beginning  September  1,  1996,  facilities  that  are 
cited  for  utilizing  non-certified  limited  x-ray  system 
operators  will  no  longer  be  allowed  to  continue  to 
use  those  individuals  for  radiography  until  they  are 
certified. 

For  x-ray  system  operators,  beginning  September 
1,  1994,  facilities  that  are  cited  for  utilizing  non- 
certified  x-ray  system  operators  will  not  be  allowed  to 
use  those  individuals  for  radiography  until  they  are 
certified. 

The  Department  of  Health  will  continue  to  work 
with  all  interested  parties  to  reach  consensus  on 
several  outstanding  issues  related  to  training  and 
testing  requirements  in  the  current  regulations  and  to 
support  any  necessary  legislative  changes.  The  goal  is 
a workforce  of  limited  x-ray  system  operators  that  is 
both  highly  qualified  and  widely  available  throughout 
Nebraska. 


GRANTS  FOR  RURAL  HEALTH 
CARE  DELIVERY  NETWORKS 

The  Department  of  Health's  Office  of  Rural  Health 
has  been  awarded  $800,000  by  the  Robert  Wood 
Johnson  Foundation  to  bring  more  health  care  profes- 
sionals to  rural  areas  and  to  make  them  more  acces- 
sible to  people  in  sparsely  populated  parts  of  the 
state. 

Nebraska  was  one  of  only  ten  states  chosen  to 
receive  a grant.  It  is  in  the  second  year  of  funding.  The 
first  phase  of  the  grant  initiated  the  development  of 
three  community  health  care  networks,  linking  medi- 
cal resources  in  the  Panhandle,  the  Cambridge/ 
McCook  region,  and  the  Albion/Ord  region. 

This  funding  will  enable  the  Office  of  Rural  Health 
to  provide  in-depth  technical  assistance  to  the  three 
networks  to  recruit  and  retain  primary  care  profes- 
sionals, to  examine  managed  care,  quality  assurance 
and  other  issues  pertinent  to  health  care  in  the  re- 
gions, and  to  help  physicians'  offices  evaluate  the 
management  of  their  practices.  The  three  networks 
will  serve  as  statewide  models  for  other  rural  areas 
trying  to  establish  and  support  their  own  networks. 

In  addition,  the  Office  of  Rural  Health  will  look  at 
forming  a statewide  "locum  tenens"  program  that  will 
supply  physicians,  nurse  practitioners  and  physician 
assistants  on  a short-term  basis  to  relieve  profession- 
als in  rural  areas  for  vacations  and  continuing  educa- 
tion. 

The  Office  of  Rural  Health  will  be  eligible  to  apply 
for  funds  to  make  loans  available  to  expand  clinics  in 
medically  underserved  rural  areas. 

MATERNAL  AND  CHILD  HEALTH 
BLOCK  GRANT  AWARDS 

The  Nebraska  Department  of  Health  has  awarded 
$3.3  million  of  the  Maternal  and  Child  Health  Block 
Grant  from  the  U S.  Department  of  Health  and  Hu- 
man Services  to  programs  to  improve  the  health  of 
mothers  and  children  in  Nebraska. 

The  Department  of  Health  seeks  to  improve  the 
health  of  mothers  and  children  by  assessing  and 
understanding  their  health  care  needs,  assuring  that 
needed  services  are  available,  and  supporting  the 
development  of  sound  public  health  policv. 

The  recipients  and  the  award  amounts: 

Central  Nebraska  Community  Services  ..  $300,000 
to  serve  a 22-county  area  in  north  central  Ne- 
braska, and  assure  that  eligible  children  are 
receiving  wellness  services;  to  conduct  a needs 
assessment  and  conduct  public  health  planning 

Panhandle  Community  Service,  Gering  ..  $136,258 
to  conduct  an  awareness  campaign  in  English/ 
Spanish  on  the  importance  of  prenatal  care  and 
the  services  available,  and  to  improve  access  to 
prenatal  care  provided  by  physicians 

Douglas  County  Health  Department $106,180 

"Childhood  Lead  Poisoning  Prevention  Program" 
to  conduct  an  outreach  program  to  take  infor- 
mation about  lead  poisoning  into  neighborhoods 

Douglas  County  Health  Department $51,984 

"Maternal  and  Child  Health  Leadership  Initiative" 
to  coordinate  needs  assessment  activities  in 
Douglas  County  and  assure  an  MCH  system 
responsive  to  needs  of  families. 
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Lincoln/Lancaster  County  Health 

Department $85,000 

"Maternal  and  Child  Health  Promotion  Program" 
to  connect  participants  in  a referral  network,  and 
provide  public  health  nursing  services  in  the 
home,  to  coordinate  services  between  agencies. 
Adams  County  Child  Development  Council 
and  Mary  Lanning  Memorial  Hospital, 

"Healthy  Beginnings" $90,000 

to  provide  home  visitation  in  rural  areas  and 
promote  comprehensive  network  of  care  for 
women,  infants,  children  and  adolescents 

Good  Samaritan  Hospital  Foundation $33,310 

"Teen-Net  Health  Education"  to  provide  prenatal 
and  parenting  information  to  pregnant  teens 

Hispanic  Community  Center,  Lincoln $38,100 

to  provide  mental  health  services  and  referrals  to 
Hispanic  families 

Indian  Center,  "Prevention  Programs 

for  Teens" $32,591 

to  provide  educational  services  to  Native  Ameri- 
can youth 

Lutheran  Family  Services $80,000 

"Maternal  Health  Care  Project-  Dawson  and  Lin- 
coln Counties" 

to  coordinate  prenatal  care  services  for  high-risk 
women 

Nebraska  Association  of  Farmworkers....  $121,504 
Multicultural  Human  Development  Corporation 
(Lexington,  South  Sioux  City,  Grand  Island  and 
Lincoln)  "Hispanic  Health  Care  Access  Project," 
targets  Hispanic/Latino  women,  children  and 
youth  in  a five-county  area  to  improve  their 
access  to  health  care 

Visiting  Nurse  Health  Services $28,430 

"Maternal  Child  Health  in  Shelters  Program" 
to  offer  nursing  services  at  7 shelter  sites  and 
ensure  that  women  and  children  have  access  to 
medical  care 

YWCA,  "Survival  Skills  Program,  "Lincoln  ..  $39,879 
to  support  family  life,  health  education  and  self- 
esteem enhancement  for  adolescents  through 
activities,  home  visits  and  counseling 
University  of  Nebraska  Medical  Center..  $267,315 
"Statewide  Network  for  Children  with  Special 
Health  Care  Needs" 

to  provide  clinics  and  a toll-free  line  to  reduce 
infant  mortality  through  prevention  of  birth  de- 
fects 

University  of  Nebraska  Medical  Center $48,870 

"Community-Based  Follow-up  Clinic" 
to  provide  parent  education  and  referrals  to 
families  with  infants  at  high  risk  for  developmen- 
tal problems 

University  of  Nebraska  Medical  Center..  $274,613 
"Maternal  Care  Program" 

to  provide  direct  prenatal  care  to  medically 
underserved  women 

University  of  Nebraska  Medical  Center..  $705,000 
"Child  Health  Clinics  Project" 
to  facilitate  medical  care  for  low  income  chil- 
dren across  clinic  sites  which  include  Charles 
Drew  Health  Center,  Creighton  University-De- 
partment of  Pediatrics,  Douglas  County  Health 
Department,  Indian-Chicano  Health  Center,  Uni- 


versity of  Nebraska  Medical  Center-Department 
of  Pediatrics,  and  the  Urban  Indian  Wellness 
Center 

Nebraska  Urban  Indian  Health  Coalition  ..$20,000 
to  develop  a system  to  identify  Native  American 
populations  in  Lincoln  that  are  underserved  by 
health  care 

Omaha  Housing  FirstStep $20,000 

"Young  Fathers  Program" 

to  assist  young  men  from  diverse  cultural  popu- 
lation in  transition  to  adulthood  by  enhancing 
their  abilities  to  meet  the  demands  of  fatherhood 


University  of  Nebraska-Lincoln $1  6,236 

"High-risk  Maternal  Follow-up" 

to  develop  and  test  a nutrition  screening  tool  to 

identify  high-risk  pregnant  women 

Winnebago  Tribe $18,500 

to  address  substance  abuse  in  grades  K-12 
University  of  Nebraska  Medical  Center $19,557 


to  increase  understanding  of  barriers  for  low- 
income  families  to  participating  in  health  care 
system  and  to  provide  baseline  information  to 
monitor  impact  of  managed  care  and  health  care 
reform 

University  of  Nebraska  Medical  Center $10,000 

to  support  Rural  Partnership  for  Children  Project 
Nebraska  Department  of  Social  Services,  "Medically 

Handicapped  Children"s  Program" $771,152 

to  provide  medical  assessment  of  special  needs 
children  through  clinics  held  across  the  state, 
payment  for  services,  and  case  management 

EMERGENCY  MEDICAL  SERVICES 
LB  1210,  passed  in  the  last  legislative  session,  allows 
first  responders  to  operate  automatic  defibrillators.  The 
first  responder  service  must  have  a physician-approved 
protocol  and  operate  under  the  supervision  of  a medical 
director.  This  change  will  make  automatic  defibrillation 
more  available  in  rural  parts  of  the  state. 

DIABETES  GRANT 

The  Nebraska  Diabetes  Program  has  received  a five- 
year  grant  award  from  the  Centers  for  Disease  Control 
and  Prevention.  This  grant  will  focus  on  patient  and 
professional  education  on  diabetes  in  a 21-county  area 
in  western  Nebraska.  It  will  include  an  awareness  cam- 
paign that  encourages  screening  for  diabetes  and  pro- 
motes proper  control  for  those  who  have  diabetes.  This 
will  be  a community-based,  grassroots  effort  with  the 
formation  of  coalitions,  including  minority  representa- 
tion, to  support  the  goals  of  the  grant. 

5 A DAY  FOR  BETTER  HEALTH 
The  Department  of  Health  is  taking  part  in  the  "5  A 
Day  for  Better  Health"  Program,  which  is  a cooperative 
effort  with  the  National  Cancer  Institute  and  the  Pro- 
duce for  Better  Health  Foundation,  Inc.  The  program 
seeks  to  communicate  the  benefits  of  consuming  at  least 
five  servings  of  fruits  and  vegetables  daily  as  part  of  a 
diet  low  in  fat  and  high  in  fiber.  The  goal  is  to  increase  per 
capita  consumption  of  fruits  and  vegetables  from  the 
current  2.5  servings  per  day  to  5 per  day  by  the  year 
2000. 

WIC  STRATEGIC  ISSUES  IDENTIFIED 
The  Nebraska  Women,  Infants,  and  Children  (WIC) 
Program  held  a strategic  planning  meeting  in  July  to 
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discuss  major  issues  facing  WIC  for  the  future.  The 
meeting  participants  set  priority  goals  for  the  WIC  Pro- 
gram, including:  1)  beginning  a large  scale  public  rela- 
tions effort,  2)  finding  out  from  WIC  clients  how  the 
program  can  better  meet  their  needs,  and  3)  becoming 
integrated  with  other  community  programs  and  re- 
sources. State  and  local  program  staff  are  now  working 
to  identify  strategies  for  accomplishing  the  goals,  devel- 
oping a work  plan  and  assigning  responsibilities  for  imple- 
mentation. 

I want  to  express  my  appreciation  to  the  Nebraska 
Medical  Association  for  its  sponsorship  of  HealthQuest 
at  the  125th  anniversary  of  the  Nebraska  State  Fair  and 
for  its  active  and  unflagging  support  of  the  Every  Woman 
Matters  Program. 

Respectfully  submitted, 

Mark  B.  Horton,  M.D.,  M.S.P.H. 

Director  of  Health 


REPORT  OF  THE  NEBRASKA  DEPARTMENT 
OF  SOCIAL  SERVICES 

The  Nebraska  Department  of  Social  Services  is 
pleased  to  submit  this  report  to  the  Nebraska  Medical 
Association  for  review  at  the  September  1994  meet- 
ing of  the  Board  of  Councilors  and  House  of  Del- 
egates. While  the  primary  focus  of  this  report  will  be 
on  the  Nebraska  Medicaid  Program,  additional  infor- 
mation related  is  being  provided  on  other  recent 
activities  within  the  Department  which  may  be  of 
interest  to  your  organization. 

NEBRASKA  MEDICAID 

MEDICAID  BUDGET 

Nebraska  Medicaid  expenditures  for  FY94  totalled 
$586  million,  with  the  general  fund  (GF)  portion  at 
$203  million.  This  is  an  increase  of  10.7%  over  last 
year's  Medicaid  expenditures  of  $529  million  with 
general  funds  at  $196.5  million  of  the  total.  (See 
attachment  A) 

The  GF  increase  from  FY93  to  FY94  was  3.3%, 
down  from  a GF  increase  from  FY92  to  FY93  of 
40.7%,  and  a GF  increase  from  FY91  to  FY92  of 
1 1 .3%. 

The  reduced  Medicaid  expenditure  rate  for  FY94 
has  resulted  in  a carryover  of  $1.1  million  (GF).  It  is 
important  to  note  that  this  carryover  represents  just 
over  1/2  of  1%  of  the  available  funds. 

The  small  increase  in  FY94  expenditures  over  FY93 
expenditures  was  the  result  of  a variety  of  internal  and 
external  factors.  We  believe  the  major  contributing 
factors  to  be: 

1)  STABILIZATION  OF  THE  NUMBER  OF  PERSONS 
ELIGIBLE  FOR  MEDICAID 

In  FY94,  an  average  of  135,160  persons  were 
eligible  each  month.  This  is  slightly  less  than  a 1% 
increase  over  FY93.  The  increase  in  average 
monthly  eligibles  from  FY92  to  FY93  was  9.6%. 

It  is  important  to  note  that  even  though  the 
overall  Medicaid  population  did  not  increase  sub- 
stantially, we  have  experienced  large  increases  in 
certain  eligibility  groups.  For  example,  persons 
with  disabilities  increased  11.2%  from  FY93  to 
FY94. 

2)  PSYCHIATRIC  EXPENDITURES  FOR  CHILDREN 


Medicaid  psychiatric  care  related  expenditures 
for  all  children  in  FY94  totalled  $44.2  million.  This 
is  a 10.5%  increase  over  last  year.  The  increase 
from  FY92  to  FY93  was  56.9%. 

Inpatient  Psych  expenditures  for  all  children  in 
FY94  totalled  $29.8  million.  This  is  an  increase  of 
2.1%  over  last  year.  The  increase  from  FY92  to 
FY93  was  52.6%. 

The  number  of  children  currently  in  hospitals  for 
psychiatric  care  has  been  reduced  by  over  50%. 

3)  The  national  health  care  inflation  rate  was  last 
indicated  to  be  5.9%  annually,  down  substantially 
from  recent  years. 

NEBRASKA  MEDICAID  MANAGED  CARE  PLAN 
The  Medicaid  Managed  Care  plan  was  approved 
by  the  Managed  Care  Commission  and  forwarded  to 
the  Governor,  earlier  this  year. 

The  Governor  has  instructed,  along  with  the  rec- 
ommended primary  care  case  management  system 
reimbursed  by  fee-for-service,  and  administered  by 
the  Department  of  Social  Services,  that  administra- 
tion of  the  Plan  be  open  to  competitive  bidding  by 
outside  providers.  It  has  also  been  recommended  by 
the  Governor  that  a capitated  reimbursement  system 
be  evaluated.  The  Alexander  and  Alexander  Consult- 
ing Group  of  Chicago,  Illinois,  has  been  selected  to 
prepare  a Request  for  Proposal  to  solicit  competitive 
bidding  for  administration  of  the  Plan  and  a possible 
capitation  component. 

The  vendor(s)  selection  date  will  be  in  November, 
1994. 

UPDATE  TO  LB  805 

LB  805,  passed  in  1993,  imposed  a yearly  tax  of 
$100  on  each  physician  licensed  in  Nebraska.  Funds 
raised  under  this  tax  were  credited  to  the  general 
fund  and  used  to  increase  fees  paid  to  physicians  for 
primary  care  services  paid  under  the  Medical  Assis- 
tance Program  (Medicaid). 

The  Medicaid  payment  rates  for  primary  care  pro- 
cedure codes  were  increased  for  dates  of  services 
beginning  10-01-93.  As  a result  of  this  increase,  ex- 
penditures for  the  primary  care  procedure  codes  as  of 
June  30,  1994,  were  $693,966.50. 

There  was  an  underexpenditure  of  these  addi- 
tional funds  allocated  for  FY93-94,  and  some 
underutilization  of  services.  The  Department  antici- 
pates another  increase  in  physicians  fees  for  primary 
care  services  again  in  October  1994.  Physicians  will 
be  notified  of  those  increases  at  the  time  they  occur. 

MEDICAID  ESTATE  RECOVERY  PROGRAM 

Under  the  mandates  of  OBRA  93,  the  General 
Counsel,  Public  Assistance,  and  Third  Party  Liability 
units,  working  cooperatively,  have  implemented  a 
Medicaid  Estate  Recovery  program.  State  statutes 
were  enacted  by  Section  39  of  LB  1224  which  was 
effective  July  16,  1994. 

Under  estate  recovery,  the  Nebraska  Department 
of  Social  Services  will  recover  Medicaid  costs  from 
the  estates  of  certain  former  recipients.  The  law  re- 
quires the  agency  to  recover  Medicaid  expenditures 
in  the  following  circumstances: 

1 . If  the  decedent  (deceased  individual)  was  fifty-five 
years  of  age  or  older  at  the  time  Medicaid  was 
provided. 
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2.  The  decedent  resided  in  a nursing  facility  or  other 
medical  institution.  The  Agency  WILL  NOT  seek 
recovery  if  the  decedent  is  survived  by:  (A)  a 
spouse,  (B)  a child  who  either  is  under  21  years  of 
age,  or  is  blind  or  disabled  (SSI/AABD),  (C)  the 
value  of  the  decedent's  estate  is  less  than  $5,000. 
Only  the  costs  of  services  provided  after  July  16, 
1994,  will  be  recovered. 

VACCINES  FOR  CHILDREN  PROGRAM 

The  Vaccines  for  Children  (VFC)  program  is  a new 
federally  funded  and  state  operated  vaccine  supply 
program  tentatively  scheduled  for  October  1,  1994. 
The  program  will  supply  federally  purchased  vaccines 
at  no  cost  to  all  public  health  care  providers  and  to 
private  health  care  providers  who  agree  to  participate 
in  the  program. 

Children  who  are  eligible  to  receive  VFC-provided 
vaccines  include:  (1)  children  enrolled  in  Medicaid; 
(2)  children  who  do  not  have  health  insurance;  and  (3) 
children  who  are  American  Indian  or  Alaskan  Native. 
Also,  children  who  have  health  insurance  which  does 
not  cover  vaccines  can  receive  VFC-provided  vac- 
cines at  community/migrant  health  centers  and  rural 
health  clinics. 

The  current  Medicaid  vaccine  program  operating 
in  Nebraska  will  be  phased  out  as  the  VFC  program 
becomes  operational.  Current  providers  will  receive 
enough  vaccine  from  the  Medicaid  program  for  the 
remainder  of  1 994. 

Billing  for  the  VFC  program  will  be  the  same  as  for 
Medicaid  using  the  appropriate  procedure  code  with 
a 52  modifier  to  claim  the  administration  fee.  The 
vaccine  administration  fee  is  expected  to  be  raised  to 
encourage  participation,  but  the  amount  has  not  yet 
been  determined. 

A public  hearing  will  be  held  for  public  comment 
on  the  changes  in  policy  as  they  relate  to  the  new 
vaccine  program. 

Physicians  and  Professional  Associations  will  re- 
ceive notice  of  the  dates  and  times  of  the  public 
hearing,  as  they  become  available. 

MEDICAID  PHARMACY  (DRUG)  PAYMENT  SYSTEM 
In  June  of  this  year,  the  Department  of  Social 
Services  issued  a request  for  proposal  to  solicit  bids 
from  qualified  vendors  to  enhance  the  State's  phar- 
macy claims  processing  system.  The  selected  vendor 
will  be  responsible  for  implementing  and  operating 
an  automated  eligibility  verification  system,  electronic 
drug  claim  capture  system,  as  well  as  a sophisticated 
prospective  drug  use  review  program. 

The  response  to  this  request  for  proposal  has  been 
overwhelming.  The  Department  expects  that  a con- 
tract will  be  awarded  in  October  and  that  it  will  be 
operational  in  the  first  quarter  of  1995.  The  technol- 
ogy utilized  is  very  similar  to  that  currently  used  by 
the  bank  card  industry  and  will  enable  pharmacy 
providers  to  submit  drug  claims  in  a paperless  envi- 
ronment. Eligibility  and  coverage  will  be  immediately 
verified  and  the  claim  will  be  adjudicated.  The  entire 
process  will  occur  within  7 seconds  from  the  time  the 
claim  is  submitted.  In  addition,  all  drug  claims  will  be 
routinely  reviewed  for  duplication  (i.e.,  clients  who 
are  receiving  the  early  refills,  underutilization,  as  well 
as  serious  drug  interactions).  The  Department  be- 
lieves that  when  operational,  the  system  will  enable 


physicians  and  pharmacies  to  better  serve  the 
Department's  clients. 

HUMAN  SERVICES 

FAMILY  CHILD  CARE  HOME  REGULATIONS 
FOCUS  ON  SAFETY 

The  anticipated  implementation  date  for  the  new 
Family  Child  Care  Home  I and  II  Rules  and  Regula- 
tions with  enhanced  health  and  safety  regulations  is 
October  1 , 1 994. 

Consideration  is  being  given  to  developing  spe- 
cialized rules  and  regulations  for  child  care  centers 
that  serve  children  who  are  mildly  ill.  There  are  unique 
health  and  safety  issues  related  to  this  type  of  child 
care  service. 

Review  and  revision  of  child  care  center  regula- 
tions and  possibly  Preschool  regulations  that  would 
enhance  the  health  and  safety  of  children  has  begun. 
A process  has  been  developed  which  parallels  that 
which  was  used  for  Family  Home  Regulations,  includ- 
ing statewide  public  meetings  and  hearings.  Imple- 
mentation is  not  expected  until  at  least  the  summer  of 
1995. 

FOSTER  FAMILY  LICENSING 

The  Department  of  Social  Services  and  the  Ne- 
braska Commission  for  the  Protection  of  Children 
facilitated  the  revision  of  Nebraska's  foster  family 
home  licensing  regulations. 

A committee  that  included  foster  parents,  place- 
ment agency  staff,  former  foster  children  and  repre- 
sentatives of  biological  parents  was  called  together  to 
advise  the  Department  of  Social  Services  on  the 
development  of  the  new  licensing  regulations.  The 
committee  met  a number  of  times  and  their  recom- 
mendations were  shared  with  all  Nebraska  foster 
parents  and  other  interested  parties.  Public  meetings 
were  held  across  the  state  to  allow  a dialogue  be- 
tween interested  parties  and  representatives  from  the 
Department  of  Social  Services.  Comments  from  those 
meetings  were  then  incorporated  into  what  will  be- 
come the  final  draft  of  regulations. 

The  development  of  the  policy  that  will  supple- 
ment the  new  regulations  is  underway  and  once 
compete,  the  final  draft  will  be  released  again  for 
public  comment. 

Completion  of  the  regulations  is  anticipated  for 
later  this  year. 

PARTNERSHIPS  IN  PROTECTING  CHILDREN 

Staff  involved  with  the  Department's  Child  Protec- 
tive Services  and  Foster  Care  programs  have  been  at 
work  on  a redesign  of  the  Department's  child  welfare 
program  for  over  a year.  The  first  phase  of  this  project 
included  selection  of  staff  by  their  peers  and  contacts 
with  over  1,000  internal  and  external  customers  from 
across  the  state.  A philosophical  base  was  developed 
during  the  first  phase  of  work.  This  base  emphasizes 
the  Department's  commitment  to  preserving  families 
while  keeping  the  safety  of  the  child  as  the  primary 
consideration  and  an  understanding  that  DDS  is  only 
one  part  of  a broader  community  system  which  ad- 
dresses child  welfare  issues.  This  base  also  supports 
the  importance  of  family  responsibility  and  opportu- 
nity by  active  engagement  of  the  family  decision- 
making. 
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The  second  phase  of  the  redesign  project  has 
focused  on  defining  policy  — "what"  the  child  welfare 
work  of  the  Department  would  be.  The  third  phase 
focused  on  "how"  child  welfare  work  would  be  done 
by  the  Department  — through  the  development  of 
guidebooks  for  practice.  Throughout  its  work,  the 
Redesign  Steering  Team  has  emphasized  reduction  in 
the  layers  of  approval  required  by  policy  and  has 
striven  to  move  decision-making  as  close  to  the  cus- 
tomer as  possible.  The  Team  has  also  worked  to 
define  the  supports  which  will  be  needed  to  do  the 
work  as  it  is  redesigned.  Increased  use  of  teams  and 
enhanced  consultation  are  seen  as  critical  to  success- 
ful work.  Enhanced  legal  support  is  also  seen  as  a high 
priority.  Additional  information  regarding  the  child 
welfare  redesign  initiative  will  be  available  through 
individual  and  community  briefings. 

FAMILY  PRESERVATION  AND  SUPPORT  SERVICES 

A new  Part  2 was  added  to  Title  IV-B  of  the  Social 
Security  Act  by  the  Omnibus  Budget  Reconciliation 
Act  of  1993.  Entitled  "Family  Preservation  and  Sup- 
port Services",  this  new  program  provides  capped 
entitlement  funding  to  state  child  welfare  agencies  for 
the  purpose  of  encouraging  and  enabling  each  state 
to  develop  and  establish,  or  expand,  and  to  operate 
a program  of  family  preservation  services  and  com- 
munity-based family  support  services.  Funding  will  be 
available  to  states  for  Fiscal  Years  1994-1998.  First 
year  funding  is  to  be  used  primarily  for  planning 
purposes.  To  qualify  for  funding  during  Fiscal  years 
1995-1998,  states  must  develop  a five-year  plan  for 
family  preservation  and  support  services. 

Governor  Nelson  has  asked  the  Commission  for 
the  Protection  of  Children  to  take  the  lead  in  imple- 
mentation of  the  Family  Preservation  and  Support  Act 
in  Nebraska.  The  Commission  has  formed  a Planning 
Task  Force  comprised  of  40  individuals  from  across 
the  state  representing  a broad  range  of  professional, 
cultural,  racial,  and  geographical  areas/groups.  A state- 
wide videoconference  was  held  on  June  15  to  inform 
the  public  about  the  Act  and  how  planning  will  occur 
in  Nebraska.  During  the  coming  year,  the  Planning 
Task  force  will  sponsor  a series  of  community  meet- 
ings to  gather  input  on  the  five-year  plan.  The  Task 
Force  is  also  planning  to  hold  a state  planning  confer- 
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ence  to  develop  action  steps  to  implement  recom- 
mendations that  come  out  of  the  community  meetings. 

Nebraska's  grant  for  Fiscal  Year  1994  totals 
$233,263.  Much  of  this  money  will  be  used  to  support 
planning  at  the  community  level.  The  Task  Force  will 
issue  a Request  for  Proposals  this  fall  to  solicit  propos- 
als from  communities  for  planning.  Grants  for  Fiscal 
Years  1995-1998  will  be  used  to  fund  family  preserva- 
tion and  support  services  in  communities. 

Respectfully  submitted, 

Mary  Dean  Harvey,  Director 
Nebraska  Department  of 
Social  Services 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A Quaife,  M.D.,  Omaha  - Chairholder;  Robert  C.  Osborne, 
M.D  , Lincoln,  Board  Liaison;  Allen  D.  Dvorak,  M.D.,  Omaha,  Rodrigo 
Gomez-Cordero,  M.D.,  Norfolk;  Martin  R Lohff,  M.D,,  Omaha;  W,  E 
Lundak,  M.D.,  Lincoln;  David  C McMaster,  M.D,,  Auburn;  William  H 
Northwall,  M.D.,  Kearney. 

The  Committee  continues  to  monitor  activities 
related  to  fulfilling  requirements  of  federal  and  state 
legislation  requiring  individual  states  and/or  com- 
pacts between  states  to  plan,  develop,  and  operate 
facilities  for  the  safe  and  efficient  disposal  of  low  level 
radioactive  waste.  The  Central  Interstate  Compact 
and  its  activities  (at  this  point  primarily  directed  to- 
ward licensing  of  a facility  sited  in  Boyd  County 
Nebraska)  are  particularly  relevant  to  the  Committee's 
review  process  as  the  State  of  Nebraska  is  host  state. 
At  this  time  on  site  storage  of  low  level  radioactive 
waste  is  required  as  there  is  no  available  site  for 
definitive  disposal.  The  licensing  process  thus  be- 
comes a key  factor  in  timely  completion  of  the  facility. 

During  the  interim  period,  actions  related  to  the 
evolution  of  the  licensing  process  have  involved  Ex- 
ecutive, Legislative,  and  Judicial  branches  of  state 
governments  as  well  as  the  Compact's  Commission- 
ers. To  maintain  currency  while  awaiting  further  ac- 
tion by  the  State  of  Nebraska  on  the  facilities  license, 
the  Committee  has  evaluated  the  following  relevant 
documents: 

• "Disposal  of  Low  Level  Radioactive  Waste  - 
Problems  and  Implications  for  Physicians"  JAMA 
May  12,  1993  Vol.  269  No.  18  pp.  2403-2406. 

• Report  of  Organizations  United  for  Respon- 
sible Low  Level  Radioactive  Waste  Solutions. 
"Economic  and  Employment  Benefits  of  the  Use 
of  Radioactive  Materials. 

In  addition,  the  Committee  Chairperson  has:  1) 
Attended  the  Annual  Meetings  of  the  Central  Inter- 
state Low  Level  Radioactive  Waste  Compact  Commis- 
sion; 2)  Met  periodically  with  the  Executive  Director 
of  the  Compact  Commission  to  review  and  update 
the  progress  toward  meeting  legislative  requirements; 
3)  Maintained  liaison  with  National  Medical  Organi- 
zations (eq.  AMA,  ACNP,  ACR)  to  monitor  issues  of 
Low  Level  Radioactive  Waste  Disposal  occurring  be- 
yond the  more  parochial  interests  in  the  progress  of 
the  Central  Interstate  Compact. 

We  continue  to  solicit  input  from  the  Nebraska 
Medical  Association  members,  and  encourage  your 
participation  in  the  process  of  education  of  our  pa- 
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tients  and  the  public  at  large  on  issues  related  to  safe 
and  efficient  disposal  of  low  level  radioactive  waste. 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  AND  CHILD  HEALTH 

Lawrence  C Bausch,  M.D  , Lincoln  - Chairholder;  Ronald  W.  Klutman, 
M.D.,  Columbus  • Board  Liaison;  Bruce  T Rowe,  Lincoln  - MCH  Liaison. 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

C.  William  Orr,  M.D.,  Omaha,  Director;  James  H Elston,  M.D.,  Omaha; 
L Palmer  Johnson,  M.D  , Lincoln;  Charles  W.  Marlowe,  M D , Omaha; 
Myrna  C Newland,  M.D  , Omaha;  Terence  K.  Foote,  M.D.,  Hastings. 

SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Omaha,  Director;  Cary  D.  Milius,  M.D.,  Lincoln; 
Daniel  C.  Bohi,  M.D.,  Omaha;  Ernest  K.  Bussinger,  M.D.,  Scottsbluff;  Bruce 
A Buehler,  M D , Omaha;  Craig  A.  Bassett,  M.D.,  Omaha. 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Howard  W Needelman,  M D Omaha;  Gerald  W Luckey,  M.D  , 
David  City;  Lawrence  C.  Bausch,  M.D  , Lincoln;  Fred  J.  Pettid,  M.D., 
Omaha. 

SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 

Gregg  F Wright,  M.D.,  Lincoln,  Director;  David  P.  Schor,  M.D., 
Lincoln;  Jon  A Vanderhoof,  M.D  , Omaha;  Clarence  Davis,  Jr.,  M.D  , 
Osceola. 

Paige  Charleston,  Omaha 
Lynn  A Davidson-Stroh,  Omaha 
Melinda  Fiedor,  Omaha 
Angela  King,  Omaha 

The  Ad-Hoc  Committee  on  Maternal  and  Child 
Health  has  met  once  during  the  summer  and  invited 
Mr.  Stan  Cooper,  the  Director  of  the  Bureau  of  Vital 
Statistics,  to  the  meeting.  Mr.  Cooper's  report  in- 
cluded an  update  on  the  development  of  electronic 
reporting  of  birth  certificates  to  the  state  which  should 
improve  the  timeliness  and  accuracy  of  such  informa- 
tion. It  was  again  noted  that  physicians  will  not  be 
required  to  sign  birth  certificates  in  the  future  but  may 
do  so  if  they  so  choose.  Discussion  also  followed  as 
to  the  potential  for  developing  a computerized  sys- 
tem whereby  maternal  and  child  health  information 
can  be  reviewed  by  the  committee  either  directly 
from  the  NMA  office  by  having  a satellite  affiliate  or 
by  having  a computer  available  for  research  purposes 
at  the  Bureau  of  Vital  Statistics. 

Now  that  the  birth  certificate  information  has  been 
standardized,  it  is  important  that  we  stress  that  physi- 
cians continue  to  see  that  the  lower  portions  of  the 
birth  certificate  are  completed  as  well.  This  informa- 
tion is  now  standardized  among  most  states  and  is 
currently  being  reviewed  by  the  Department  of  Heath 
and  Human  Services.  From  time  to  time  the  Depart- 
ment has  written  the  Bureau  of  Vital  Statistics  regard- 
ing certain  outliers  of  perinatal  conditions  and  is 
asking  the  state  to  respond  to  these  conditions  as  to 
their  relevance.  The  Committee  has  agreed  to  review 
some  of  the  relevant  outliers  of  perinatal  conditions 
and  to  share  this  review  with  the  Bureau  of  Vital 
Statistics  and  the  Department  of  Health  and  Human 
Services. 

Doctor  Carl  Smith  has  expanded  the  scope  of  the 
review  of  fetal  deaths  and  his  subcommittee  is  cur- 
rently in  the  process  of  this  expanded  review  of  fetal 
deaths  which  should  be  completed  by  year  end.  A 
summary  of  cases  of  maternal  deaths  has  been  sub- 
mitted by  Doctor  Bill  Orr  to  the  Nebraska  Medical 
lournal  for  publication. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Christopher  C.  Caudill,  M.D.,  Lincoln  ■ Chairholder;  Patrick  E. 
Brookhouser,  M.D.,  Omaha;  Krynn  K.  Buckley,  M.D.,  Lincoln;  Judith  A, 
Butler,  M D , Superior;  Allen  D.  Dvorak,  M.D.,  Omaha;  Roger  A.  Jacobs, 
M.D.,  Seward;  Dale  E.  Michels,  M.D.,  Lincoln;  Harlan  C.  Shriner,  Jr..  M.D  , 
Lincoln;  John  N.  Walburn,  M.D.,  Omaha;  Eugene  A.  Waltke,  M.D.,  Omaha; 
Wayne  K.  Weston,  M.D.,  Lexington;  Greg  Fitzke,  Omaha;  Melanie  Somers, 
Omaha;  Christina  Closken,  Omaha. 

The  Ad-Hoc  Committee  on  Medicaid  Services  pre- 
sents this  report  to  the  House  of  Delegates  for  its 
approval. 

Representatives  of  the  Association  met  with  repre- 
sentatives of  the  Nebraska  Department  of  Social  Ser- 
vices for  purposes  of  discussing  items  of  mutual 
interest.  Ms.  Mary  Dean  Harvey  reported  that 
Alexander  and  Alexander  was  in  the  process  of  devel- 
oping the  format  for  the  request  for  proposal  in  order 
that  bids  could  be  made  to  the  Department  of  Social 
Services  regarding  the  Medicaid  Managed  Care  Plan. 
She  indicated  that  after  review  by  the  Department, 
the  Governor  will  then  review  and  approve  or  deny 
the  proposals. 

It  was  pointed  out  to  the  Association  representa- 
tives that  the  Department  of  Social  Services  would 
need  to  expand  its  staff  and  computer  capabilities  to 
facilitate  the  managed  care  program.  We  discussed 
the  feasibility  of  having  another  group  outside  the 
Department  monitor  the  managed  care  contract  that 
is  ultimately  signed  and  Ms.  Harvey  indicated  that  the 
Department  is  required  to  provide  this  monitoring 
service.  She  did  note,  however,  that  she  welcomes 
reviewing  the  request  for  proposal  in  that  the  review 
will  help  determine  ways  the  Department  can  admin- 
ister the  managed  care  plan  to  provide  maximum 
service  for  the  least  cost  possible. 

Association  representatives  asked  what  federal  stan- 
dards are  specified  for  managed  care  plans  and  Ms. 
Harvey  indicated  that  there  are  very  few  standards 
the  Department  of  Social  Services  must  utilize  relative 
to  federal  regulations.  She  also  indicated  that  most 
statutes  governing  managed  care  systems  originate  at 
the  state  level. 

Association  representatives  were  also  informed 
that  the  American  Nurses  Association  had  reviewed 
Nebraska's  managed  care  plan  and  commented  that 
they  had  not  seen  a program  as  well  developed  as  is 
Nebraska's. 

The  Association  representatives  informed  the  De- 
partment of  Social  Services  that  the  House  of  Del- 
egates had  directed  that  the  committee  monitor  the 
co-payment  system  and  its  effects  on  access.  The 
Department  of  Social  Services  representatives  indi- 
cated that  through  the  reduced  payment  to  providers, 
the  Department  had  saved,  as  of  June  30,  the  amount 
of  $47,559.  Department  staff  indicated  that  the  initial 
estimates  for  provider  savings  had  been  approxi- 
mately $1.1  million  which  would  mean  that  these 
quarterly  figures  should  be  around  $250,000.  The 
staff  indicated  that  they  would  be  investigating  these 
figures  in  depth  in  the  near  future. 

It  was  also  pointed  out  that  the  escrow  account  for 
drug  co-payment  services  had  accumulated  $299,880 
for  the  same  period  of  time.  It  was  noted  that  there 
will  be  a 1994  report  regarding  the  co-payment  re- 
quirements and  that  the  report  will  include  informa- 
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tion  on  the  impact  of  co-payments  as  experienced  by 
customers,  providers  and  the  agency  along  with  other 
reporting  requirements.  The  report  will  be  issued  by 
December  1,  1994.  It  was  noted  that  the  Department 
is  considering  some  type  of  survey  to  determine  how 
the  co-payment  system  is  functioning  and  to  also 
include  data  regarding  the  rate  of  co-payment  collec- 
tion by  providers.  The  Association  offered  its  support 
and  assistance  to  the  Department  regarding  the  car- 
rying out  of  the  survey.  As  of  the  writing  of  this  report, 
the  Department  of  Social  Services  staff  indicates  that 
a draft  of  the  survey  has  been  developed  and,  follow- 
ing further  refinement  within  the  Department,  the 
NMA  will  be  provided  a copy  for  review  and  com- 
ment. 

Association  representatives  also  discussed  the  co- 
payment relative  to  primary  care  physicians  and  as  it 
pertains  to  how  the  Department  defines  primary  care 
providers.  Department  staff  reported  to  the  commit- 
tee that  obstetricians  and  gynecologists  are  utilizing 
the  system  of  the  co-payment  for  non-pregnancy 
related  care  and  that  children  under  the  age  of  18  are 
not  charged  the  co-payment.  Department  staff  did 
indicate  that  if  OB/GYN  physicians  who  believe  their 
services  are  primary  care  in  nature  were  available 
around  the  clock  for  all  types  of  primary  care  services, 
the  Department  might  look  more  favorably  as  consid- 
ering this  specialty  field  as  primary  care  physicians. 

The  Association  representatives  also  discussed  with 
the  Department  staff  whether  there  is  any  indication 
that  providers  may  be  dropping  out  of  the  Medicaid 
system  due  to  the  inconvenience  of  the  co-pay  mecha- 
nism. Department  staff  indicated  that  they  were  moni- 
toring this  situation  and  thus  far  had  had  no  indication 
of  that  happening.  It  was  also  noted  by  Department 
staff  that  the  issues  related  to  the  co-payment  would 
disappear  when  the  managed  care  system  is  imple- 
mented. 

Department  staff  also  reported  that,  at  the  time  of 
the  meeting,  the  Medicaid  budget  was  within  its 
means  and  they  foresaw  or  anticipated  no  deficit  for 
the  year.  Department  staff  did  indicate  that  some  of 
the  practice  management  teams  have  had  a great 
impact  on  the  cost  of  care.  Association  representa- 
tives pointed  out  to  the  Department  of  Social  Services 
staff  that  about  500  physicians  have  dropped  their 
Nebraska  license  based  on  the  $100  annual  physician 
licensure  assessment. 

The  Ad-Hoc  Committee  on  Medicaid  Services  will 
continue  to  monitor  Nebraska's  Medicaid  program, 
represent  the  Association's  interests  regarding  the 
Medicaid  program,  and  provide  follow-up  reports  to 
the  House  of  Delegates. 


REPORT  OF  THE 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Lincoln  • Chairholder;  Herbert  A.  Hartman,  Jr., 
M D,  Omaha  • Board  Liaison;  Alvin  A.  Armstrong,  M.D  , Scottsbluff; 
Richard  A.  Blatny,  M.D.,  Fairbury;  Michael  J.  Duggan,  M.D.,  Lincoln;  David 
H Filipi,  M.D.,  Omaha;  Kiran  Cangahar,  M.D.,  Lincoln;  J.  A.  Crubbe,  M.D., 
Lincoln;  Loren  H.  Jacobsen,  M.D.,  Broken  Bow;  Alan  W.  Langvardt,  M.D., 
Beatrice;  Dwaine  J Peetz,  M.D  , Neligh;  Richard  M.  Pitsch,  Sr„  M.D., 
Seward;  Richard  A Raymond,  M.D.,  Omaha;  Steven  R Thomas,  M.D  , 
York;  Scott  Stuart,  Omaha;  Erika  Ketteler,  Omaha;  Amy  Trelease-Bell, 
Omaha. 


The  Ad-Hoc  Committee  Re:  Medicare  provides  the 
following  information  to  the  House  of  Delegates. 

Department  of  Health  and  Human  Services 
OFFICE  OF  INSPECTOR  GENERAL 
CODING  OF  PHYSICIAN  SERVICES 

June  Gibbs  Brown 
Inspector  General 
May  1994 
OEI-03-91  -00920 

EXECUTIVE  SUMMARY 

PURPOSE 

This  report  describes  vulnerabilities  in  the  mainte- 
nance, use,  and  management  of  the  Current  Proce- 
dural Terminology  Codes,  Fourth  Edition  (CPT-4),  as 
they  relate  to  Medicare  reimbursements. 

BACKGROUND 

The  Health  Care  Financing  Administration's  (HCFA) 
Common  Procedural  Coding  System  (HCPCS)  is  a 
three-part  procedure  labeling  system  used  to  identify 
services  in  the  Medicare  Part  B program.  Current 
Procedural  Terminology  (CPT-4)  codes  identify  physi- 
cian services  and  comprise  the  first  level  of  HCPCS. 
The  HCPCS  also  identifies  other  services  such  as 
ambulance  services  and  durable  medical  equipment. 
Since  January  1992,  HCFA  has  assigned  a relative 
value  unit  (RVU)  to  each  CPT-4  code  to  represent  the 
resources  that  each  service  requires.  The  RVU  is  now 
used  as  the  basis  to  set  reimbursements  for  health 
care  providers.  The  reimbursement  amount  for  each 
code  is  contained  in  the  Medicare  Fee  Schedule.  In 
Fiscal  Year  1991,  HCFA  paid  $36.2  billion  for  867 
million  services  claimed  under  CPT-4. 

The  CPT-4  is  a systematic  listing  of  descriptive 
terms  and  identifying  codes  used  to  describe  the 
services  of  health  care  providers.  It  was  developed  by 
the  American  Medical  Association  (AMA)  in  1966. 
Now  in  its  fourth  edition,  CPT-4  contains  approxi- 
mately 7,000  codes,  each  in  a five-digit  numerical 
format.  In  February  1983,  HCFA  incorporated  CPT-4 
into  HCPCS. 

METHODOLOGY 

We  reviewed  both  the  CPT-4  system  itself  and 
HCFA's  management  of  the  system  as  they  affect 
Medicare  expenditures.  We  conducted  this  inspec- 
tion in  two  phases.  In  the  initial  phase,  we  gathered 
documentation.  We  first  compiled  25  reports  on  CPT- 
4 related  topics;  most  were  issued  by  the  Office  of 
Inspector  General.  Other  sources  included  HCFA,  the 
Physician  Payment  Review  Commission,  and  the 
General  Accounting  Office  (GAO).  We  then  con- 
tacted 41  medical  specialty  societies,  12  Medicare 
carriers,  the  AMA,  the  American  Health  Information 
Management  Association,  the  American  Hospital 
Association,  the  Blue  Cross  Blue  Shield  Associaiton, 
and  the  Health  Insurance  Association  of  America.  We 
asked  each  to  provide  documentation  concerning 
pertinent  CPT-4  issues.  We  also  obtained  additional 
material  from  an  on-line  search  of  a data  base  of 
medical  journals.  These  articles  ranged  from  descrip- 
tions of  studies  with  developed  methodologies  to 
discussions  of  expert  opinions.  A companion  report, 
A Compendium  of  Reports  and  Literature  on  Coding  of 
Physician  Services,  OEI-03-91-00921,  provides  a de- 
tailed summary  of  each  document. 


December  1994  Nebraska  Medical  Journal  423 


In  the  next  phase,  we  conducted  structured  inter- 
views to  refine  the  issues  we  had  developed.  We 
interviewed  representatives  from  each  group  previ- 
ously contacted  except  for  GAO.  In  addition,  we 
spoke  to  23  coders  and  coding  consultants.  Our 
range  of  respondents  ensured  a fair  representation  of 
professional  opinions  and  experience. 

This  inspection  was  conducted  in  accordance  with 
the  Quality  Standards  for  Inspections  issued  by  the 
President's  Council  on  Integrity  and  Efficiency. 

FINDINGS 

Incorrect  coding  affects  Medicare  reimbursement 
and  causes  inequities  in  payment  under  the  Medicare 
Fee  Schedule. 

Flaws  in  CPT-4  codes,  guidelines,  and  index  can 
lead  to  improper  coding. 

• Examples  illustrating  code  flaws  occur  in  most 
sections  of  CPT-4. 

• Problems  in  CPT-4  guidelines  and  index  also 
contribute  to  incorrect  coding. 

• Some  respondents  have  criticized  the  process 
that  AMA  uses  to  consider  changes,  additions, 
and  deletions  in  CPT-4. 

The  AMA  and  HCFA  have  both  taken  some  correc- 
tive measures  to  address  coding  problems. 

The  methods  by  which  HCFA  has  incorporated 
CPT-4  into  Medicare's  coding  system  do  not  ensure 
appropriate  reimbursement  to  Medicare  providers. 

• The  HCFA  has  not  developed  criteria  or  com- 
municated decision  rules  to  the  CPT-4  Editorial 
Panel  for  use  in  changing,  adding,  or  deleting 
codes  in  light  of  the  Medicare  Fee  Schedule's 
requirements. 

• The  HCFA  has  not  adequately  communicated 
Medicare  coding  policy  to  providers. 

• The  HCFA  has  not  developed  an  efficient  or 
effective  process  for  establishing  RVUs  for  new 
or  modified  codes. 

A proliferation  of  CPT-4  changes  will  undermine 
HCFA's  ability  to  contain  expenditures  under  the 
Medicare  Fee  Schedule. 

RECOMMENDATIONS 

We  recommend  that  HCFA: 

• Produce  and  promulgate  to  the  AMA  and  medi- 
cal specialty  societies  clear  coding  objectives 
and  criteria  for  Medicare's  resource-based  pay- 
ment system  and  encourage  them  to  apply  the 
objectives  in  the  development  of  new  or  re- 
vised codes; 

• Apply  HCFA  coding  objectives  and  criteria  when 
evaluating  new  or  revised  codes  to  assure  com- 
pliance with  the  needs  of  the  Medicare  Fee 
Schedule; 

• Work  with  the  AMA,  Medicare  carriers,  medical 
speciality  societies  and  other  related  parties  to 
develop  a mechanism  that  assures  a unified  and 
consistent  dissemination  of  guidelines  on  how 
to  use  and  interpret  codes. 

• Evaluate  the  current  process  for  implementing 
changes  to  the  Medicare  Fee  Schedule.  This 
includes:  (1)  developing  an  effective  process 


for  establishing  work  values  for  new  or  revised 
codes,  (2)  communicating  to  the  AMA  the  num- 
ber of  annual  additions,  deletions,  and  revisions 
to  CPT-4  that  HCFA  could  effectively  review, 
and  (3)  delaying  implementation  of  new  or 
revised  codes,  except  for  new  technologies, 
until  reliable  data  is  available  to  predict  service 
utilization. 

We  recommend  that  AMA: 

• Consider  and  encourage  medical  specialty  use 
of  HCFA  coding  objectives  and  criteria  in  the 
development  of  new  or  revised  CPT-4  codes; 

• Consider  a review  of  the  CPT-4  index  within  the 
framework  of  its  own  commissioned  study's 
recommendations; 

• Work  with  HCFA  to  develop  a mechanism  that 
assures  a unified  and  consistent  dissemination 
of  Medicare  coding  policy; 

• Provide  HCFA  with  utilization  estimates  for  new 
or  revised  codes;  and 

• Work  with  HCFA  to  arrive  at  an  acceptable 
number  of  annual  CPT-4  code  changes  to  allow 
for  proper  HCFA  evaluation. 

COMMENTS 

The  HCFA  and  AMA  commented  on  the  draft 
reports.  The  full  text  of  their  comments  appear  in 
Appendix  E.  The  HCFA  concurred  with  the  second 
and  fourth  recommendations  and  are  considering  the 
first  and  third.  Although  the  AMA  expressed  concern 
about  the  study  methodology,  they  found  all  but 
recommendation  five  to  be  fair  and  reasonable.  The 
AMA  does  not  believe  that  putting  a "cap"  on  the 
number  of  CPT-4  changes  per  year  is  in  the  best 
interest  of  the  Medicare  program,  its  beneficiaries,  or 
medicine. 

We  recognize  the  complex  nature  of  the  CPT 
system  and  commend  HCFA  and  the  AMA  for  their 
willingness  to  take  the  necessary  corrective  actions  to 
improve  the  coding  process  and  assure  the  successful 
implementation  of  the  Medicare  Fee  Schedule. 

REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Omaha  - Chairholder;  Ronald  W.  Klutman, 
M.D..  Columbus  - Board  Liaison;  Krynn  K.  Buckley,  M D , Lincoln;  Judith  A 
Butler,  M.D  , Superior;  Paul  E.  Collicott,  M.D  , Lincoln;  Susanne  E.  Eilts, 
M.D.,  Omaha;  James  A Fosnaugh,  M.D.,  Lincoln;  Benjamin  R Celber, 
M.D.,  Lincoln;  Charles  D.  Gregorius,  M.D.,  Lincoln,  Robert  D.  Harry,  M.D  , 
Lexington;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Linda  S.  Head,  M.D., 
Bellevue,  David  J.  Hoelting,  M.D.,  Pender;  D.G  O'Leary,  M D , Omaha, 
George  W.  Orr,  M.D. , Omaha;  Robert  G.  Osborne,  M.D.,  Lincoln;  Michelle 
B.  Petersen,  M.D.,  Lincoln;  C.  Lee  Retelsdorf,  M.D  , Omaha;  Blame  Y. 
Roffman,  M.D.,  Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  Duane  Sherwin, 
M.D  , Norfolk;  Eileen  C.  Vautravers,  M.D.,  Lincoln;  Timothy  O.  Wahl,  M D , 
Omaha;  Peter  J.  Whitted,  M.D.,  Omaha;  Dorothy  A.  Zink,  M.D  , Omaha; 
Mark  Buchanan,  Omaha;  Katherine  Clark,  Omaha;  Steve  Goebel,  Council 
Bluffs;  Robert  R Kahnk,  Omaha. 

The  Commission  on  Legislation  and  Governmental 
Affairs  presents  the  following  report  to  the  House  of 
Delegates  for  its  consideration.  The  Commission  plans 
to  meet  in  October  for  purposes  of  addressing  vari- 
ous legislative  issues  that  we  anticipate  will  come 
before  the  1995  Nebraska  Legislature  when  it  con- 
venes on  January  4. 

The  Commission  will  again  utilize  a physician  con- 
tact list  for  all  senators  which  will  be  finalized  follow- 
ing the  November  election.  In  addition,  a major  role 
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in  legislative  contact  is  undertaken  by  the  individual 
members  of  the  Association  and  the  membership  of 
the  Alliance.  The  local  contact  by  Association  mem- 
bers and  Alliance  members  in  the  senator's  district  is 
extremely  important  and  strongly  encouraged  by  the 
Commission.  We  encourage  physicians  and  their 
spouses  to  be  active  in  the  November  election,  com- 
municating with  the  candidates  you  support,  and  to 
assist  in  the  campaign  to  the  extent  possible. 

When  the  Commission  meets  in  October,  we  will 
specifically  address  the  willing  provider  issue,  and  the 
matter  of  whether  to  introduce  legislation  dealing 
with  informing  breast  cancer  patients  of  alternative, 
efficacious  methods  of  treatment.  We  will  also  dis- 
cuss legislative  issues  which  we  expect  to  face  in 
1995,  including  proposed  changes  in  the  scope  of 
practice  for  nurse  practitioners  and  nurse  midwives, 
modification  of  the  state  regulation  of  limited-scope 
x-ray  operators,  the  biennial  Medicaid  budget  (includ- 
ing continuation  of  copayments  and  the  physician 
surcharge),  and  state  issues  arising  out  of  any  federal 
health  care  legislation  which  may  be  adopted  by 
Congress. 

The  1 995  session  of  the  Legislature  will  be  a 90-day 
session  which  we  anticipate  will  adjourn  in  early  June. 
The  legislative  issues  of  importance  to  the  Associa- 
tion will  again  be  carried  in  various  issues  of  the 
Association  newsletter.  We  encourage  the  involve- 
ment of  all  Association  and  Alliance  members  as  we 
strive  to  represent  the  best  interests  of  all  physicians. 


REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Lincoln  • Chairholder;  Herbert  A.  Hartman, 
Jr„  M.D.,  Omaha  - Board  Liaison;  David  E.  Borg,  M.D.,  Falls  City;  H.  Jeoffrey 
Deeths,  M.D.,  Omaha;  Benjamin  R Celber,  M.D  , Lincoln;  John  J.  Hoesing, 
M.D.,  Omaha;  Glen  F,  Lau,  M.D  , Lincoln;  Michael  ).  McGahan,  M.D., 
Lincoln;  Scott  Neumeister,  Omaha;  Scott  Shipman,  Omaha 

The  Commission  has  been  extremely  active  over 
the  last  several  months  while  acting  as  the  focal 
coordinating  body  for  NMA  participation  in  the  "Health 
Quest"  program  at  the  Nebraska  State  Fair.  Coverage 
of  the  NMA  booth,  as  well  as  speakers  and  screening 
sessions,  have  been  arranged  to  make  a very  positive 
presence  for  organized  medicine  as  part  of  this  event. 

The  Commission  has  completed  development  of  a 
packaged  slide  program  for  members  to  use  in  dis- 
cussing health  care  reform  with  the  public.  We  recog- 
nize that  the  membership  receives  ongoing  requests 
from  service  clubs  and  other  community  organiza- 
tions to  discuss  this  topic  and  believe  that  the  avail- 
ability of  a set  of  slides  and  series  of  talking  points 
regarding  each  slide  encourages  the  membership  to 
take  advantage  of  these  opportunities  to  bring  our 
message  to  the  public. 

During  this  year,  the  Chair  of  the  Commission 
continued  to  meet  with  the  NMA  President,  the 
Executive  Director,  Assistant  Executive  Director,  and 
our  public  relations  team  to  investigate  potential 
areas  to  focus  our  energy  and  resources  to  enhance 
the  public  relations  functions  of  the  NMA.  I believe 
we  presently  have  an  extraordinarily  talented  and 
responsive  group  of  people  in  place,  who  are  pre- 
pared to  instantly  confront  any  challenge  presented 
them. 


The  Commission  has  continued  its  regular  respon- 
sibilities including  providing  the  state-wide  press  with 
an  annotated  pre-release  copy  of  the  Nebraska  Medi- 
cal Journal,  and  producing  "Health  Tips"  for  Nebraska 
radio  stations  and  newspapers.  These  short  press 
releases,  discussing  areas  of  general  health  interest, 
are  provided  monthly  and  are  utilized  by  radio  sta- 
tions and  newspapers.  Usage  of  this  material  by 
Nebraska's  print  media  continued  to  increase  in  1994. 
The  Commission  also  distributes  taped  health  mes- 
sages from  the  NMA  President. 


REPORT  OF  THE  NMA  PRO 
OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  Omaha  - Chairholder;  David  L.  Bacon,  M.D., 
Kearney;  Cary  W.  Barth,  M.D.,  Hastings,  Dennis  M Connolly,  M.D., 
Lincoln;  Doak  P.  Doolittle,  M.D.,  Holdrege;  Glen  A.  Forney,  M.D.,  Scottsbluff; 
C.T.  Frerichs,  M.D.,  Beatrice;  Thomas  F.  Gallagher,  M.D.,  Omaha,  Richard 
E.  Jackson,  M.D.,  Pawnee  City;  Tamara  R.  Johnson,  M.D.,  Cambridge;  M. 
Jack  Mathews,  M.D  , Lincoln;  John  L.  Reed,  M.D  , Lincoln;  Thomas  Blee, 
Omaha;  Thomas  Rishavy,  Omaha;  Thomas  Sullivan,  Omaha 

The  PRO  Committee  met  on  June  30,  1994,  with 
representatives  of  Sunderbruch. 

Item  #1  - Discussion  of  Resolution  #18  which  was 
passed  by  the  House  4/94  requesting  the  1-800 
number  was  discussed.  The  consensus  of  the  commit- 
tee was  that  the  NMA  does  not  need  to  establish  an 
800  number  either  for  the  PRO  or  in  general. 

Item  #2  - Sunderbruch  representatives  then  dis- 
cussed the  Fourth  Scope  of  Work.  Projects  are  similar 
to  that  outlined  in  the  report  to  the  House  in  April  of 
1994.  These  include  evaluation  of  DRGs  by  hospitals, 
assessment  of  radical  prostatectomy  in  elderly  males 
and  the  start  of  a deep  venous  thrombosis  prophylaxis 
in  orthopedic  surgery. 

Item  #3  - An  issue  of  concern  was  raised  in  the 
Committee  during  discussion  with  Sunderbruch  rep- 
resentatives. That  issue  was  the  decision  and  imple- 
mentation of  practice  parameters  by  which  to  judge 
quality.  No  consistent  method  of  application  of  prac- 
tice parameter  guidelines  was  present  for  use  by 
Sunderbruch.  The  consensus  of  the  Committee  was 
that  the  whole  issue  of  development  of  practice 
parameter  guidelines  and  implementation  in  terms  of 
quality  review  and  reimbursement  should  be  studied 
by  the  Nebraska  Medical  Association. 

Item  #4  - The  Committee  has  not  received  any 
physician  disciplinary  type  of  letters  during  the  1994 
calendar.  However,  the  PRO  Committee  has  received 
numerous  communications  from  the  members  of  the 
NMA  regarding  Sunderbruch  decisions  regarding 
denials  for  admission,  continued  stays  and  other  ad- 
ministrative-type concerns.  For  the  time  being  the 
committee  will  continue  to  receive  such  communica- 
tions and  monitor  those  problems  looking  for  generic 
issues  to  deal  with  Sunderbruch.  The  Chairman  be- 
lieves that,  although  the  actual  implementation  of  the 
practice  parameter  focus  review  projects  has  not 
been  applied  enough  to  affect  physicians  in  terms  of 
quality  review,  it  will  be  happening.  When  it  does 
happen  that  physicians  receive  quality  letters,  the 
PRO  Committee  would  like  to  see  them  so  that  new 
postures  with  Sunderbruch  can  be  considered. 
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REPORT  OF  THE  SCIENTIFIC 
SESSIONS  COMMITTEE 

Lawrence  D.  Helmick,  M.D.,  Kearney-  Chairholder;  Richard  H.  Meissner, 
M D .,  Omaha  - Board  Liaison;  Lawrence  C.  Bausch,  M.D  , Lincoln,  David 
L Bacon,  M.D  , Kearney,  Sheila  S.  Ecklund,  R.N.,  Lincoln;  Marcia  L. 
Goering,  M.D  , Columbus;  Charles  D.  Gregorius,  M.D.,  Lincoln;  William  F 
Gust,  M.D.,  Omaha;  David  A Katz,  M.D.,  Omaha;  James  R Newland, 
M.D.,  Omaha;  Sally  O'Neill,  Ph.D.,  Omaha;  Frederick  F Paustian,  M.D., 
Omaha;  Lisa  L Strohmyer,  R.N.,  Papillion;  Wesley  G.  Wilhelm,  M.D  , 
Omaha;  Pete  Leonovicz,  Omaha;  Dave  Pinsinski,  Omaha;  Troy  Plumb, 
Lincoln. 

On  the  14th  of  July,  the  Scientific  Sessions  Com- 
mittee met  at  the  offices  of  the  Nebraska  Medical 
Association  in  Lincoln.  At  that  time,  the  committee 
members  reviewed  the  results  of  the  1994  Annual 
Session  and  possible  changes  and  improvements  were 
discussed.  The  general  feeling  was  that  the  1994 
meeting  was  generally  a good  one,  but  attendance 
was  not  what  we  had  hoped  to  see. 

At  completion  of  the  review  of  the  1994  Annual 
Session,  we  proceeded  with  initially  planning  for  the 
1995  Annual  Session  as  well  as  finalizing  some  plans 
for  a seminar  at  the  1994  Fall  Session.  Our  next 
committee  meeting  was  set  at  September  29,  at 
which  time  we  will  continue  development  of  the  1 995 
Annual  Session. 

REPORT  OF  THE  NMA  RADIATION 
SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  Charles  A Dobry,  M.D  , 
Omaha;  Allen  D.  Dvorak,  M.D.,  Omaha;  Ronald  W.  Klutman,  M.D.,  Colum- 
bus; Robert  H Mclntire.  M.D.,  Omaha;  Frederick  F Paustian  M.D  , 
Omaha;  Joseph  M.  Stavas,  M.D.,  Lincoln;  Perry  T.  Williams,  M.D.,  Omaha. 

The  NMA  Radiation  Safety  Working  Group  was 
appointed  to  monitor  the  implementation  of  the  Ra- 
diation Safety  Act.  The  most  important  component  of 
this  act  (accepting  many  NMA  members  who  rely 
upon  office  radiography  to  deliver  day-to-day  care)  is 
the  portion  of  the  act  codifying  the  "Limited  Services 
Radiography"  concept.  Under  the  act,  anyone  who 
utilizes  ionizing  radiation  in  any  form  must  first  take 
a course  in  radiation  safety,  of  at  least  16  hours  in 
length.  Since  there  has  heretofore  been  no  such 
course,  the  Division  of  Radiation  Safety  of  the  State 
Health  Department  has  made  no  attempt  to  enforce 
this  legislation.  However,  with  the  development  of 
three  courses  in  "radiation  safety"  which  have  been 
approved  by  the  Division,  the  Director  of  the  State 
Health  Department  has  announced  (in  memo  dated  2 
August  1994)  that  this  legislation  will  be  enforced 
beginning  1 September  1994. 

For  the  past  two  years,  the  NMA  Radiation  Safety 
Working  Group  has  been  meeting  with  representa- 
tives of  the  State  Health  Department  Division  of 
Radiation  Safety,  the  Nebraska  Society  of  Radiologic 
Technologists,  and  the  Nebraska  Radiological  Soci- 
ety. It  has  been  the  opinion  of  this  working  group  that 
a significant  amount  of  progress  has  been  made  in 
reaching  a compromise  of  implementation  of  this 
legislation  which  all  can  "sign  off  on".  Unfortunately, 
the  1994  legislative  session  ended  without  this  group 
reaching  a consensus  position. 

The  Radiation  Safety  Group  met  again  on  7 July 
1994,  in  an  effort  to  develop  a "final"  position  for  the 
NMA  to  take  in  negotiations  with  the  above-men- 
tioned groups.  This  position  can  be  summarized  as 
follows: 

1 .  Liberal  "Grandparenting"  of  individuals  currently 
operating  X-Ray  units. 


2.  Agreement  to  a $25.00  fee  for  "Limited 
Radiographers". 

3.  Agreement  to  the  original  16-hour  course  in 
radiation  safety. 

4.  "Site-specific"  certification  for  those 
"Grandparented". 

5.  After  this  "Grandparenting"  period,  agreeing  to 
the  necessity  of  passing  the  "AART"  certifying 
examination. 

The  Working  Group  has  also  requested  the  Ne- 
braska Radiological  Society  to  consider  developing  a 
"proficiency  testing"  program  for  limited  radiographer 
offices,  patterned  after  that  program  developed  by 
the  College  of  American  Pathologists  for  the  office 
laboratory. 

The  Division  of  Radiation  Safety  has  also  recently 
sent  out  a survey  to  get  a better  handle  on  the  number 
of  persons  actually  involved  in  taking  X-rays  in  the 
state.  Dr.  Mark  Horton,  Director  of  the  State  Health 
Department,  has  called  a meeting  of  all  interested 
parties,  to  be  held  at  the  State  Office  Building,  on  2 
September  1994.  The  NMA  will,  of  course,  be  repre- 
sented at  this  meeting. 

At  the  time  of  this  report,  it  is  understood  that  the 
Nebraska  Academy  of  Family  Physicians  may  be  intro- 
ducing legislation  in  1995  which  would  reiterate  the 
desire  for  a 16-hour  course  in  radiation  safety  as  the 
only  requirement  for  "Limited  Radiographers"  to  con- 
tinue to  operate  X-Ray  equipment. 

At  the  time  of  the  Fall  Session,  it  is  hoped  that  more 
information  will  be  available  to  be  discussed  at  the 
Reference  Committee  considering  this  report. 


REPORT  OF  THE  NMA  ADVISORY  COMMITTEE 
ON  NURSING  HOME  REGULATIONS 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  James  G.  Carlson,  M.D., 
Lincoln;  James  A.  Fosnaugh,  M.D.,  Lincoln;  C.T.  Frerichs,  M.D.,  Beatrice; 
Robert  G.  Osborne,  M.D  , Lincoln;  T.R.  Osborne,  M D.,  Papillion;  John  C 
Sage,  M.D  , Omaha;  Susan  G.  Scholer,  M.D  . Omaha,  Tod  W.  Voss,  M.D 
Pierce 

The  NMA  Advisory  Committee  on  Nursing  Home 
Regulations  was  initiated  in  1992  with  the  advent  of 
implementation  of  the  rather  rigorous  and  onerous 
regulations  accompanying  OBRA-87. 

Significant  liaison  was  developed  between  this 
NMA  Committee  and  the  Nebraska  Health  Care  Asso- 
ciation (representing  most  of  Nebraska's  nursing 
homes)  and  also  with  the  State  of  Nebraska's  Bureau 
of  Health  Care  Facilities. 

This  Committee  has  not  met  since  the  Annual 
Session.  In  fact,  at  the  planning  session  of  the  House 
of  Delegates,  it  was  recommended  that  this  ad-hoc 
committee  be  sunset.  It  has  been  noted  that  recently 
a state  chapter  of  the  American  Medical  Directors 
Association  has  been  formed,  and  that  this  organiza- 
tion is  led  by  activated  NMA  members.  This  organiza- 
tion is  also  staffed  (under  contract)  by  the  NMA  staff, 
so  it  is  felt  that  the  interests  of  the  NMA  membership 
will  be  well-served  by  this  new  organization.  All  NMA 
members  who  are  involved  with  care  of  nursing  home 
patients  are  encouraged  to  support  this  organization, 
and  further  information  can  be  obtained  by  contact- 
ing the  NMA  office. 

Similarly,  the  Advisory  Committee  for  Nursing 
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Homes,  a statutorily-created  committee,  has  recently 
been  reconstituted.  The  NMA  is  adequately  repre- 
sented on  this  committee. 

For  these  reasons,  the  NMA  Advisory  Committee 
on  Nursing  Home  Regulations  will  be  sunset  at  this 
time. 


REPORT  OF  THE  COMMITTEE 
ON  RURAL  HEALTH 

Darroll  J.  loschen,  M.D  , York  - Chairholder;  Ronald  W.  Klutman,  M D., 
Columbus  • Board  Liaison;  Richard  A Blatny,  M.D.,  Fairbury;  Verlin  K. 
Janzen,  M.D  , Nebraska  City;  Kurt  E Johnson,  M D , Ogallala;  Tamara  R 
Johnson,  M.D.,  Cambridge;  Donald  J.  Larson,  M.D.,  Lincoln;  Dale  E 
Michels,  M.D.,  Lincoln;  Dwaine  Peetz,  M.D.,  Neligh;  Richard  A.  Raymond, 
M D . Omaha;  Raymond  L.  Schulte,  M.D.,  Omaha;  Michael  A.  Sitorius, 
M.D  . Omaha;  Stephen  Stripe,  M.D.,  Humboldt;  Danae  Browning,  Omaha; 
Bob  Chandler,  Omaha;  Doug  Dilly,  Omaha;  Alan  Michels,  Omaha. 

The  NMA's  Committee  on  Rural  Health  has  met 
once  since  the  Annual  Session,  on  9 June  1994. 
Important  issues  on  the  table  for  this  committee 
include: 

1.  The  "Limited  Services  Radiographer"  issue. 

2.  Nursing  Home  Regulations. 

3.  Independent  Practice  for  Nurse  Practitioners. 

4.  Activities  of  the  Greater  Nebraska  Caucus. 

5.  Medicaid  Managed  Care  for  Rural  Nebraska. 

The  Committee  is  very  interested  in  the  limited 
services  radiographer  issue,  inasmuch  as  a great  many 
NMA  members  from  rural  areas  depend  on  their  in- 
office X-Ray  to  deliver  quality  care.  This  committee 
will  be  very  supportive  of  the  efforts  of  the  NMA's 
Radiation  Safety  Working  Group,  and,  in  fact,  many 
members  of  the  Rural  Health  Committee  also  serve 
on  the  Radiation  Safety  Committee. 

The  issue  of  nursing  home  regulations  is  also  of 
great  importance  to  this  group,  and  it  supports  the 
efforts  of  the  newly-formed  Nebraska  Medical  Direc- 
tors Association. 

This  committee  is  very  interested  in  the  reasonable 
and  efficient  utilization  of  all  mid-level  practitioners, 
especially  in  the  delivery  of  quality  primary  care  in 
rural  Nebraska.  The  committee  agrees,  however,  with 
the  NMA's  official  position  that  these  individuals  should 
function  only  under  the  supervision  of  and  in  collabo- 
ration with  fully-licensed  physicians.  To  this  end,  the 
Committee  has  reviewed  the  NMA's  "white  paper"  on 
mid-level  practitioners  and  agrees  with  the  concepts 
put  forth  in  this  paper.  At  its  meeting  in  June,  the 
committee  also  met  with  liaison  members  represent- 
ing PAs  and  NPs,  and  pledged  the  support  of  the 
NMA  in  educating  its  members  in  the  appropriate 
utilization  of  all  mid-level  practitioners.  To  this  end, 
the  Committee  has  requested  time  at  the  Annual 
Session  to  present  a program  on  this  issue,  demon- 
strating that,  in  fact,  the  NMA  is  vitally  interested  in 
improving  the  delivery  of  care  to  rural  Nebraska, 
utilizing  all  available  resources  in  such  a way  that 
quality  of  care  will  not  be  compromised. 

The  Committee  supports  the  efforts  of  the  Greater 
Nebraska  Caucus  and  applauds  its  first  two  "off-ses- 
sion" meetings. 

A great  deal  of  time  was  spent  in  discussion  with 
representatives  of  the  Department  of  Social  Services, 
learning  about  the  proposed  implementation  of  Med- 
icaid Managed  Care,  particularly  as  it  pertains  to  rural 


Nebraska.  To  this  end,  when  the  time  comes  for  this 
implementation,  an  ad-hoc  committee  will  be  formed 
with  representatives  from  throughout  the  state  to 
assist  the  membership  with  this  transition. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Grand  Island  - Chairholder;  Robert  G.  Osborne, 
M.D.,  Lincoln  • Board  Liaison;  Joseph  R Ellison,  M.D.,  Omaha,  Richard  W 
Hammer,  M.D.,  Lincoln;  Morris  B.  Mellion,  M.D.,  Omaha;  Mylan  R 
VanNewkirk,  M.D.,  Brule;  Wesley  G Wilhelm,  M.D.,  Omaha;  Chris  C 
Madden,  Omaha;  Steve  Phipps,  Omaha;  Kelli  Hanson,  Omaha 

The  Committee  has  not  met  since  its  report  to  the 
House  of  Delegates  at  the  Annual  Meeting.  It  has  not 
been  possible  to  meet  with  representatives  of  educa- 
tional facilities  during  the  summer  months. 

On  about  7 September,  members  of  the  Commit- 
tee will  meet  with  representatives  of  the  Nebraska 
Department  of  Health  to  discuss  the  subject  of  vio- 
lence in  schools,  possibly  developing  a program  of 
cooperation  between  the  Association  and  the  De- 
partment. An  oral  report  of  this  meeting  should  be 
available  for  the  House  at  its  September  session. 

The  Committee  will  continue  with  its  plans  to  meet 
with  representatives  of  college  and  university  pro- 
grams of  teacher  training  during  the  academic  year, 
with  a report  at  the  Annual  Meeting  in  the  spring  of 
1995. 

ADDENDUM  TO  THE  REPORT  OF  THE 
AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

On  7 September,  the  chairman  of  the  Committee 
met  with  Jim  Dills,  Division  Director  of  Health  Promo- 
tion, and  other  representatives  of  the  Nebraska  De- 
partment of  Health  to  discuss  how  they  and  the 
Committee  might  work  together  to  enhance  health 
education  in  the  schools  of  the  state. 

The  Department  agrees  with  the  efforts  that  the 
Committee  has  made  in  working  to  improve  health 
education.  They  agree  that  identifying  a medical  con- 
sultant to  schools  is  an  appropriate  step  in  this  effort. 
They  have  identified  a publication  from  the  AMA  — 
Culturally  Competent  Health  Care  for  Adolescents:  A 
Guide  for  Primary  Care  Providers  — as  an  aid  to 
schools  in  this  part  of  the  curriculum.  Since  the  cost 
of  this  brochure  is  $7.50  for  AMA  members,  it  is 
hardly  feasible  to  give  it  general  distribution,  but  the 
Committee  recommends  that  its  availability  be  adver- 
tised in  appropriate  publications  of  the  NMA. 

The  Department  can  make  available  its  brochure 
— Healthy  Learners:  The  Key:  School  Nurses.  The 
Committee  recommends  that  copies  of  this  might  be 
sent  to  members  of  the  NMA  in  one  of  its  regular 
mailings. 

The  Department  has  participated  in  several  sur- 
veys and  studies  of  the  health  status  of  students  in  our 
schools,  including  studies  of  their  risk-taking  behav- 
ior. 

The  Committee  proposes  to  continue  a close  asso- 
ciation with  the  Division  of  Health  Promotion  and  to 
continue  to  meet  with  directors  of  schools  of  educa- 
tion in  the  colleges  and  universities  of  the  state. 

Respectfully  submitted, 

Warren  Bosley,  M.D.,  Chairman 
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REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  CARE  INSURANCE  AND 
MEDICAL  DELIVERY  SYSTEMS 

Dale  E.  Michels,  M.D  , Lincoln  - Chairholder;  David  W.  Bouda,  M.D  , 
Omaha;  Thomas  M.  Connors,  M.D  , Omaha;  Allen  D.  Dvorak,  M.D 
Omaha;  James  A.  Fosnaugh,  M.D  , Lincoln;  Herbert  A.  Hartman,  Jr.,  M.D  . 
Omaha;  Lawrence  D.  Helmick,  M.D.,  Kearney;  Bruce  W.  Henricks,  M D . 
Fremont;  Jeffery  B Itkin,  M.D.,  Omaha;  Robert  L.  Kruger,  M.D.,  Omaha; 
Scott  P.  Liggett,  M.D.,  Lincoln;  Blaine  Y.  Roffman,  M.D.,  Omaha;  H.  Russell 
Semm.  M.D.,  Omaha.  Robert  F Shapiro,  M.D.,  Lincoln;  Rick  J.  Windle, 
M.D.,  Lincoln. 

The  Ad-Hoc  Committee  on  Health  Care  Insurance 
and  Medical  Delivery  Systems  has  met  three  times 
since  the  Annual  Session  of  the  House  of  Delegates. 
The  charge  to  the  Committee  by  the  President  of  the 
NMA  is  as  follows: 

1)  To  exchange  information  between  health  care 
insurance/medical  delivery  system  industry  and 
the  Nebraska  Medical  Association, 

2)  To  serve  as  an  arena  for  discussion  and  resolu- 
tion of  problems  for  NMA  member  physicians 
in  regard  to  insurance/medical  delivery  sys- 
tems, 

3)  To  serve  as  a forum  for  review  of  proposals  to 
assess  feasibility  and  impact  on  NMA  members 
by  insurers/medical  delivery  systems,  and 

4)  To  review  complaints  submitted  by  NMA  physi- 
cian members  and  the  health  care  insurance/ 
medical  delivery  system  industry. 

The  Committee  dealt  with  resolutions  directed  to 
it  by  the  Board  of  Directors.  Included  in  these  resolu- 
tions was  "Patient  Freedom  of  Choice"  which  was 
discussed  in  some  detail  and  possible  legislation  ad- 
dressing this  resolution  was  also  discussed.  "Appropri- 
ate Medical  Care  Decisions  Made  by  Insurance  Com- 
panies Remote  From  the  Patient"  was  reviewed  and 
the  possibility  of  developing  technical  advisory  com- 
mittees to  assist  insurers  to  be  able  to  provide  input 
in  the  development  of  performance  criteria  was  dis- 
cussed. The  State  of  Nebraska  Department  of  Insur- 
ance role  in  dealing  with  physicians,  and  physicians' 
role  as  providers  contracting  with  insurance  compa- 
nies was  also  discussed.  The  Department  has  no  part 
or  responsibility  in  this  at  present  and  we  have  dis- 
cussed the  possibility  of  developing  legislation  that 
would  give  the  Dept,  of  Insurance  an  oversight  func- 
tion in  this  area. 

Blue  Cross/Blue  Shield  concerns  regarding  the 
"Any  Willing  Provider"  issue  have  been  reviewed  by 
the  Committee  and  the  Chair  made  a presentation  on 
this  issue  to  the  Blue  Cross/Blue  Shield  of  Nebraska 
Board  of  Directors  at  their  Orientation  Session.  In 
addition,  discussions  are  ongoing  on  how  the  needs 
of  the  physician  and  the  insurer  can  both  be  met,  or 
what  legislative  redress  may  be  needed  for  the  patient 
to  maintain  "Freedom  of  Choice". 

The  Committee,  through  the  AMA,  has  determined 
what  issues  from  insurers  must  be  reported  to  the 
National  Practitioner  Data  Bank.  Specific  decisions 
by  independent  PPO's  must  be  reported  when  they 
have  adversely  affected  the  clinical  privileges  of  a 
physician  for  more  than  thirty  days  or  where  specific 
physician  privileges  are  suspended,  revoked,  denied 
or  not  renewed.  This  would  include  any  physician 


who  voluntarily  surrenders  or  restricts  his  or  her  own 
privileges  while  under  investigation.  This  may  have  a 
significant  impact  on  those  physicians  who  are  being 
subjected  to  close  scrutiny  concerning  their  practice 
patterns. 

The  Committee  reviewed  a concern  expressed 
and  issues  relating  to  the  denial  of  a "willing  provider" 
who  applied  to  take  over  the  care  of  a number  of 
"insureds"  from  a retiring  associate,  and  the  subse- 
quent denial  of  that  application.  The  patients  were 
then  forced  to  seek  their  care  from  other  physicians 
causing  potential  disruption  in  their  care. 

The  proposed  change  in  the  reimbursement  mecha- 
nism for  outpatient  laboratory  services  required  much 
time  of  the  Committee  and  provided  input  from  a 
large  number  of  NMA  members.  The  Committee 
continues  to  work  with  Blue  Cross/Blue  Shield  of 
Nebraska  to  provide  a satisfactory  resolution  to  the 
problems  of:  1 ) the  time  and  additional  effort  of  office 
based  physicians  to  communicate  laboratory  reports 
to  their  patients,  2)  the  effort  required  by  these  phy- 
sicians to  provide  the  required  coding  and  billing 
information  to  the  laboratory  if  they  will  be  required 
to  do  the  billing,  3)  the  concerns  about  "unbundling" 
of  chemistry  and  other  profiles  and  the  submission  of 
multiple  codes  for  laboratory  panels  of  tests,  4)  the 
negative  impact  for  many  physicians  who  have  main- 
tained reasonable  billing  for  laboratory  and  have  thus 
kept  their  costs  for  other  services  at  a lower  level,  and 

5)  the  use  of  Medicare  reimbursement  practices  as  a 
positive  "standard"  for  the  medical  community  when 
indeed  some  of  their  policies  have  been  found  to  be 
lacking  in  logic,  as  well  as  contributing  to  the  need  for 
primary  care  physicians  to  find  other  ways  to  meet 
their  overhead  including  cost  shifting.  Although  the 
solution  has  not  been  finalized,  Blue  Cross/Blue  Shield 
of  Nebraska  has  delayed  implementation  of  any  change 
at  the  present  time.  Included  in  this  discussion  is  the 
possibility  of  developing  a "medical  advisory  commit- 
tee" to  work  with  insurers  when  these  issues  arise. 

The  Committee  has  reviewed  decisions  by  insurers 
not  to  renew  contracts  with  specific  physicians  and 
has  made  sure  that  member  physicians  were  given 
opportunity  to  make  corrections  in  their  practice  style 
to  continue  participation.  In  addition,  the  Committee 
has  reviewed  requests  for  information  by  insurance 
companies  as  a part  of  their  "quality  assurance  activi- 
ties", requests  for  large  discounts  by  insurers  for 
"prompt  payment"  and  other  similar  issues.  The  com- 
mittee continues  to  solicit  input  from  NMA  members 
regarding  problems  encountered  by  them  in  dealing 
with  insurers  or  other  medical  delivery  systems.  The 
Committee  feels  that  it  can  be  of  most  help  to  NMA 
members  if  it  can  assist  in  dealing  with  specific,  but 
potentially  widespread,  problems. 


REPORT  OF  THE  COMMITTEE 
ON  HEALTH  PLANNING 

Dale  E.  Michels,  M.D.,  Lincoln  - Co-Chairhoider;  Herbert  E.  Reese, 
M.D  , Lincoln  - Co-Chairholder;  Darroll  J.  Loschen,  M.D  , York  - Board 
Liaison;  Allen  D Dvorak,  M.D  Omaha;  Paul  E Collicott,  M.D  , Lincoln; 
James  A Fosnaugh,  M.D.,  Lincoln;  Suzanne  H.  Granger,  M.D  , Omaha; 
Patricia  A.  Helke,  M.D.,  Omaha;  John  J.  Hoesing,  M.D  . Omaha,  Mark  B 
Horton,  M.D.,  Lincoln;  John  F.  Riedler,  M.D  , Omaha;  Jerald  R Schenken, 
M.D  , Omaha;  Mylan  R VanNewkirk,  M.D.,  Brule;  Gregg  F Wright,  M.D  , 
Lincoln;  Christopher  Caudill,  Omaha;  Barry  Bohlen,  Omaha;  Paul  Shurnas, 
Omaha;  Michael  Tran,  Omaha 
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The  Committee  has  not  met  since  the  Spring  Ses- 
sion of  the  House  of  Delegates.  With  the  major  push 
in  Congress  for  Health  Care  Reform,  it  was  felt  that 
the  best  possible  committee  action  during  the  sum- 
mer was  no  action  other  than  to  observe  how  the 
many  proposals  would  fare  in  Washington,  D.C. 

The  Committee  has  as  its  members  several  of  the 
physicians  who  also  serve  on  the  Governor's  Blue 
Ribbon  Coalition  to  Study  Health  Care  in  Nebraska. 
Physicians  on  the  Coalition  include  Allen  Dvorak, 
M.D.,  Herb  Reese,  M.D.,  Todd  Sorensen,  M.D.,  Ron 
Klutman,  M.D.,  Carol  Aschenbrener,  M.D.,  Richard 
O'Brien,  M.D.,  and  Harold  Maurer,  M.D.  With  the 
reform  activity  occurring  in  Washington  and  the  up- 
coming election  for  governor,  there  has  not  been 
much  activity  occurring  with  the  Coalition. 

It  is  anticipated  that  the  Committee  on  Health 
Planning  will  become  more  active  with  the  evaluation 
of  the  health  care  concerns  unique  to  Nebraska  once 
we  see  what  if  anything  will  be  provided  by  the 
Congress.  If  Congress  fails  to  act,  it  is  the  opinion  of 
the  Chair  that  it  will  be  even  more  important  for  our 
Committee  to  present  recommendations  to  the  Gov- 
ernors Coalition  and  to  our  own  Commission  on 
Legislation  and  Governmental  Affairs  to  be  consid- 
ered as  legislation  to  be  introduced  into  the  1995 
Unicameral. 

REPORT  OF  CREIGHTON 
UNIVERSITY  SCHOOL  OF  MEDICINE 
August,  1994 

The  art  of  progress  is  to  preserve  order  amid  change 
and  to  preserve  change  amid  order. 

Whitehead 

This  has  been,  as  in  other  Academic  Health  Cen- 
ters, a year  to  position  ourselves  in  education,  re- 
search and  service  for  the  evolution  in  progress  of 
health  care.  There  have  been  major  events  which 
have  greatly  enhanced  our  efforts  toward  that  end. 

Creighton  University  and  American  Medical  Inter- 
national overcame  a great  challenge  when  a settle- 
ment of  legal  differences  was  negotiated  out  of  court 
and  a new  healthcare  partnership  was  formed.  As  part 
of  this  partnership,  Creighton  and  AMI  will  be  estab- 
lishing a Physician  Hospital  Organization  to  ready  our 
health  care  delivery  system  in  order  to  participate  in 
all  forms  of  managed  care  contracts.  Creighton's 
ownership  more  closely  aligns  our  faculty's  interests 
with  those  of  Saint  Joseph  Hospital  and  the  Center  of 
Mental  Health.  It  will  enhance  our  education  and 
research  programs,  better  enable  us  to  compete  in 
the  changing  health  care  environment  and  continue 
providing  quality  care. 

During  the  year  we  have  completed  the  structure 
of  our  unified  practice  plan,  Creighton  Medical  Asso- 
ciates. With  the  dedication  of  resources  from  the 
settlement  with  AMI  we  will  be  able  to  improve  our 
primary  care  network  and  have  the  capability  to  cover 
in  excess  of  100,000  lives  if  managed  care  is  the  next 
step  in  the  health  care  delivery  evolution.  This  was 
accomplished  through  the  efforts  of  a visionary  fac- 
ulty who  were  willing  to  work  in  a collegial  fashion. 

With  all  the  questions  about  the  future  of  medicine 
it  remains  for  aspiring  medical  students  to  preserve 


order  amid  change.  The  best  and  the  brightest  con- 
tinue to  apply  within  excess  of  9,000  attempting  to 
enter  the  profession  the  past  year.  The  MCAT  and 
GPA's  are  high,  commitment  to  service  is  evident  and 
an  increased  number  who  see  the  wisdom  of  a career 
in  primary  care.  Thinking  of  the  leadership  of  medi- 
cine moving  to  these  most  capable  hands  is  a most 
comforting  feeling. 

Dr.  John  T.  Elder,  professor  of  pharmacology,  has 
been  selected  to  receive  the  Associate  of  American 
Medical  Colleges  - Minority  Affairs  Section  Service 
Award.  The  award  honors  those  who  have  made 
outstanding  contributions  to  minorities  in  medical 
education.  Dr.  Elder  was  recognized  for  his  work  as 
director  of  Creighton's  Post-Baccalaureate  Program 
as  well  as  his  long-standing  support  as  a role  model  to 
minority  individuals  in  medical  education  and  his 
efforts  to  expand  opportunities  for  minority  young 
people.  Since  the  program  began  in  1975,  approxi- 
mately 85  percent  of  its  participants  have  been  ac- 
cepted to  medical  or  dental  school. 

Recruitment  is  a constant  activity  of  Academic 
Health  Centers.  Over  the  past  year  we  have  brought 
to  Creighton  new  chairs:  Dr.  Peter  Doris  in  Radiology, 
Dr.  Stephen  Chartrand  in  Pediatrics  and  Dr.  J.J. 
McCarthy  in  Anesthesia. 

We,  for  many  reasons,  are  optimistic  about  the 
future  - not  because  our  crystal  ball  is  any  clearer  than 
yours,  however,  with  our  new  structure,  our  visionary 
leadership,  our  outstanding  student  body,  we  antici- 
pate nothing  but  elevation  of  quality  education,  re- 
search and  service  as  we  constantly  strive  to  the  goal 
of  excellence. 

Respectfully  submitted, 

Thomas  J.  Cinque,  M.D. 

Dean,  School  of  Medicine 


MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  September  15, 
1994,  at  the  Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Doctors  Roger  S.  Jernstrom, 
Paul  M.  Scott,  Gordon  D.  Adams,  Paul  E.  Plessman, 
Judith  A.  Butler,  Gordon  D.  Bainbridge,  Charles  F. 
Damico,  Milton  R.  Johnson,  Frederick  F.  Paustian, 
David  L.  Bacon  and  Richard  H.  Meissner. 

The  meeting  was  called  to  order  by  the  Chairman, 
Charles  F.  Damico,  M.D. 

Dr.  Damico  welcomed  Doctors  Judith  Butler  and 
Paul  Plessman  as  the  newly  elected  Councilors  for  the 
7th  and  6th  Districts,  respectively. 

Dr.  Damico  called  for  approval  of  the  minutes  of 
the  Annual  Session  as  printed  in  the  July  issue  of  the 
Nebraska  Medical  Journal.  The  minutes  were  ap- 
proved as  written  by  motion  made,  seconded  and 
passed. 

The  Councilors  discussed  the  reports  and  resolu- 
tions contained  in  the  handbook.  Dr.  Damico  noted 
that  due  to  a potential  1995  budget  to  income  deficit, 
it  will  probably  be  necessary  to  implement  a dues 
increase. 
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The  Councilors  were  informed  that  the  NMA's  Blue 
Cross/Blue  Shield  group  health  insurance  plan  will 
otter  a drug  card  with  a new  PPO  option  and  that  the 
decision  as  to  whether  to  offer  a drug  card  with  the 
two  existing  coverage  options  would  be  made  in 
January.  As  an  aside,  Dr.  Damico  noted  that  under 
current  law,  it  is  considered  unprofessional  conduct 
for  a physician  to  dispense  any  controlled  substance 
to  himself  or,  except  in  emergency  situations,  to  a 
family  member.  Clarification  was  being  sought  as  to 
the  definition  of  "emergency". 

In  reference  to  the  Medicaid  co-pay  issue,  Dr. 
Paustian  informed  the  body  that  according  to  the 
Department  of  Social  Services,  a physician  who  has  a 
uniform  policy  requiring  co-payments  can  deny  ser- 
vice to  a Medicaid  patient  if  they  are  unable  to  pay. 

Dr.  Meissner  questioned  the  statement  in  the  De- 
partment of  Social  Services'  report  that  over  $600,000 
had  been  paid  out  for  primary  care  procedure  codes 
since  institution  of  the  $100  licensure  assessment. 

In  reference  to  the  Finances  section  of  the  Board 
report,  it  was  noted  that  the  NMA  had  entered  into  a 
settlement  agreement  with  Blue  Cross/Blue  Shield 
regarding  the  group  health  insurance  plan  and  as  a 
result  of  this  agreement,  a sizeable  amount  of  money 
had  been  accumulated.  The  Association  is  currently 
seeking  legal  counsel  as  to  whether  the  Association 
can  use  this  money  or  whether  it  needs  to  be  chan- 
neled back  to  the  policyholders. 

Dr.  Damico  asked  Dr.  Paustian  to  explain  the 
restructuring  of  the  NMA  currently  being  considered 
by  the  Commission  on  Association  Affairs  Working 
Group.  He  noted  that  due  to  a sense  of  a lack  of 
effectiveness  in  the  current  NMA  structure,  a study 
group  had  been  formed,  comprised  of  Drs.  Joel 
Johnson,  Darroll  Loschen,  David  Bacon,  Robert  Shapiro 
and  himself.  The  following  changes  are  being  consid- 
ered: (1)  Restructuring  the  NMA  into  6-8  regions, 
each  comprised  of  a minimum  of  100  physicians, 
eliminating  the  need  for  the  current  councilor  dis- 
tricts; (2)  Representation  on  the  NMA  Board  of  Direc- 
tors from  each  region;  (3)  NMA  Board  members 
serving  as  chairholders  of  NMA  commissions. 

Clarification  was  sought  as  to  the  decision  making 
capability  of  each  region.  Dr.  Paustian  stated  that 
each  region  would  be  responsible  for  making  deci- 
sions affecting  their  own  district.  Dr.  Jernstrom  ex- 
pressed his  frustration  over  the  limited  function  of  the 
Board  of  Councilors.  It  w-as  acknowledged  that  the 
original  function  of  the  Board  of  Councilors  has  been 
eroded.  Dr.  Bacon  reminded  the  Councilors  that 
these  ideas  are  only  a concept  and  that  another 
possibility  which  had  been  discussed  by  the  group 
was  to  use  the  Councilors  as  the  head  of  each  region 
and  perhaps  have  co-councilors  in  expansive  regions. 
He  noted  that  if  the  regions  were  developed  to 
approximate  the  Department  of  Social  Services'  and 
Department  of  Health's,  the  physicians  within  each 
region  would  have  more  in  common. 

Dr.  Johnson  noted  that  part  of  the  difficulty  in 
recruiting  new  members  in  the  Scottsbluff  area  is  that 
most  non-members  perceive  having  no  access  to  the 
state  level.  He  felt  that  the  inclusion  of  a representa- 
tive from  each  proposed  region  on  the  NMA's  Board 
of  Directors  would  provide  the  necessary  link.  It  was 


noted  that  the  time  frame  for  implementation  of  the 
restructuring  would  be  one  to  two  years. 

Dr.  Butler  mentioned  the  possibility  of  holding 
NMA  meetings  in  an  outstate  location  occasionally.  It 
was  explained  that  this  had  been  tried  in  the  past  with 
little  success. 

Clarification  was  sought  on  the  NMA's  position 
regarding  Blue  Cross/Blue  Shield's  Clinical  Lab  Policy. 
The  policy's  implementation  is  currently  in  abeyance 
while  the  NMA's  Ad-Hoc  Committee  on  Health  Care 
Insurance  and  Medical  Delivery  Systems  addresses 
this  issue. 

Dr.  Damico,  in  reference  to  membership,  asked 
each  councilor  to  review  his  respective  non-member 
listing  and  apprise  the  NMA  staff  of  any  corrections, 
additions,  etc. 

In  reference  to  the  Department  of  Social  Services' 
Medicaid  Managed  Care  Plan,  it  was  noted  that  the 
State  has  until  November  to  select  a provider(s)  and 
it  will  be  put  out  to  bid  shortly.  Dr.  Meissner  queried 
whether  the  RFPs  have  been  returned  and  Mr. 
Schellpeper  stated  that  the  Governor's  office  has 
indicated  the  Association  will  be  provided  a draft 
copy  on  Friday  morning. 

The  requests  for  Life  Membership,  Associate  Mem- 
bership and  the  list  of  50-Year  Practitioners  to  be 
recognized  at  the  1995  Annual  Session  were  re- 
viewed. Dr.  Plessman  sought  clarification  regarding 
Associate  Membership.  Mr.  Schellpeper  explained 
that  a physician  who  has  practiced  for  25  years  or 
more  and  is  completely  retired  from  active  practice 
can  become  an  Associate  member.  An  Associate 
member  will  pay  dues  in  the  amount  of  30%  of  the 
current  active  dues  level  beginning  in  1995.  The 
requests  and  the  list  were  approved  by  the  Councilors 
by  motion  made,  seconded  and  passed. 

Resolution  #7,  regarding  nurse  practitioners,  gen- 
erated considerable  discussion.  The  consensus  of  the 
group  w'as  that  independent  practice  was  not  desir- 
able. 

Dr.  Paustian  explained  the  difference  between  the 
terms  "willing  provider"  and  "point  of  service  option". 
A "willing  provider"  is  agreeable  to  participate  in  a 
managed  care  plan  and  is  willing  to  abide  by  the 
contract  terms.  A "point  of  service  option"  is  where  a 
physician  is  willing  to  provide  the  service  but  is  not 
willing  to  contract  with  the  firm.  It  was  noted  that  with 
the  "point  of  service"  option,  there  are  usually 
deductibles  and  co-pays  required  which  deter  usage 
of  these  physicians  by  the  policyholders. 

In  reference  to  Resolution  #13,  it  was  noted  that 
substantial  investigation  is  undertaken  prior  to  any 
information  being  released  to  the  media  regarding 
allegations  against  a physician. 

Following  an  executive  session,  an  election  for 
Chairman  and  Secretary-Treasurer  was  held.  A motion 
was  made,  seconded  and  passed  to  re-elect  Dr. 
Damico  Chairman  of  the  Board  of  Councilors.  A 
motion  was  made,  seconded  and  passed  to  elect  Dr. 
Judith  Butler  as  Secretary-Treasurer  of  the  Board  of 
Councilors. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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MINUTES,  HOUSE  OF  DELEGATES 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was 
held  September  16,  1994,  at  the  Cornhusker  Hotel, 
Lincoln,  Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker, 
Dr.  Richard  Meissner.  71  Delegates  were  present  and 
the  meeting  was  declared  in  session.  Seating  of  Alter- 
nate Delegates  for  Delegates  took  place. 

Dr.  Carl  Cornelius  was  appointed  parliamentarian 
and  Dr.  Allen  Dvorak  presented  the  invocation. 

The  minutes  of  the  1994  Annual  Session  were 
approved  by  motion  made,  seconded  and  passed. 

Dr.  Frederick  Paustian,  NMA  President,  made  two 
presentations  to  Dr.  Jerald  Schenken  of  Omaha.  The 
first  presentation  on  behalf  of  the  Nebraska  Medical 
Association  was  in  recognition  of  his  service  on  the 
AMA  Board  of  Trustees.  He  then  moved  that  the  NMA 
honor  Dr.  Schenken  with  the  Certificate  of  Distin- 
guished Service  as  defined  in  the  Association's  By- 
laws. The  motion  was  seconded  and  carried.  He 
noted  that  this  presentation  was  the  first  of  its  kind  by 
the  Association.  Dr.  Schenken  expressed  his  appre- 
ciation to  the  House. 

Reference  Committee  Assignments  were  made  as 
follows: 

REFERENCE  COMMITTEE  1 

Report,  Board  of  Directors,  Item  #13,  Resolution 
16  (A94)  Nebraska  Department  of  Social  Ser- 
vices Manual  and  Co-Payment  Schedule 
Report,  Board  of  Directors,  Item  #15,  Resolution 
#18  (A94)  Toll  Free  Number  for  Medicare  Pa- 
tients' Complaints  Regarding  Decisions  of 
Sunderbruch  Corporation 
Report  of  the  Nebraska  Department  of  Social  Services 
Report  of  Ad-Hoc  Committee  on  Medicaid  Services 
Report  of  the  NMA  PRO  Overview  Committee 
Resolution  #3  - Greater  Nebraska  Caucus  - Medic- 
aid Co-Pay 

Resolution  #8  - Greater  Nebraska  Caucus  - Depart- 
ment of  Social  Services  Appeals  Mechanism 
Resolution  #18  - C.J.  Cornelius,  Jr.,  M.D.,  - AIDS 
Treatment  and  Reimbursement  Plan 

REFERENCE  COMMITTEE  2 

Report,  Board  of  Directors,  Item  #1,  Resolution  #1 
(A94)  Support  for  Medical  Service  Account 
Format  for  Health  System  Reform 
Report,  Board  of  Directors,  Item  #24,  PEW  Foun- 
dation Achievement  Award 
Report,  Board  of  Directors,  Item  #28,  Congres- 
sional Contact 

Report,  Board  of  Directors,  Item  #34,  Rural  Health 
Conference 

Report,  Board  of  Directors  Item  #35,  Strategies  for 
Health  Care  Reform  Project 
Report,  Board  of  Directors,  Item  #39,  Telecommu- 
nications and  Information  Planning  Grant 
Report  of  the  University  of  Nebraska  Medical  Center 
Report  of  the  Committee  on  Health  Planning 
Report  of  the  Committee  on  Rural  Health 
Report  of  the  NMA  Advisory  Committee  on  Nurs- 
ing Home  Regulations 


Report  of  the  Creighton  University  School  of  Medicine 
Life  & Associate  Membership  Requests  & 1995  50- 
Year  Practitioners 

Resolution  #7  - Lancaster  County  Medical  Society 
- Nurse  Practitioners 
Minutes,  Board  of  Councilors 

REFERENCE  COMMITTEE  3 

Report,  Board  of  Directors,  Item  #2,  Resolution  #2 
(A94)  Improvement  in  Reimbursement  for  Pri- 
mary Care  Services  in  Rural  Areas 
Report,  Board  of  Directors,  Item  #16,  Definition  of 
Primary  Care 

Report,  Board  of  Directors,  Item  #17,  AMA  Lead- 
ership Conference 

Report,  Board  of  Directors,  Item  #22,  Federation 
Study  Consortium 

Report,  Board  of  Directors,  Item  #27,  Continuing 
Medical  Education 

Report,  Board  of  Directors,  Item  #36,  Doctor 
Cornelius  Selected  as  Alternate  Delegate 
Report,  Board  of  Directors,  Item  #37,  Les  Veskrna, 
M.D.,  Selected 

Report,  Board  of  Directors,  Item  #38,  AMA  Strate- 
gies for  Change  Workshop 
Report  of  the  Delegate  to  the  AMA 
Report  of  the  Delegate  to  the  AMA  Young  Physi- 
cians Section 

Report  of  the  Ad-Hoc  Committee  Re:  Medicare 
Report  of  the  Scientific  Sessions  Committee 
Resolution  #2  - Greater  Nebraska  Caucus  - AMA 
Leadership  Conference 

Resolution  #14  - Metro  Omaha  Medical  Society  - 
Willing  Provider 

Resolution  #17  - Lancaster  County  Medical  Soci- 
ety - Payment  Denial  Explanation  on  Medicare 
Benefit  Statements 

REFERENCE  COMMITTEE  4 

Report,  Board  of  Directors,  Item  #6,  Resolution  #6 
(A94)  Dues  Increase 

Report,  Board  of  Directors,  Item  #8,  Resolution  #8 
(A94)  Residency  House  Officer  NMA  Represen- 
tation 

Report,  Board  of  Directors,  Item  #9,  Resolution 
#11  (A94)  Retired  Physicians  Volunteer  Efforts 
Report,  Board  of  Directors,  Item  #10,  Resolution 
#12  (A94)  Appropriate  Medical  Care  Decisions 
Report,  Board  of  Directors,  Item  #12,  Resolution 
#15  (A94)  NMA  Group  Health  Insurance  Carrier 
Report,  Board  of  Directors,  Item  #14,  Resolution 
#17  (A94)  Physician  Directed  Management 
Service  Organization 

Report,  Board  of  Directors,  Item  #18,  Membership 
Report,  Board  of  Directors,  Item  #19,  NMA  Blue 
Cross/Blue  Shield  Group  Health  Insurance  Plan 
Report,  Board  of  Directors,  Item  #20,  Finances 
Report,  Board  of  Directors,  Item  #21,  Additional 
Employee 

Report,  Board  of  Directors,  Item  #25,  Technical 
Advisory  Committee 

Report,  Board  of  Directors,  Item  #26,  Practice 
Parameters 

Report,  Board  of  Directors,  Item  #40,  Nominations 
and  Appointments 

Resolution  #1  - Hall  County  Medical  Society  - 
Bylaws  Amendment  to  Allow  V.A.  Hospital  Phy- 
sicians to  Join  Association  Without  Valid  Ne- 
braska License 
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Resolution  #4  - Lancaster  County  Medical  Society 

- State  and  County  Structure 

Resolution  #6  - Lancaster  County  Medical  Society 

- Quality  Advocacy 

Resolution  #12  - Metro  Omaha  Medical  Society  - 
National  Committee  on  Quality  Assurance 

REFERENCE  COMMITTEE  5 

Report,  Board  of  Directors,  Item  #3,  Resolution  #3 
iA94)  Any  Willing  Provider  Legislation,  Resolu- 
tion #10  (A94)  Willing  Provider  and  Patient 
Freedom  of  Choice,  Resolution  #13  (A94)  Will- 
ing Providers 

Report,  Board  of  Directors,  Item  #7  (A94)  Cost  of 
Subpoenaed  Records 

Report,  Board  of  Directors,  Item  #23,  Community 
Health  Services 

Report,  Board  of  Directors,  Item  #32,  Physician 
Licensure/Discipline 

Report,  Board  of  Directors,  Item  #33,  Blue  Cross/ 
Blue  Shield  Clinical  Lab  Policy 
Report  of  the  Board  of  Examiners  in  Medicine  & 
Surgery 

Report  of  the  State  Department  of  Health 
Report  of  the  Commission  on  Legislation  & Gov- 
ernmental Affairs 

Report  of  the  NMA  Radiation  Safety  Working  Group 
Report  of  the  Ad-Hoc  Committee  on  Health  Care 
Insurance  and  Medical  Delivery  Systems 
Resolution  #5  - Lancaster  County  Medical  Society 

- Patient  Protection  Act 

Resolution  #9  - Metro  Omaha  Medical  Society  - 
Patient  Freedom  of  Choice 
Resolution  #10  - Metro  Omaha  Medical  Society  - 
Patient  Protection  Act 

Resolution  #1 1 - Metro  Omaha  Medical  Society  - 
Quality  Assurance 

Resolution  #13  - Metro  Omaha  Medical  Society  - 
Confidentiality  of  Review 
Resolution  #15  - Cheyenne-Kimball-Deuel  County 
Medical  Society  - Limited  X-Ray  System  Opera- 
tor Edict 

REFERENCE  COMMITTEE  6 

Report,  Board  of  Directors,  Item  #4,  Resolution  #4 
(A94)  Breast  Cancer  Education 
Report,  Board  of  Directors,  Item  #5,  Resolution  #5 
(A94)  Physician  Education,  Breast  Cancer 
Report,  Board  of  Directors,  Item  #11,  Resolution 
#14  (A94)  Prohibition  of  Smoking  in  Public 
Places 

Report,  Board  of  Directors,  Item  #29,  Preventive 
Law  Seminar 

Report,  Board  of  Directors,  Item  #30,  Health  Quest 
Report,  Board  of  Directors,  Item  #3 1 , "Every  Woman 
Matters"  Project 


Report  of  the  Ad-Hoc  Committee  on  Health  Educa- 
tion 

Report  of  the  Ad-Hoc  Committee  on  Low  Level 
Radioactive  Waste  Disposal 

Report  of  the  Ad-Hoc  Committee  on  Maternal  & 
Child  Health 

Report  of  the  Commission  on  Public  Affairs 

Resolution  #16  - Greater  Nebraska  Caucus  - NMA 
Endorsement  of  the  Commission  on  Office  Labo- 
ratory Accreditation  (COLA) 

Dr.  Zweiback,  on  behalf  of  the  Metro  Omaha 
Medical  Society,  withdrew  Resolution  #13  as  the 
process  in  question  had  been  clarified. 

Dr.  Paustian  addressed  the  House  regarding  the 
concept  of  restructuring  the  NMA  being  developed 
by  the  Commission  on  Association  Affairs  Working 
Group.  He  noted  that  due  to  a perceived  lack  of 
effectiveness  of  the  current  NMA  structure,  the  fol- 
lowing changes  were  being  considered:  (1)  Restruc- 
turing the  NMA  into  6-8  regions,  each  comprised  of 
a minimum  of  100  physicians,  eliminating  the  need 
for  the  current  12  councilor  districts;  (2)  Representa- 
tion on  the  NMA  Board  of  Directors  from  each  re- 
gion; and  (3)  NMA  Board  members  serve  as 
chairholders  of  NMA  commissions  in  order  to  im- 
prove communication.  He  appealed  to  the  delegates 
to  consider  the  impact  of  these  changes  and  provide 
comments  to  the  Working  Group.  Dr.  Cornelius  que- 
ried whether  this  concept  could  be  reprinted  and 
distributed  to  the  membership.  Dr.  Paustian  informed 
him  that  a future  "President's  Page"  in  the  Nebraska 
Medical  journal  would  address  this  issue. 

Dr.  Loschen  briefly  addressed  the  House,  inform- 
ing the  delegates  of  the  formation  of  a Nebraska 
Medical  Directors  Association  and  urging  those  inter- 
ested in  membership  to  contact  the  NMA  office. 

Dr.  Ronald  Klutman  informed  the  House  that  Mr. 
Grey  Borden  of  the  Nebraska  Department  of  Health 
would  be  at  Reference  Committee  #5  to  explain  the 
current  status  of  the  state  immunization  program  and 
to  answer  any  questions  regarding  the  program. 

Following  an  Executive  Session,  Dr.  Meissner  stated 
that  Reference  Committees  1,  2 & 4 would  meet 
immediately  following  recess  of  the  House  and  Refer- 
ence Committees  3,  5 & 6 would  meet  an  hour  and 
15  minutes  later.  He  also  reviewed  the  room  assign- 
ments for  the  reference  committees. 

There  being  no  further  business,  the  House  re- 
cessed until  8:30  a.m.  Saturday  morning. 
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HOUSE  OF  DELEGATES 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates 
was  held  September  17,  1994.  The  meeting  was 
called  to  order  by  the  Vice  Speaker,  Doctor  David 
Little.  69  delegates  were  present  and  the  meeting  was 
declared  in  session.  Seating  of  Alternate  Delegates 
for  Delegates  took  place. 

Dr.  Little  called  for  approval  of  the  minutes  of  the 
First  Session,  and  these  were  approved  as  printed. 

Reports  of  the  Reference  Committees  were  pre- 
sented as  follows: 

Reference  Committee  #1 

Reference  Committee  #1  considered  5 reports  and 
3 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 

#1  3,  RESOLUTION  #1  6 (A94)  NEBRASKA  DEPART- 
MENT OF  SOCIAL  SERVICES  MANUAL  AND  CO- 
PAYMENT SCHEDULE 

The  Board's  report  was  straight  forward  and  little 
discussion  was  generated. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #15, 

RESOLUTION  #18  (A94)TOLL  FREE  NUMBER  FOR 

MEDICARE  PATIENTS'  COMPLAINTS  REGARDING 

DECISIONS  OF  SUNDERBRUCH  CORPORATION 

A lively  discussion  ensued  regarding  the  efficacy  of 
the  toll  free  number.  The  reference  committee  dis- 
agreed with  the  Board's  impression  that  the  usage 
would  not  justify  the  cost.  It  was  felt  than  an  800 
number  could  be  used  to  compile  not  only  Medicare 
patients'  complaints  regarding  decisions  of  the 
Sunderbruch  Corporation,  but  that  multiple  usage 
including  Medicare  and  managed  care  complaints 
could  be  assimilated  through  an  NMA  800  number. 
Member  physicians  could  also  use  this  to  communi- 
cate with  the  leadership. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  the 
NMA  establish  an  800  number  to  field  comments  on 
all  the  above  issues. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 
Considerable  discussion  ensued.  Dr.  Paustian  informed 
the  House  that  the  Board  of  Directors  had  conducted 
a survey  of  state  medical  associations  regarding  the 
provision  of  an  800  number.  He  noted  that  the  costs 
incurred  by  the  states  having  a dedicated  800  line 
varied  from  $120  per  month  in  North  Dakota  to 
$2,550  per  month  in  Pennsylvania.  He  also  indicated 
it  would  be  necessary  to  hire  an  additional  staff  person 
who  would  have  the  knowledge  and  ability  necessary 
to  process,  investigate  or  refer  complaints.  The  esti- 
mated personnel  cost  could  be  $25,000  - $30,000  per 


year.  In  addition,  he  stated  that  according  to  Joe 
Connolly  of  the  Sunderbruch  Corporation  and  a Cali- 
fornia Medical  Society  spokesperson,  the  vast  major- 
ity of  complaints  fielded  would  probably  be  from 
malcontents  rather  than  be  complaints  of  substance. 
He  explained  that  it  was  due  to  these  concerns  that 
the  Board  felt  it  most  prudent  not  to  pursue  installa- 
tion of  an  800  number. 

Dr.  Dale  Michels,  a member  of  the  reference 
committee,  voiced  his  support  for  the  recommenda- 
tion, stating  than  an  800  number  would  enhance 
communication  with  the  Association's  membership. 
Dr.  James  Fosnaugh  rose  in  opposition,  questioning 
the  source  of  the  funding  to  pay  for  this  in  light  of  the 
fact  that  the  Board  was  already  proposing  a dues 
increase.  His  concerns  were  echoed  by  Dr.  John 
Reed. 

Dr.  Zweiback  defended  the  reference  committee's 
recommendation  and  stated  that  the  funding  neces- 
sary to  support  such  a service  could  be  generated 
from  an  increase  in  membership.  He  suggested  that 
the  800  number  be  established  for  a period  of  time, 
after  which  the  Board  and  House  could  review  its  true 
financial  impact  upon  the  Association.  Dr.  Darroll 
Loschen  stated  that  the  cost  of  calls  which  he  placed 
to  the  Association  office  had  never  served  as  a deter- 
rent. Dr.  Paustian  cited  the  average  costs  per  month 
for  three  states  contiguous  to  Nebraska:  Iowa  - $780; 
Kansas  - $600  and  Missouri  - $375.  He  estimated  that 
$10-15  of  each  members'  dues  would  go  toward 
operation  of  the  800  number. 

Dr.  Little  called  for  a hand  vote.  The  reference 
committee's  recommendation  was  defeated  by  a vote 
of  22  to  26. 

(3)  REPORT  OF  THE  NEBRASKA  DEPARTMENT  OF 

SOCIAL  SERVICES 

An  animated  discussion  was  led  by  Mary  Dean 
Harvey  and  multiple  members  of  her  able  staff.  They 
stressed  that  the  Nebraska  Department  of  Social  Ser- 
vices' primary  concern  is  access,  quality  and  outcome 
and  your  reference  committee  concurred.  The  De- 
partment reported  that  the  "M.D.  tax"  was  underspent 
last  year  and  the  excess  would  be  returned  to  the 
primary  care  physicians  in  this  year's  allocation. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 

MEDICAID  SERVICES 

The  chairholder  of  the  Ad-Hoc  Committee  on 
Medicaid  Services,  Doctor  Chris  Caudill,  fielded  nu- 
merous questions  in  an  informative  fashion. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 
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(5)  REPORT  OF  THE  NMA  PRO 

OVERVIEW  COMMITTEE 

An  interesting  discussion  regarding  treatment  guide- 
lines and  practice  parameters  was  led  by  Doctor  Herb 
Hartman,  Chairholder  of  the  Overview  Committee. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  RESOLUTION  #3  - GREATER  NEBRASKA  CAUCUS 

- MEDICAID  CO-PAY 

Resolution  #3  read  as  follows: 

WHEREAS,  the  Nebraska  Legislature  has  enacted 
LB  808,  which  mandates  the  collection  of  co-pay  from 
Medicaid  beneficiaries  at  the  "point  of  service",  and 

WHEREAS,  the  implementation  of  this  legislation 
has  resulted  in  a significant  procedural  and  financial 
hardship  to  all  providers  of  services  to  Medicaid 
beneficiaries,  and 

WHEREAS,  there  is  every  indication  that  continua- 
tion of  this  onerous  policy  will  result  in  a significant 
decrease  in  the  numbers  of  physicians  willing  to  care 
for  Medicaid  beneficiaries,  and  thus  further  compro- 
mise access  to  care  for  these  individuals,  and 

WHEREAS,  the  savings  realized  by  the  Medicaid 
program  from  this  legislation  is  far  less  than  projected, 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA, 
through  appropriate  commissions  and  committees, 
lobby  for  repeal  of  this  legislation. 

There  was  much  discussion  in  support  of  this 
resolution.  The  Department  of  Social  Services  noted 
the  amount  of  savings  realized  by  this  legislation  and 
it  was  indeed  far  less  than  projected.  It  was  also 
pointed  out,  however,  that  all  of  the  managed  care 
programs  being  contemplated  would  make  this  a 
moot  point  since  co-pay  will  disappear  under  man- 
aged care.  Therefore,  this  was  not  thought  to  be  a high 
priority  item. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
Resolution  #3  be  adopted.  The  committee  also  recog- 
nized that  this  was  a short-term  solution  and  would 
not  recommend  the  expenditure  of  tremendous  as- 
sets to  repeal  this  legislation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Klutman  referred  to  an  article  in  Saturday's  Omaha 
World  Herald  which  referred  to  the  co-pay  issue  and 
appealed  to  the  House  leadership  to  keep  reporters 
apprised  of  any  developments  or  circumstances  hav- 
ing a bearing  on  an  issue.  Dr.  Zweiback  informed  the 
House  that  reporters  are  given  a copy  of  the  Del- 
egates' handbook  in  advance  of  each  Annual  and  Fall 
Session.  Dr.  Caudill  attempted  to  clarify  the  issue, 
noting  that  the  Department  of  Social  Services  had 
stated  that  once  managed  care  is  in  place,  the  co- 
payment may  no  longer  exist.  It  was  noted  that  if  it  is 
the  routine  business  practice  of  the  physician  to 


refuse  service  to  any  individual  with  uncollected  debt, 
the  physician  may  include  uncollected  copayments 
under  this  practice,  and  that  providers  of  care  must 
give  sufficient  notice  to  the  client  before  services  can 
be  denied.  Dr.  Meissner  interjected  that  it  would  be 
necessary  for  the  physician  to  see  the  Medicaid 
patient  at  least  once  w-ithout  receiving  the  co-pay- 
ment before  service  could  be  denied,  otherwise  there 
is  the  possibility  that  no  debt  could  exist.  Following 
this  discussion,  the  House  adopted  this  section  of  the 
report. 

(7)  RESOLUTION  #8  - GREATER  NEBRASKA  CAUCUS 

- DEPARTMENT  OF  SOCIAL  SERVICES  APPEALS 

MECHANISM 

Resolution  #8  read  as  follows: 

WHEREAS,  the  Department  of  Social  Services  has 
contracted  with  the  Sunderbruch  Corporation  to  do 
precertification  and  utilization  review,  and 

WHEREAS,  the  determination  of  medical  necessity 
is  based  on  clinical  judgement,  and 

WHEREAS,  the  current  appeals  mechanism  regard- 
ing denials  is  carried  out  by  an  attorney  in  the  employ 
of  the  Department  of  Social  Services  and  not  by 
persons  with  a medical  background. 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  study 
this  mechanism  and  in  consultation  with  the  Depart- 
ment of  Social  Services  develop  a more  acceptable 
mechanism  for  the  adjudication  of  appeals  utilizing 
contract  physicians  rather  than  employed  attorneys 
for  this  process. 

Much  heated  discussion  ensued  regarding  medi- 
cal judgements  apparently  made  by  non-medical 
people.  It  became  clear  that  the  primary  problem  was 
one  of  communication.  Physicians  do  not  understand 
the  process  of  determination  and  reconsideration  of 
appeals. 

RECOMMENDATION: 

1.  Reference  Committee  #1  recommends  that  the 
Nebraska  Medical  Association,  the  Sunderbruch  Cor- 
poration, and  the  Department  of  Social  Services  work 
to  develop  a better  method  of  communication  with 
physicians  regarding  the  mechanism  of  review  of 
medical  necessity  and  the  process  of  reconsideration 
and  appeals. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
carried. 

(8)  RESOLUTION  #18  - C.J.  CORNELIUS,  M.D.  - 

AIDS  TREATMENT  AND  REIMBURSEMENT  PLAN 

Resolution  #18  read  as  follows: 

WHEREAS,  the  number  of  persons  with  AIDS  re- 
quiring hospital  treatment  is  increasing  in  Nebraska, 
and 

WHEREAS,  the  cost  of  AIDS  treatment  is  signifi- 
cantly higher  than  the  cost  of  other  community  ac- 
quired infectious  diseases,  and 

WHEREAS,  many  of  these  infected  persons  are 
covered  by  the  Department  of  Social  Services  which 
pays  for  hospital  treatment  on  a per  diem  basis  which 
results  in  cost  shifting  to  the  private  payors,  and 
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WHEREAS,  small  hospitals  are  not  fully  capable  of 
caring  for  these  infected  persons  because  of  staffing, 
physical  plant  and  training  of  personnel  problems  and 
could  face  financial  disaster  if  forced  to  care  for 
several  cases  with  resistant  complicating  conditions 
such  as  Tuberculosis; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  con- 
sult with  the  State  Health  Department  and  the  Depart- 
ment of  Social  Services  regarding  the  advisability  of 
developing  a network  of  treatment  centers  for  caring 
for  AIDS  patients  and  provide  for  adequate  reimburse- 
ment rather  than  the  current  per  diem  rates. 

There  was  general  agreement  with  the  adverse 
impact  AIDS  patients  could  have  on  small  institutions. 
A state-wide  network  of  treatment  centers  could  be 
utilized  to  enhance  treatment  and  more  fairly  distrib- 
ute costs. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
the  NMA  consult  with  the  Department  of  Health  and 
Department  of  Social  Services  regarding  the  advisabil- 
ity of  developing  regional  treatment  centers  to  care 
for  AIDS  patients  and  provide  adequate  reimburse- 
ment rather  than  the  current  per  diem  rates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #1  AS  A 
WHOLE.  I gratefully  acknowledge  the  assistance  and 
wisdom  of  Doctor  Dale  E.  Michels  and  Doctor  Gor- 
don Bainbridge.  This  was  seconded  and  carried. 

Respectfully  submitted, 

Eugene  M.  Zweiback,  M.D.,  Chm.,  Omaha 
Gordon  D.  Bainbridge,  M.D.,  Grand  Island 
Dale  E.  Michels,  M.D.,  Lincoln 


Reference  Committee  #2 

Reference  Committee  #2  considered  1 1 reports,  1 
resolution,  the  minutes  of  the  Board  of  Councilors  and 
the  Requests  for  Life  and  Associate  Membership  and 
the  list  of  the  1995  50-Year  Practitioners.  The  Refer- 
ence Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#1,  RESOLUTION  #1  (A94)  SUPPORT  FOR  MEDI- 
CAL SERVICE  ACCOUNT  FORMAT  FOR  HEALTH 
SYSTEM  REFORM 

This  NMA  resolution  was  successful  at  the  June 
1994  AMA  meeting  as  outlined  in  this  report.  Testi- 
mony at  the  Reference  Committee  expressed  opposi- 
tion to  employer  mandates  to  pay  for  health  insur- 
ance. It  was  observed  that  the  NMA  House  of  Del- 
egates has  already  adopted  policy  opposing  employer 
mandates. 

RECOMMENDATION: 

1.  That  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 


(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#24,  PEW  FOUNDATION  ACHIEVEMENT  AWARD 

Further  testimony  at  the  committee  indicated  the 
University  of  Nebraska  Medical  Center  was  not  se- 
lected for  the  PEW  Foundation  Achievement  Award 
this  year. 

RECOMMENDATION: 

1.  That  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#28,  CONGRESSIONAL  CONTACT;  ITEM  #34, 
RURAL  HEALTH  CONFERENCE;  ITEM  #35,  STRAT- 
EGIES FOR  HEALTH  CARE  REFORM  PROJECT; 
AND  ITEM  #39,  TELECOMMUNICATIONS  AND 
INFORMATION  PLANNING  GRANT;  AS  WELL  AS 
THE  REPORTSOFTHE  UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER  AND  CREIGHTON  UNIVER- 
SITY SCHOOL  OF  MEDICINE 

These  reports  were  received  without  comment. 

RECOMMENDATION: 

1 . That  these  reports  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
carried. 

(4)  REPORT  OF  THE  COMMITTEE  ON 
HEALTH  PLANNING 

Dr.  Herb  Reese,  Co-Chair  of  the  Committee,  was 
present  to  testify  and  answer  questions  for  the  Com- 
mittee. It  was  observed  that,  as  it  appears  system 
reform  changes  at  the  national  level  are  now  less 
imminent,  the  focus  of  the  NMA  may  need  to  shift  to 
more  assertive  action  at  the  state  level.  Please  note 
the  written  opinion  of  the  Committee  Chair  that  we 
need  to  be  actively  considering  recommendations  to 
introduce  legislation  into  the  1995  Nebraska  Unicam- 
eral, which  convenes  in  less  than  4 months  from  now. 

RECOMMENDATION: 

1.  That  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Cornelius  sought  clarification  as  to  the  legislation  the 
Chairholder  of  the  Committee  on  Health  Planning 
proposed.  Dr.  Fosnaugh  stated  that  the  report  had  not 
been  specific  in  this  regard.  Dr.  Cornelius  pressed  for 
clarification.  Dr.  Dale  Michels,  Chairholder  of  the 
Committee  on  Health  Planning,  explained  that  due  to 
the  lack  of  movement  by  the  Governor's  Blue  Ribbon 
Coalition  in  the  area  of  health  system  reform,  he  felt  it 
imperative  that  the  Association  propose  health  system 
reform  changes.  He  noted  that  nothing  had  been 
committed  to  at  this  point  in  time  and  welcomed  input 
from  the  House  and  the  membership  in  the  develop- 
ment of  any  such  legislation.  The  House  then  adopted 
this  section  of  the  report. 

(5)  REPORT  OF  THE  COMMITTEE  ON  RURALHEALTH 
AND  RESOLUTION  #7  - LANCASTER  COUNTY 
MEDICAL  SOCIETY  - NURSE  PRACTITIONERS 

Resolution  #7  read  as  follows: 


December  1994  Nebraska  Medical  Journal  435 


WHEREAS,  the  Nebraska  Medical  Association 
(NMA)  has  long  recognized  and  valued  the  contribu- 
tions made  to  health  care  delivery  in  Nebraska  by 
nurse  practitioners,  and 

WHEREAS,  the  NMA  endorses  their  participation 
under  the  responsible  supervision  of  fully  licensed 
physicians,  and 

WHEREAS,  the  extension  of  physician  care  by  mid- 
level practitioners  promotes  access  to  health  care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  implement  educational  efforts  to 
alert  physicians  to  the  significant  benefit  their  patients 
might  realize  through  the  incorporation  of  mid-level 
practitioners,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  continue  to  work  together  with 
nurse  practitioners  to  avoid  further  polarization. 

This  report  and  resolution  were  discussed  together 
and  at  length.  Strong  support  for  this  report  and  for 
this  resolution  was  expressed.  Several  testifiers  em- 
phasized safety  and  quality  issues  and  wish  the  NMA 
to  affirm  its  opposition  to  independent  practice  by 
nurse  practitioners.  The  Chair  of  the  Scientific  Ses- 
sions Committee  indicated  that  part  of  the  annual 
educational  session  in  April  will  be  devoted  to  this 
issue  and  welcomes  input  from  the  membership.  The 
committee  also  wishes  to  emphasize  that  the  Ne- 
braska Medical  Directors  Association  is  for  any  physi- 
cian with  strong  interest  in  nursing  home  care  issues, 
so  the  name  is  a bit  of  a misnomer.  Any  physician  with 
concerns  about  these  issues  is  encouraged  to  join  this 
new  association.  Membership  is  $25  per  year. 

RECOMMENDATIONS: 

1. That  the  Report  of  the  Committee  on  Rural 
Health  be  filed. 

2.  Than  an  additional  resolved  be  appended  to 
Resolution  #7,  so  that  the  resolution  would  now  read 
as  follows: 

"THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  implement  educa- 
tional efforts  to  alert  physicians  to  the  significant 
benefits  their  patients  might  realize  through  the 
incorporation  of  mid-level  practitioners,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Ne- 
braska Medical  Association  continue  to  work 
together  with  nurse  practitioners  to  avoid  fur- 
ther polarization,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA 
affirm  its  position  that  nurse  practitioners  should 
continue  to  participate  under  the  responsible 
supervision  of  fully  licensed  physicians  as  cur- 
rently structured.1' 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
carried. 

(6)  REPORT  OF  THE  NMA  ADVISORY  COMMITTEE 

ON  NURSING  HOME  REGULATIONS 

The  Reference  Committee  wishes  to  commend 
the  efforts  of  this  advisory  committee,  which  has  been 
sunsetted,  and  much  of  whose  functions  has  now 


been  assumed  by  the  newly  formed  Nebraska  Medical 
Directors  Association. 

RECOMMENDATION: 

1.  That  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  LIFE  & ASSOCIATE  MEMBERSHIP  REQUESTS  & 
1995  50-YEAR  PRACTITIONERS 

REQUESTS  FOR  LIFE  MEMBERSHIP 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
John  F.  Heffron,  M.D.,  Omaha 

REQUESTS  FOR  ASSOCIATE  MEMBERSHIP 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Richard  A.  Bolamperti,  M.D.,  Omaha 
Gordon  E.  Fredrickson,  M.D.,  Omaha 
John  L.  Gordon,  M.D.,  Omaha 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Gerald  N.  Siedband,  M.D.,  Lincoln 

FIFTY  YEAR  PRACTITIONERS 
1995  ANNUAL  SESSION 

ADAMS  COUNTY  MEDICAL  SOCIETY 
Gerald  A.  Kuehn,  M.D.,  Hastings 

JEFFERSON  COUNTY  MEDICAL  SOCIETY 
William  P.  Yoachim,  M.D.,  Fairbury 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
L.  Dwight  Cherry,  M.D.,  Lincoln 
Kenneth  J.  Fijan,  M.D.,  Tucson,  AZ 
G.  William  LeWorthy,  M.D.,  Lincoln 
Hobart  E.  Wallace,  M.D.,  Lincoln 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Louise  F.  Eaton,  M.D.,  Omaha 
Ray  O.  Gillies,  Jr.,  M.D.,  Omaha 
William  E.  Graham,  M.D.,  Omaha 
Lee  B.  Grant,  M.D.,  Bellevue 
Paul  E.  Hodgson,  M.D.,  Omaha 
Delbert  D.  Neis,  M.D.,  Omaha 
Anthony  Ross  Pantano,  M.D.,  Omaha 
Won  T.  Sohn,  M.D..  Omaha 
Richard  B.  Wilson,  M.D.,  Omaha 

SEWARD  COUNTY  MEDICAL  SOCIETY 

Robert  W.  Herpolsheimer,  M.D.,  Staplehurst 

LINCOLN  COUNTY  MEDICAL  SOCIETY 
Russell  A.  DeVol,  M.D.,  North  Platte 

These  requests  were  received  without  addition  or 
correction.  Comment  was  made  that  nominations  for 
these  membership  categories  must  come  from  the 
local  societies  according  to  the  Bylaws  of  the  Ne- 
braska Medical  Association.  In  the  case  of  some  local 
societies  which  have  been  inactive  for  some  time, 
there  have  been  members  who  may  have  gone  unrec- 
ognized for  these  categories.  Members  of  the  Board 
of  Directors  present  at  the  committee  indicated  that 
this  apparent  deficiency  will  be  studied  and  corrected 
with  appropriate  action  by  the  Board. 

RECOMMENDATION: 

1 . That  this  section  of  our  report  be  filed  and  that 
the  Board  of  Directors  report  back  to  the  House  of 
Delegates  at  the  Annual  meeting  in  April,  1 995  regard- 
ing action  on  the  above  deficiency. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  MINUTES  OF  THE  BOARD  OF  COUNCILORS 

Several  items  of  this  document  were  reviewed  by 
the  Reference  Committee,  much  of  which  blended  in 
with  other  reports  and  resolutions  previously  dis- 
cussed. Special  emphasis  was  requested  regarding 
the  clinical  lab  policy  of  Blue  Cross/Blue  Shield  as 
mentioned  in  the  minutes  of  the  Board  of  Councilors. 
It  was  emphasized  that  the  NMA  has  important  con- 
cerns about  the  implementation  of  this  policy,  and 
that  the  Board  of  Directors  will  continue  to  monitor 
this  closely  and  continue  to  voice  its  concerns  to  Blue 
Cross/Blue  Shield. 

RECOMMENDATION: 

1.  That  the  minutes  of  the  Board  of  Councilors  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

I thank  Drs.  Raymond  and  Johnson  for  serving  on 
the  committee  and  the  committee  expresses  its  appre- 
ciation to  those  who  came  to  testify  and  contribute  to 
these  deliberations. 

Respectfully  submitted, 

James  A.  Fosnaugh,  M.D.,  Chm.,  Lincoln 
Richard  A.  Raymond,  M.D.,  Omaha 
Milton  R.  Johnson,  M.D.,  Scottsbluff 


Reference  Committee  #3 

Reference  Committee  #3  considered  12  reports 
and  3 resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #2, 
RESOLUTION  #2  (A94)  IMPROVEMENT  IN  REIM- 
BURSEMENT FOR  PRIMARY  CARE  SERVICES  IN 
RURAL  AREAS 

Doctor  Collicott  testified  he  had  written  via  the  Ad- 
Hoc  Committee  on  Medicare  to  the  congressional 
delegation  and  the  HCFA  expressing  the  concerns  as 
indicated  in  the  resolution.  He  pointed  out  that  HCFA 
is  bound  to  budget  neutrality  by  law,  and  cannot 
change  conversion  factors,  and  therefore  relative 
value  units  get  changed  and  that  this  may  have  a 
negative  impact  on  the  reimbursement  from  other 
carriers  who  copy  the  HCFA  procedures. 

RECOMMENDATION: 

1.  That  this  report  be  filed  with  compliments  to 
Doctor  Collicott  for  his  tireless  work  on  our  behalf. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#16,  DEFINITION  OF  PRIMARY  CARE 


A substantial  amount  of  testimony  was  heard  re- 
garding this  definition.  The  definition  as  published  and 
as  amended  by  the  NMA  is  as  follows:  The  NMA  policy 
states  that  primary  care  consists  of  the  provision  of  a 
broad  range  of  personal  medical  care  (preventive, 
diagnostic,  curative,  counseling  and  rehabilitative)  in 
a manner  that  is  accessible,  comprehensive,  and 
coordinated  by  a physician  (M.D./D.O.)  over  time. 
Care  may  be  provided  to  an  age  specific  or  gender 
specific  group  of  patients  as  long  as  the  care  of  the 
individual  meets  the  above  criteria. 

Substantial  testimony  was  heard  that  numerous 
other  professionals  have  a desire  to  be  included  in  the 
definition  of  primary  care  and  for  this  reason,  NMA 
had  inserted  the  M.D./D.O.  following  the  word  "phy- 
sician1'. 

RECOMMENDATION: 

1.  The  reference  committee  recommends  that  this 
definition  be  adopted  as  published. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 

#1  7,  AMA  LEADERSHIP  CONFERENCE  & RESOLU- 
TION #2  - GREATER  NEBRASKA  CAUCUS  - AMA 

LEADERSHIP  CONFERENCE 

Resolution  #2  read  as  follows: 

WHEREAS,  the  AMA  Board  of  Directors  has  re- 
cently changed  both  the  venue  and  content  of  the 
Annual  Leadership  Conference,  and 

WHEREAS,  these  changes  negatively  impact  the 
ability  of  the  NMA  to  participate  in  these  conferences, 
and 

WHEREAS,  the  timing  of  the  conference  conflicts 
with  the  NMA's  Annual  Session  of  the  House  of 
Delegates,  and 

WHEREAS,  the  benefits  of  holding  this  conference 
in  Washington,  D.C.,  in  perpetuity  are  outstripped  by 
the  costs  and  other  negative  consequences,  and 

WHEREAS,  combining  the  proposed  lobbying  ac- 
tivities of  AMA  members  with  the  leadership  develop- 
ment activities  negatively  impacts  both  activities; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  del- 
egates to  the  AMA  propose  to  the  AMA  House  of 
Delegates  that  the  previous  format  of  the  Leadership 
Conference,  as  well  as  the  previous  method  of  select- 
ing a venue  for  such  conference  be  resumed. 

Testimony  was  heard  regarding  the  AMA  Leader- 
ship Conference  having  been  placed  in  Washington, 
D.C.  and  at  a time  in  the  spring  which  will  conflict  with 
our  Annual  Session.  Testimony  was  heard  that  having 
the  Leadership  Conference  in  Washington  may  not 
actually  be  politically  helpful  and  in  fact,  may  dilute 
the  effect  of  the  Conference  because  it  is  not  primarily 
a political  conference  but  is  a conference  to  discuss 
and  inform  leaders  and  potential  leaders  of  issues. 
After  hearing  the  testimony,  the  resolution  was  con- 
sidered and  it  was  recommended  that  the  resolution 
be  adopted  as  presented. 

RECOMMENDATIONS: 
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1 . That  Resolution  #2  be  adopted. 

2.  That  Item  17  in  the  report  of  the  Board  of 
Directors  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#22,  FEDERATION  STUDY  CONSORTIUM 

Testimony  was  heard  regarding  the  purpose  of  this 
study  and  it  was  felt  that  this  study  should  go  forward. 

RECOMMENDATION: 

1.  That  this  item  in  the  Board  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded 
and  carried. 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#27,  CONTINUING  MEDICAL  EDUCATION  & 
REPORT  OF  THE  SCIENTIFIC  SESSIONS  COMMITTEE 

Testimony  was  heard  regarding  the  suggested  pro- 
vision of  socioeconomic  programs  through  the  Scien- 
tific Sessions  Committee  to  local  medical  societies 
and  to  inform  physicians  of  programs  that  are  avail- 
able. The  chairholder  of  the  Scientific  Sessions  Com- 
mittee then  discussed  the  scientific  sessions  which 
occur  at  the  annual  meetings  and  indicated  that  there 
is  difficulty  in  finding  programs  which  have  a broad, 
general  appeal.  Several  suggestions  were  made  by 
participants  in  the  reference  committee. 

RECOMMENDATION: 

1 . That  these  reports  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(6)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#36,  DR.  CORNELIUS  SELECTED  AS  ALTERNATE 
DELEGATE  & REPORT  OF  THE  BOARD  OF 
DIRECTORS,  ITEM  #37,  LES  VESKRNA,  M.D., 
SELECTED 

The  Committee  considered  these  two  items  to- 
gether. Doctor  Cornelius  had  been  selected  as  an 
alternate  delegate  because  of  commitments  in  Wis- 
consin. Doctor  Veskrna  had  been  selected  as  the 
alternate  delegate  to  the  June,  1994  AMA  Young 
Physician  Section  Meeting. 

RECOMMENDATION: 

1.  That  these  reports  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#38,  AMA  STRATEGIES  FOR  CHANGE  WORKSHOP 
No  testimony  was  heard  in  regard  to  this  work- 
shop. 

RECOMMENDATION: 

1.  That  the  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 


SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(8)  REPORT  OF  THE  DELEGATE  TO  THE  AMA 

The  report  was  reviewed.  There  was  discussion 
about  the  concept  of  preservation  of  the  physician's 
right  to  balance  bill  and  agreement  with  the  AMA 
position. 

Doctor  Schenken's  services  were  again  recognized 
and  the  committee  wishes  to  reinforce  the  recogni- 
tion which  has  been  given  to  Doctor  Schenken  for  his 
long,  outstanding  services  as  an  AMA  Trustee. 

RECOMMENDATION: 

1.  That  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(9)  REPORT  OF  THE  DELEGATE  TO  THE  AMA  YOUNG 
PHYSICIANS  SECTION 

The  report  was  reviewed.  No  testimony  was  heard 
in  regard  to  the  items  presented. 

RECOMMENDATION: 

1.  That  the  report  be  filed 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(10)  REPORT  OF  THE  AD-HOC  COMMITTEE 
RE:  MEDICARE 

Considerable  testimony  was  heard  from  Doctor 
Collicott  and  Doctor  Hartman  regarding  the  CPT 
codes  and  the  restructuring  of  CPT  codes.  It  was 
pointed  out  that  there  is  a budget  neutral  provision  in 
the  Medicare  law  and  that  as  new  CPT  codes  are 
introduced,  there  may  be  a continued  reduction  of 
payment  per  procedure.  It  was  also  pointed  out  that 
under  coding  is  common  among  the  Nebraska  physi- 
cians. The  problem  of  Medicare  patients'  access  to 
care  was  discussed  and  it  was  suggested  that  any 
problems  which  develop  regarding  access  to  care 
should  be  reported  to  the  Ad-Hoc  Committee  on 
Medicare  or  to  the  councilor  in  the  involved  district. 

RECOMMENDATION: 

1.  That  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(1 1)  RESOLUTION  #14  - METRO  OMAHA  MEDICAL 
SOCIETY  - WILLING  PROVIDER 

Resolution  #14  read  as  follows: 

WHEREAS,  the  NMA  has  taken  the  position  to 
support  "any-willing-provider"  legislation  for  the  state 
of  Nebraska,  and 

WHEREAS,  attempts  on  the  part  of  the  NMA  to 
lobby  for  this  legislation  are  hindered  by  the  insurance 
industry's  data  which  suggests  it  will  significantly  raise 
insurance  premiums,  and 

WHEREAS,  it  is  our  belief  that  the  financial  impact 
isn't  as  great  as  the  insurance  companies  allege  and 
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that  no  "objective"  cost  data  is  currently  available  to 
counter  their  suppositions,  and 

WHEREAS,  no  data  exists  on  the  impact  that  redun- 
dancy of  care,  duplicity  of  testing,  and  delayed  initia- 
tion of  treatment  will  have  on  the  cost  and  quality  of 
care  provided  in  a system  in  which  patients  would  be 
expected  to  regularly  change  physicians; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  for- 
ward a resolution  to  the  AMA  HOD  1-94  session 
directing  their  Center  of  Health  Policy  Research  to 
investigate  the  true  fiscal  impact  of  "any-willing-pro- 
vider"  legislation  and  the  consequences  of  the  loss  of 
continuity  in  the  physician/patient  relationship. 

Testimony  was  heard  that  we  need  to  continue  to 
insist  that  insurance  company  data  be  stringently 
analyzed.  We  need  objective  data  in  order  to  be  able 
to  counter  insurance  company  efforts.  Substantial 
discussion  was  had  regarding  the  resolution,  and 
because  the  term  willing  provider  has  met  with  resis- 
tance where  it  has  been  proposed,  the  committee 
recommended  a change  in  the  resolution  as  follows. 
In  the  first  "WHEREAS",  to  substitute  the  words  "pa- 
tient freedom  of  choice  of  M.D./D.O.  provider"  for 
"any  willing  provider."  In  the  fourth  "WHEREAS",  to 
substitute  the  word  "duplication"  for  "duplicity"  and  in 
the  "THEREFORE,  BE  IT  RESOLVED"  to  substitute  "pa- 
tient freedom  of  choice  of  M.D./D.O.  provider"  for 
"any  willing  provider." 

RECOMMENDATION: 

1.  That  the  amended  resolution  be  adopted  as 
follows: 

WHEREAS,  the  NMA  has  taken  the  position 
to  support  patient  freedom  of  choice  of  M.D./ 
D.O.  provider  legislation  for  the  state  of  Ne- 
braska, and 

WHEREAS,  attempts  on  the  part  of  the  NMA 
to  lobby  for  this  legislation  are  hindered  by  the 
insurance  industry's  data  which  suggests  it  will 
significantly  raise  insurance  premiums,  and 

WHEREAS,  it  is  our  belief  that  the  financial 
impact  isn't  as  great  as  the  insurance  companies 
allege  and  that  no  "objective"  cost  data  is  cur- 
rently available  to  counter  their  suppositions, 
and 

WHEREAS,  no  data  exists  on  the  impact  that 
redundancy  of  care,  duplication  of  testing,  and 
delayed  initiation  of  treatment  will  have  on  the 
cost  and  quality  of  care  provided  in  a system  in 
which  patients  would  be  expected  to  regularly 
change  physicians; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
forward  a resolution  to  the  AMA  HOD  1-94 
session  directing  their  Center  for  Health  Policy 
Research  to  investigate  the  true  fiscal  impact  of 
patient  freedom  of  choice  of  M.D./D.O.  pro- 
vider  legislation  and  the  consequences  of  the 
loss  of  continuity  in  the  physician/patient  rela- 
tionship. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 


George  Voigtlander  suggested  that  the  term  "pro- 
vider" in  the  amended  resolution  be  omitted  as  it 
makes  medicine  sound  like  a franchise.  Dr.  Adams 
agreed  with  this  suggestion.  The  House  then  adopted 
this  section  of  the  report  as  amended. 

(12)  RESOLUTION  #1  7 - LANCASTER  COUNTY  MEDI- 
CAL SOCIETY  - PAYMENT  DENIAL  EXPLANATION 
ON  MEDICARE  BENEFIT  STATEMENTS 

Resolution  #17  read  as  follows: 

WHEREAS,  HCFA'S  explanation  of  denied  pay- 
ments of  Medicare  medical  services  continue  to  cause 
problems  with  providers  and  patients,  and 

WHEREAS,  the  HCFA  explanation  of  required  medi- 
cal services  on  the  Medicare  benefit  statements  is 
misleading  and  confusing  when  payments  are  denied, 
and 

WHEREAS,  the  current  wording  on  Medicare  ben- 
efit statements  -"  . . . this  service  may  not  have  been 
medically  necessary  . . ."  would  be  clarified  by  the 
following  change  in  wording  to  ".  . . while  the  care  may 
be  necessary,  it  is  not  covered  by  Medicare  ...  or  is 
beyond  the  scope  of  Medicare  coverage,  albeit",  and 

WHEREAS,  this  suggestion  has  been  made  to  the 
Medicare  Carriers  in  Nebraska,  Iowa  and  Mississippi 
by  the  Medicare  Advisory  Committees  in  those  re- 
spective states; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  and  the  American  Medical  Asso- 
ciation lend  its  support  in  the  efforts  to  petition  HCFA 
to  change  the  wording  as  suggested. 

The  resolution  was  reviewed  and  felt  to  be  excel- 
lent in  achieving  a less  controversial  impact  in  word- 
ing. 

RECOMMENDATION: 

1 . That  the  word  "albeit"  be  stricken  from  the  third 
'WHEREAS". 

2.  That  the  resolution  be  adopted  a amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
carried. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #3  AS  A 
WHOLE.  I wish  to  thank  Doctors  Louis  Gogela,  Jr.  and 
Kevin  Nohner  for  their  work  on  this  committee.  Dr. 
Cornelius,  in  reference  to  Item  6 regarding  his  selec- 
tion as  Alternate  Delegate,  informed  the  House  that 
the  Board  had  exercised  its  fiscal  responsibility  and 
had  submitted  his  expenses  to  the  Wisconsin  Medical 
Society  for  payment.  The  House  then  adopted  the 
report  of  Reference  Committee  #3  as  a whole. 

Respectfully  submitted, 

Gordon  D.  Adams,  M.D.,  Chm.,  Norfolk 
Louis  J.  Gogela,  Jr.,  M.D.,  Lincoln 
Kevin  D.  Nohner,  M.D.,  Omaha 

Dr.  Meissner  assumed  the  podium. 

Reference  Committee  #4 

Reference  Committee  #4  considered  13  reports 
and  4 resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 
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1 REPORT  OFTHE  BOARD  OF  DIRECTORS,  ITEM#6, 
RESOLUTION  #6  (A94)  DUES  INCREASE 

This  resolution  directed  that  the  Association  only 
implement  dues  increases  after  carefully  examining 
finances  with  the  House  of  Delegates  determining 
that  a dues  increase  is  warranted.  The  Board  carefully 
evaluates  the  need  for  dues  increases  in  order  to  meet 
the  operating  expenses.  This  is  a reaffirmation  of  the 
existing  approach  to  determining  dues  for  the  NMA 
membership. 

RECOMMENDATION: 

1.  That  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
carried. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#8,  RESOLUTION  #8  (A94)  RESIDENCY  HOUSE 
OFFICER  NMA  REPRESENTATION 

This  resolution  directed  that  if  an  unaffiliated  resi- 
dency program  has  100%  membership  in  the  NMA, 
that  they  be  allowed  one  house  officer  seat  in  the 
NMA  House  of  Delegates.  This  resolution  was  adopted 
by  the  House  of  Delegates  at  A94  and  was  referred  to 
the  Commission  on  Association  Affairs  who  presents 
the  following  bylaw  amendment  for  approval  by  the 
House  of  Delegates. 

Chapter  VI.  Section  7.  A minimum  of  four 
delegates  representing  the  House  Officer  staff 
association  shall  be  entitled  to  hold  voting 
membership  in  the  House  of  Delegates.  No 
less  than  two  of  these  delegates  shall  be  elected 
from  the  Creighton  University  House  Staff 
Association  and  no  less  than  two  of  these 
delegates  shall  be  elected  from  the  House 
Officers  Association  of  the  University  Medical 
Center.  Provided  further  that  if  the  member- 
ship of  either  house  staff  association  exceeds 
50  members,  then  such  association  shall  be 
entitled  to  one  additional  delegate  for  each  50 
members  or  major  fraction  (50%)  thereof.  Such 
individuals  must  be  current  dues-paying  mem- 
bers. In  addition,  if  an  unaffiliated  residency 
program  has  100%  membership  in  the  Ne- 
braska Medical  Association,  it  will  be  provided 
one  house  officer  seat  in  the  House  of  Del- 
egates. House  officer  members  shall  not  be 
considered  members  of  a component  county 
medical  society  for  the  purpose  of  determin- 
ing the  number  of  delegates  to  which  a compo- 
nent county  medical  society  is  entitled. 

RECOMMENDATION: 

1.  That  the  Commission  on  Association  Affairs 
bylaw  amendment  for  unaffiliated  residency  program 
representation  in  the  House  of  Delegates  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#9,  RESOLUTION  #1 1 (A94)  RETIRED  PHYSICIANS 
VOLUNTEER  EFFORTS 

The  House  referred  this  resolution  to  the  Board 
which  called  on  the  Association  to  complete  negotia- 


tions with  the  St.  Paul  Company  to  allow  retired 
physicians  to  purchase  professional  liability  insurance 
coverage  at  a reduced  rate  in  order  to  volunteer  and 
provide  services  in  homeless  shelters.  The  St.  Paul 
Company's  filing  with  the  Department  of  Insurance 
was  approved  and  the  coverage  is  now  available 
(premium  approximately  $100  per  year).  The  Medical 
Liability  Mutual  is  apparently  developing  a similar 
product.  The  Medical  Protective  Company  has  been 
informed  of  the  Department  of  Insurance  action  and 
is  currently  studying  the  possible  provision  of  similar 
coverage. 

RECOMMENDATION: 

1.  That  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#10,  RESOLUTION  #12  (A94)  APPROPRIATE 
MEDICAL  CARE  DECISIONS 

This  resolution  was  adopted  by  the  House  of 
Delegates  at  A94.  It  called  on  the  Association  to 
investigate  the  practice  of  insurance  companies  mak- 
ing medical  decisions  remote  from  patients  and  di- 
rected the  Association  encourage  insurance  compa- 
nies to  refer  to  care  they  chose  not  to  reimburse  as 
cost/benefit  based  instead  of  care  which  is  inappropri- 
ate. This  resolution  was  referred  and  is  currently  being 
considered  by  the  NMA  Ad-Hoc  Committee  on  Health 
Care  Insurance  and  Medical  Delivery  Systems. 

RECOMMENDATION: 

1.  That  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#12,  RESOLUTION  #15  (A94)  NMA  GROUP 
HEALTH  INSURANCE  CARRIER 

This  resolution  directed  that  the  Association  Board 
of  Directors,  in  its  annual  review  of  the  group  health 
insurance  contract,  keep  provider  insurer  relationship 
concerns  in  mind  and  instructed  that  the  NMA  Presi- 
dent appoint  a committee  to  work  with  third-party 
payors  on  those  concerns  of  mutual  interest  that 
adversely  impact  patient/physician  relationships.  This 
resolution  was  referred  to  the  newly-appointed  NMA 
Ad-Hoc  Committee  on  Health  Care  Insurance  and 
Medical  Delivery  Systems  for  consideration,  and  mat- 
ters of  concern  were  presented  to  the  NMA  group 
health  insurance  carrier  when  the  renewal  for  the  next 
policy  year  was  considered. 

RECOMMENDATION: 

1 . That  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

6)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#14,  RESOLUTION  #17  (A94)  PHYSICIAN  DIRECTED 
MANAGEMENT  SERVICE  ORGANIZATION 
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This  resolution  empowered  the  Board  of  Directors 
to  proceed  expeditiously  to  study  the  value  and 
benefit  of  establishing  a medical  service  organization 
either  directly  or  indirectly  and  that  the  Board  report 
back  to  this  session  of  the  House  of  Delegates  on  its 
findings.  The  President  of  the  Association  contacted 
each  NMA  councilor  and  requested  information  on 
existing  or  planned  physician  organizations  of  any 
category  within  their  district.  A meeting  of  physicians 
directly  involved  in  these  activities  will  be  scheduled 
in  the  near  future.  The  Board  will  continue  to  address 
this  matter  and  inform  the  House  of  information  that 
it  accumulates. 

RECOMMENDATION: 

1 . This  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
carried. 

(7)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#18,  MEMBERSHIP 

The  Board  of  Directors  and  the  county  medical 
societies  continually  strive  to  increase  total  member- 
ship. So  far  in  1994,  the  Association  has  gained  99 
new  members  and  reinstated  5 former  members. 
There  are  currently  1 ,606  dues-paying  members  of  the 
Association  and  271  life  and  associate  members.  Our 
total  membership  is  1,878  which  comprises  64.2%  of 
Nebraska's  2,924  physicians. 

There  was  discussion  regarding  enhancement  of 
recruiting  efforts.  It  was  suggested  that  house  staff 
recruitment  be  targeted.  The  suggestion  was  made 
that  practice  management,  socioeconomic  and  legal 
seminars  may  be  an  enhancement  for  house  staff 
membership. 

RECOMMENDATION: 

1 . This  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
carried. 

(8)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#19,  NMA  BLUE  CROSS/BLUE  SHIELD  CROUP 
HEALTH  INSURANCE  PLAN 

The  Board  is  pleased  to  report  that  the  NMA 
endorsed  Blue  Cross/Blue  Shield  health  insurance 
plan  has  experienced  a highly-successful  financial 
year  and  there  will  be  no  rate  increase  for  the  next 
policy  year  which  begins  on  October  1,  1994.  An 
enhanced  drug  benefit  could  increase  premiums 
slightly  and  this  should  be  evaluated  by  each  partici- 
pant when  made  available  in  early  1995.  The  Board 
has  also  approved  the  addition  of  a PPO  Nebraska 
coverage  option  to  the  package  of  coverage  currently 
available  under  the  NMA  plan. 

Because  there  has  been  an  accumulation  of  excess 
premiums  over  disbursements  during  the  past  result- 
ing in  an  excess  of  approximately  $439,000  in  the 
NMA  Blue  Cross/Blue  Shield  plan,  it  is  anticipated  that 
there  may  be  a one-month  "premium  holiday"  during 
1995  should  the  settlement  amount  hold  through  the 
current  policy  year  ending  September  30,  1994. 

RECOMMENDATION: 

1.  That  this  item  be  filed. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(9) REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 

#29,  FINANCES 

The  NMA  1994  budget  is  $718,473,  This  reflected 
a 5.4%  increase  over  the  1993  budget.  The  Board 
spends  a considerable  amount  of  its  time  monitoring 
and  analyzing  the  Association's  financial  status,  relat- 
ing both  to  the  categories  of  income  and  to  the 
expenditures  necessary  to  operate  our  Association. 
The  Board  anticipates  that  the  Association  will  have  an 
estimated  cash  balance  on  December  31,  1994  of 
approximately  $46,200.  When  projecting  the  income 
and  expense  figures  for  1995,  it  is  anticipated  that 
there  could  be  a deficit  of  approximately  $50,000  by 
December  31,  1995.  In  order  to  address  this  situation, 
the  Board  will  continue  to  closely  monitor  the  expen- 
ditures of  the  Association  to  determine  that  all  dollars 
are  expended  in  the  most  efficient  manner  possible.  A 
parallel  approach  is  to  increase  the  number  of  dues- 
paying  members.  Non-dues  income  sources  such  as 
products  and  services  endorsed  by  the  Association, 
namely  the  Blue  Cross/Blue  Shield  group  health  insur- 
ance plan,  the  Bartling  and  Hinkle  collection  service, 
and  the  NMA  Visa  gold  card,  provide  revenue  to  the 
NMA. 

The  policy  of  the  Association  has  been  to  only 
request  a dues  increase  when  it  is  absolutely  neces- 
sary. The  Association's  dues  were  increased  by  $25  for 
the  1993  membership  year,  and  they  remained  the 
same  at  $360  for  1 994. 

Testimony  was  received  regarding  enhancing  ef- 
forts to  increase  the  membership.  The  importance  of 
identifying  the  advantages  of  membership  in  the  NMA 
to  prospective  members  was  discussed.  The  develop- 
ment of  additional  non-dues  sources  of  revenue  in- 
cluding the  producing  of  seminars  on  socio-economic 
issues  was  suggested. 

The  NMA  Board  proposes  a $30  per  member  dues 
increase  effective  January  1,  1995.  The  testimony 
regarding  the  dues  increase  appeared  to  be  in  support 
of  a dues  increase. 

RECOMMENDATION: 

1.  That  the  proposal  for  a $30  per  member  dues 
increase  effective  January  1,  1995  be  adopted. 

2.  That  the  remainder  of  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
carried. 

10)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#21,  ADDITIONAL  EMPLOYEE 

The  Board  approved  the  addition  of  a seventh 
employee  in  the  Association  office.  Subsequent  to  the 
addition  of  the  sixth  employee  in  1977,  the  activity 
level  of  the  Association  has  increased  substantially.  In 
1977,  the  NMA  had  1,518  members  and  there  are 
now  1,878  members.  The  Association's  budget  in 
1 977  was  $203,488  and  the  1 994  budget  is  $71  8,473 
which  directly  reflects  the  increased  activities  by  the 
Association's  commissions,  committees  and  other 
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organizational  bodies.  Testimony  received  acknowl- 
edges the  fact  that  there  has  been  significant  in- 
creased activity  of  the  Association  resulting  in  an 
increased  workload. 

RECOMMENDATION: 

1.  That  this  item  be  approved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  approved  this 
section  of  the  report. 

(1 1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#25,  TECHNICAL  ADVISORY  COMMITTEE 

Testimony  received  indicated  that  there  should  be 
one  medical  policy  advisory  committee  which  could 
be  made  available  to  any  insuring  entity  under  a fee 
arrangement.  There  was  support  for  expeditiously 
developing  a technical  advisory  committee  by  the 
NMA. 

RECOMMENDATION: 

1 . That  this  item  be  filed 

MR  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Cornelius  rose  in  opposition  to  the  "fee  arrangement" 
language.  He  stressed  the  importance  of  keeping  the 
lines  of  communication  open  with  insurance  compa- 
nies and  noted  that  only  one  request  had  been  re- 
ceived to  date.  Dr.  O'Leary  emphasized  the  impor- 
tance of  the  NMA  establishing  itself  as  a resource  for 
this  type  of  expertise  as  expeditiously  as  possible, 
including  broad  specialty  representation.  Dr.  Helmick 
stated  that  during  the  Ad-Hoc  Committee  on  Health 
Care  Insurance  and  Medical  Delivery  Systems  meet- 
ing, a representative  from  an  insurance  company  had 
indicated  that  technical  advice  is  sought  and  paid  for 
across  the  country  and  they  would  rather  pay  for  this 
advice  locally.  Dr.  Cornelius  differentiated  between  a 
technical  advisory  committee  and  a medical  directors 
advisory  committee  and  reiterated  the  importance  of 
providing  input.  Dr.  Paustian  explained  that  the  initial 
request  from  Blue  Cross  sought  input  from  physicians 
in  two  areas:  (1)  Research  activity  and  (2)  Certain 
circumstances  in  medical  care  considered  outliers. 
When  this  issue  was  discussed  at  the  committee's 
meeting,  the  question  of  whether  to  market  this  ser- 
vice was  raised.  The  consensus  of  the  committee  was 
that  at  the  least,  any  expenses  incurred  by  a physician 
serving  in  such  a capacity  should  be  reimbursed.  Dr. 
Krynn  Buckley  stated  that  physicains  are  already  being 
approached  to  serve  in  this  capacity  and  that  there  is 
no  shame  in  being  paid  for  these  services.  The  House 
then  adopted  this  section  of  the  report. 

(12)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#26,  PRACTICE  PARAMETERS 

The  Board  received  a recommendation  from  the 
PRO  that  the  Association  be  involved  in  the  review 
and  consideration  of  various  practice  parameters  as 
they  are  proposed.  It  was  suggested  that  a specific 
committee  be  established  for  this  purpose  or  that  this 
could  be  assigned  to  the  technical  advisory  commit- 
tee. There  appeared  to  be  strong  support  for  develop- 
ment of  an  NMA  review  panel  for  practice  parameters 
to  be  established  in  the  near  future. 

RECOMMENDATION: 


1.  That  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(13)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#40,  NOMINATIONS  AND  APPOINTMENTS 

This  item  was  received  for  information.  The  NMA 
encourages  members  who  are  interested  in  serving 
on  state  boards  and  committees  to  various  groups 
inside  and  outside  of  state  government  to  inform  the 
executive  director  of  the  NMA  of  their  willingness  to 
serve. 

RECOMMENDATION: 

1 . That  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(14)  RESOLUTION  #1  - HALL  COUNTY  MEDICAL 
SOCIETY  - BYLAWS  AMENDMENT  TO  ALLOW 
VA  HOSPITAL  PHYSICIANSTO  JOIN  ASSOCIATION 
WITHOUT  VALID  NEBRASKA  LICENSE 

Resolution  #1  read  as  follows: 

WHEREAS,  the  Association  wishes  to  be  broadly 
representative,  and 

WHEREAS,  the  Bylaws  stipulate  a current  Nebraska 
state  license,  and 

WHEREAS,  practitioners  at  Veterans  Administra- 
tion Hospitals  practice  at  these  facilities  by  virtue  of  a 
valid  license  from  any  state; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Association 
extend  an  invitation  to  participate  to  these  physicians, 
and 

BE  IT  FURTHER  RESOLVED,  that  the  Bylaws  be 
amended  to  permit  physicians  practicing  at  VA  institu- 
tions within  the  State  of  Nebraska  to  join  the  Associa- 
tion by  virtue  of  any  valid  state  license  to  practice  so 
long  as  their  primary  station  remains  within  the  state. 

Currently,  the  Nebraska  Medical  Association  by- 
laws require  that  a physician  have  an  unrestricted 
license  in  order  to  be  a member  of  the  Association. 
Testimony  was  received  concerning  the  long-term 
ramifications  of  permitting  physicians  who  are  not 
licensed  in  the  State  of  Nebraska  to  belong  to  the 
Nebraska  Medical  Association.  The  testimony  received 
was  primarily  opposed  to  amending  the  bylaws  to 
permit  physicians  who  are  practicing  at  institutions 
within  the  State  of  Nebraska  and  who  do  not  have  a 
Nebraska  license  to  become  members  of  the  NMA.  It 
was  pointed  out  that  any  physician  who  qualifies  for 
and  possesses  a license  to  practice  medicine  and 
surgery  in  the  State  of  Nebraska  can  be  considered  for 
membership  in  the  NMA. 

RECOMMENDATION: 

1.  That  Resolution  #1  not  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
carried. 
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(16)  RESOLUTION  #6  - LANCASTER  COUNTY  MEDI- 
CAL SOCIETY  - QUALITY  ADVOCACY  & RESO- 
LUTION #12  - METRO  OMAHA  MEDICAL  SOCI- 
ETY - NATIONAL  COMMITTEE  ON  QUALITY 
ASSURANCE 

Resolution  #6  read  as  follows: 

WHEREAS,  quality,  utilization  and  cost  are  leading 
issues  as  the  health  care  system  continues  to  change, 
and 

WHEREAS,  quality  and  cost  effectiveness  are  key 
elements  in  services  provided  in  health  care  plans,  and 

WHEREAS,  those  managing  quality  and  cost  effec- 
tiveness appropriately,  will  emerge  as  leaders  in  health 
care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  educate  their  physician  mem- 
bers regarding  quality  improvement  including  out- 
come, performance,  process  and  other  measures  such 
as  those  developed  by  the  National  Committee  on 
Quality  Assurance  (NCQA). 

Resolution  #12  read  as  follows: 

WHEREAS,  Managed  Care  Organizations  are  be- 
coming a major  influence  in  health  care  delivery,  and 

WHEREAS,  a Managed  Care  Organization  strives 
to  be  accredited  by  the  National  Committee  on  Qual- 
ity Assurance  (NCQA)  in  order  to  market  their  product 
to  major  employers,  and 

WHEREAS,  NCQAs  protocols  and  guidelines  have 
a significant  impact  upon  how  a physician  delivers 
care  within  his/her  office; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  educate  their  members  about 
NCQA  requirements  and  how  they  will  affect  their 
office  practice,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  direct  the  American  Medical 
Association  to  continue  to  take  a role  in  modifying 
and  monitoring  those  NCQA  protocols  which  impact 
upon  a physician's  practice. 

Because  of  a similarity  of  the  two  resolutions,  there 
was  a general  consensus  that  the  two  resolutions 
intent  was  best  reflected  in  Resolution  #12.  The 
importance  of  educating  the  members  of  the  NMA 
regarding  quality  improvement  including  outcome, 
performance,  process  and  other  measures  was  dis- 
cussed. There  was  favorable  testimony  that  this  activ- 
ity should  be  directed  at  the  state  level  as  well  as  at  the 
national  level.  Currently,  there  are  several  organiza- 
tions including  the  National  Committee  on  Quality 
Assurance  (NCQA),  JCAHO,  and  HEDIS,  and  others, 
that  are  developing  protocols  and  guidelines. 

RECOMMENDATION: 

1.  That  Resolution  #6  not  be  adopted. 

2.  That  Resolution  #12  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Cornelius  suggested  that  rather  than  not  adopting 
Resolution  #6,  the  recommendation  be  worded  to 
state  "That  Resolution  #12  be  adopted  in  lieu  of 
Resolution  #6".  Dr.  Dvorak  agreed  to  this  change. 


Question  was  raised  as  to  whether  this  was  proper 
parliamentary  procedure.  Dr.  Cornelius,  as  Parliamen- 
tarian, stated  that  if  resolutions  are  considered  to- 
gether, such  treatment  is  permissible.  The  House  then 
adopted  this  section  of  the  report  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #4  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

I wish  to  thank  Doctor  Krynn  Buckley  and  Doctor 
Susanne  Eilts  for  serving  on  this  reference  committee 
and  assisting  in  the  preparation  of  this  report. 

Respectfully  submitted, 

Allen  D.  Dvorak,  M.D.,  Chm.,  Omaha 
Krynn  K.  Buckley,  M.D.,  Lincoln 
Susanne  E.  Eilts,  M.D.,  Omaha 

Reference  Committee  #5 

Reference  Committee  #5  considered  10  reports 
and  5 resolutions.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(1 )  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#3,  RESOLUTION  #3,  (A94)  ANY  WILLING  PRO- 
VIDER LEGISLATION,  RESOLUTION  #10  (A94) 
WILLING  PROVIDER  AND  PATIENT  FREEDOM  OF 
CHOICE,  RESOLUTION  #13  (A94)  WILLING  PRO- 
VIDERS. 

Significant  testimony  was  not  heard  in  reference  to 
this  item. 

RECOMMENDATION: 

1.  Your  committee  recommends  that  this  item  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OFTHE  BOARD  OF  DIRECTORS,  ITEM  #7 
(A94)  COST  OF  SUBPOENAED  RECORDS 

No  testimony  was  given  in  reference  to  this  item. 

RECOMMENDATION: 

1.  We  recommend  that  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#23,  COMMUNITY  HEALTH  SERVICES 

No  testimony  was  given  in  reference  to  this  item. 

RECOMMENDATION: 

1.  We  recommend  that  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  house  adopted  this 
secion  of  the  report. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#32,  PHYSICIAN  LICENSURE/DISCIPLINE 

No  testimony  was  given  in  reference  to  this  item. 

RECOMMENDATION: 

1.  We  recommend  that  this  item  be  filed. 
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MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 

#33,  BLUE  CROSS/BLUE  SHIELD  CLINICAL  LAB 

POLICY 

Information  was  given  that  this  was  forwarded  to 
the  Ad-Hoc  Committee  on  Health  Care  Insurance  and 
Medical  Delivery  Systems  and  the  proposed  policy  is 
on  hold. 

RECOMMENDATION: 

1.  We  recommend  that  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  REPORT  OF  THE  BOARD  OF  EXAMINERS  IN  MEDI- 
CINE & SURGERY 

Testimony  was  heard  from  the  Chairman,  Philip  S. 
Metz,  M.D.,  and  from  his  testimony  we  propose  the 
following: 

RECOMMENDATIONS: 

1.  That  the  NMA  disseminate  to  the  members  the 
report  by  Mr.  Doug  Curry  in  the  Nebraska  Health  Law' 
Digest. 

2.  That  the  Report  of  the  Board  of  Examiners  in 
Medicine  & Surgery  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  OUR 
REPORT.  The  House  adopted  this  section  of  the 
report. 

(7)  REPORT  OF  THE  STATE  DEPARTMENT  OF  HEALTH 

Lengthy  testimony  was  heard  in  reference  to  this 
report.  Dr.  Mark  Horton  was  in  attendance  and  gave 
a well-detailed  testimony.  Also  testimony  was  heard  in 
reference  to  the  VFC.  Highlights  of  Dr.  Horton's 
testimony  included  HIV  reporting  in  reference  to  LB 
819.  Dr.  Horton  stated  that  the  Health  Department 
would  be  willing  to  work  with  the  Association  on 
further  details  in  reference  to  this.  The  Uniform 
Licensure  Law  generated  a considerable  amount  of 
discussion.  It  was  revealed  that  Dr.  Horton  is  asking 
for  a moratorium  in  the  1 995  session  of  the  Legislature 
for  any  new  bills  dealing  with  licensure.  This  was  felt 
by  those  members  in  attendance  at  the  Reference 
Committee  to  be  a well-conceived  idea.  A long  discus- 
sion was  again  evoked  in  reference  to  the  x-ray  system 
operators  and  limited  x-ray  system  operators  in  refer- 
ence to  the  1987  Radiation  Control  Act.  Testimony 
was  heard  from  the  physician  members  that  patients 
could  suffer  if  x-rays  are  not  available  to  those  patients 
in  their  practices.  Dr.  Horton  was  optimistic  that  the 
resolution  will  come  and  that  legislation  will  be  intro- 
duced in  the  1995  Session  will  help  resolve  this  issue. 
He  felt  confident  that  we  will  "get  there"  in  resolving 
this  ongoing  and  frustrating  problem.  He  made  refer- 
ence to  the  vaccines  for  children  program.  Testimony 
was  received  from  pediatricians  about  their  contin- 
ued concerns  of  being  able  to  administer  vaccines  in 
their  offices  rather  than  in  heath  clinics,  and  the 
problems  presented  to  the  patient  who  receives  their 
vaccines  from  health  clinics. 


RECOMMENDATION: 

1.  We  recommend  that  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Cornelius  asked  whether  Dr.  Horton  had  explained 
the  Department  of  Health's  reasons  for  forcing  the 
issue  regarding  limited  x-ray  system  operators.  Dr. 
Michels  rose  and  spoke  on  behalf  of  the  Nebraska 
Academy  of  Family  Physicians  and  stated  that  the 
Academy  was  not  as  optimistic  as  Dr.  Horton  that  this 
issue  could  be  resolved  and  that  the  main  reason  that 
the  Department  of  Health  had  forced  the  issue  was  to 
avoid  a lawsuit  threatened  by  the  rad  techs.  Dr. 
Michels  informed  the  House  that  the  Academy  planned 
to  introduce  legislation  in  the  next  session  of  the 
Unicameral  to  address  this  issue  and  asked  for  the 
NMA's  support.  Dr.  Klutman  informed  the  House  that 
according  to  legal  counsel,  any  citations  or  reports 
issued  by  the  Department  of  Health  could  be  appro- 
priately filed  and  injunctions  would  be  granted  until 
this  issue  is  resolved.  Dr.  Loschen  stressed  the  impor- 
tance of  continuing  dialogue  with  the  Department  of 
Health.  The  House  then  adopted  this  section  of  the 
report. 

(8)  REPORT  OF  THE  COMMISSION  ON  LEGISLA- 
TION & GOVERNMENTAL  AFFAIRS 

No  testimony  was  heard  in  reference  to  this  report. 

RECOMMENDATION: 

1.  We  recommend  that  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(9)  REPORT  OF  THE  NMA  RADIATION  SAFETY 
WORKING  CROUP 

Testimony  was  dovetailed  into  the  testimony  given 
on  the  Radiation  Safety  Act  of  1 987  in  the  Department 
of  Health  Report  and  again  frustration  was  voiced  by 
the  physician  members  in  attendance.  No  further  light 
was  shed  on  this  problem  at  this  point. 

RECOMMENDATION: 

1.  We  recommend  that  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(10)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  CARE  INSURANCE  AND  MEDICAL 
DELIVERY  SYSTEMS 

Testimony  was  not  heard  as  to  this  report. 
RECOMMENDATION: 

1.  We  recommend  that  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(11)  RESOLUTION  #5  - LANCASTER  COUNTY  MEDI- 
CAL SOCIETY  - PATIENT  PROTECTION  ACT  AND 
RESOLUTION  #9  - METRO  OMAHA  MEDICAL 
SOCIETY  - PATIENT  FREEDOM  OF  CHOICE 
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Resolution  #5  read  as  follows: 

WHEREAS,  the  American  Medical  Association  has 
placed  a major  emphasis  on  choice  to  accomplish  a 
more  cost-effective  health  care  delivery  system,  and 

WHEREAS,  the  American  Medical  Association  be- 
lieves that  the  ideal  health  care  system  maximizes 
opportunity  for  consumer  choice  in  every  area  — 
choice  of  physician,  choice  of  health  plan  and  choice 
of  medical  treatment,  and 

WHEREAS,  the  American  Medical  Association  has 
developed  and  introduced  the  "Patient  Protection 
Act"  into  federal  legislation; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  incorporate  the  principles  and 
suitable  language  of  the  American  Medical 
Association's  Patient  Protection  Act  into  new  state 
legislation  that  pertains  to  protection  of  consumer 
choice,  certification  of  managed  care  plans  and  utili- 
zation review  programs,  choice  requirements  for  point- 
of-service  plans  and  choice  of  health  plans  for  enroll- 
ment, and 

BE  IT  FURTHER  RESOLVED,  that  this  legislation  be 
introduced  to  the  Nebraska  Unicameral  in  the  1995 
session. 

Resolution  #9  read  as  follows: 

WHEREAS,  several  resolutions  were  presented  to 
the  Nebraska  Medical  Association's  House  of  Del- 
egates at  the  Spring  1994  meeting  concerning  Willing 
Provider  Legislation,  and 

WHEREAS,  the  problems  that  led  to  those  resolu- 
tions still  exist; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  continue  to  work  on  reintroduc- 
tion of  Patient  Freedom  of  Choice  legislation  in  the 
1995  Nebraska  Unicameral,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  continue  to  find  other  organiza- 
tions and  patients  who  are  willing  to  contact  their 
state  senators  and  testify  at  legislative  hearings  in 
favor  of  a "willing  provider  and  patient  freedom  of 
choice"  bill. 

Testimony  was  heard  in  reference  to  Resolution 
#5,  and  Resolution  #9.  It  was  felt  by  the  Reference 
Committee  that  the  intent  of  Resolution  #9  is  the  same 
as  that  of  Resolution  #5. 

RECOMMENDATIONS: 

1 . We  recommend  that  Resolution  #5  be  adopted. 

2.  We  recommend  that  Resolution  #9  not  be 
adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Cornelius  suggested  that  the  recommendation  be 
changed  to  read  "We  recommend  that  Resolution  #5 
be  adopted  in  lieu  of  Resolution  #9".  Dr.  Reed  agreed 
to  this  change  and  the  House  then  adopted  this 
section  of  the  report  as  amended. 

(12)  RESOLUTION  #10  - METRO  OMAHA  MEDICAL 
SOCIETY  - PATIENT  PROTECTION  ACT 

Resolution  #10  read  as  follows: 


WHEREAS,  the  American  Medical  Association  has 
articulated  strong  policy  positions  on  patient  access 
to  care  and  is  calling  for  regulation  of  managed  care 
plans  to  assure  fairness  to  patients  and  providers,  and 

WHEREAS,  the  American  Medical  Association  Pa- 
tient Protection  Act  would  require  managed  care 
plans  to  provide  prospective  enrollees/patients  with 
information  regarding  plan  terms  and  conditions  of 
the  plan  to  allow  informed  decisions  about  accepting 
a certain  system  of  health  care  delivery,  and 

WHEREAS,  the  standards  specifically  must  include 
requirements  for  information  to  be  provided  on:  1) 
coverage  provisions  and  exclusions;  2)  prior  authori- 
zation or  other  review  requirements;  3)  financial 
arrangements  that  would  limit  the  services  offered, 
restrict  referral  options,  and  established  incentives 
not  to  deliver  certain  services;  4)  plan  limitations  and 
the  impact  of  any  limitations  upon  an  enrollee;  5)  loss 
ratios;  and  6)  enrollee  satisfaction  statistics,  and 

WHEREAS,  plans  would  also  be  required  to  demon- 
strate that  they  have  adequate  access  to  physicians 
and  other  providers,  and  that  they  meet  financial 
reserve  requirements; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Legislative 
Committee  of  the  Nebraska  Medical  Association  re- 
view the  American  Medical  Association's  Patient  Pro- 
tection Act  and  incorporate  it  into  any  state  legislation 
that  pertains  to  managed  health  care  plans. 

Testimony  was  heard  that  in  addition  to  the  subject 
identified  as  the  Patient  Protection  Act,  it  could  also 
be  known  as  the  "truth  in  advertising"  resolution.  No 
further  testimony  was  given.  Only  positive  testimony 
was  heard. 

RECOMMENDATION: 

1 . We  recommend  that  Resolution  #10  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
carried. 

(13)  RESOLUTION  #1 1 - METRO  OMAHA  MEDICAL 
SOCIETY  - QUALITY  ASSURANCE 

Resolution  #11  read  as  follows: 

WHEREAS,  there  are  a growing  number  of  patient 
care  activities  being  performed  at  free  standing  facili- 
ties and  at  physician  offices,  and 

WHEREAS,  it  is  in  the  best  interest  of  the  commu- 
nity as  a whole  to  maintain  the  highest  possible  quality 
of  medical  care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  request  the  Nebraska  State  Leg- 
islature provide  protection  and  safeguards  to  physi- 
cians performing  quality  assurance  activities  in  their 
practices. 

Discussion  was  heard  from  members  of  the  Asso- 
ciation in  reference  to  Resolution  #11.  While  the 
committee  agreed  somewhat  with  the  intent  of  the 
resolution,  it  was  felt  it  should  be  referred  to  the 
Board. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
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the  resolution  be  forwarded  to  the  Board  of  Directors 
for  further  consideration. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(14)  RESOLUTION  #15  - CHEYENNE-KIMBALL-DEUEL 
COUNTY  MEDICAL  SOCIETY  - LIMITED  X-RAY  SYS- 
TEM OPERATOR  EDICT 

Resolution  #15  read  as  follows: 

WHEREAS,  the  Nebraska  Legislature  mandated  a 
course  of  instruction  of  16  hours  for  limited  x-ray 
system  operators  for  public  safety  reasons,  and 

WHEREAS,  the  Nebraska  Department  of  Health 
has  determined  that  a course  of  100  hours  is  neces- 
sary for  this  certification  and  has  refused  to  approve 
any  courses  of  16  hours,  and 

WHEREAS,  the  Director  of  Health  promised  the 
NMA  that  the  Department  would  not  enforce  the 
regulations  until  adequate  courses  of  instruction  were 
available  at  a reasonable  cost  but  recently  determined 
that  two  courses  in  Omaha  and  a $700  correspon- 
dence course  in  Scottsbluff  constituted  adequate 
courses  of  instruction  for  the  entire  state,  and 

WHEREAS,  this  edict  represents  another  require- 
ment that  further  reduces  the  attractiveness  of  medi- 
cal practice  in  rural  and  frontier  Nebraska  towns  and 
will  further  limit  the  public's  access  to  diagnostic 
services; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  pro- 
test this  unfair  decision  on  the  part  of  the  Nebaska 
Department  of  Health  which  circumvents  the  intent  of 
the  Legislature,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  support 
legislation  which  would  require  the  Department  of 
Health  to  cancel  this  most  recent  edict  and  to  develop 
reasonable  requirements  for  limited  x-ray  system  op- 
erator courses  of  instruction  and  certification  which 
meet  the  needs  of  Nebraska's  citizens  and  not  further 
limit  access  to  diagnositc  x-rays  for  persons  in  rural 
areas. 

Discussion  in  reference  to  this  was  felt  to  be  part  of 
the  continuing  and  ongoing  discussion  in  reference  to 
the  limited  x-ray  system  operator  law.  It  was  felt  that 
this  is  a well-worded  resolution. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  the 
resolution  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  ! MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  #5  AS  A 
WHOLE.  This  was  adopted. 

Respectfully  submitted, 

John  L.  Reed,  M.D.,  Chm.,  Lincoln 
Chris  E.  Wilkinson,  M.D.,  Kearney 
Peter  J.  Whitted,  M.D.,  Omaha 

I would  like  to  express  my  appreciation  to  the 
members  of  Reference  Committee  #5  for  their  consid- 
erable help. 


Reference  Committee  #6 

Reference  Committee  #6  considered  10  reports 
and  1 resolution.  The  Reference  Committee  submits 
the  following  report  and  recommendations. 

(1 ) REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #4, 
RESOLUTION  #4  (A94)  BREAST  CANCER  EDUCA- 
TION; REPORT  OFTHE  BOARD  OF  DIRECTORS,  ITEM 
#5,  RESOLUTION  #5  (A94)  PHYSICIAN  EDUCATION, 
BREAST  CANCER;  REPORT  OF  THE  BOARD  OF  DI- 
RECTORS, ITEM  #30,  HEALTH  QUEST;  REPORT  OF 
THE  BOARD  OF  DIRECTORS,  ITEM  #31,  "EVERY 
WOMAN  MATTERS"  PROJECT;  REPORT  OF  THE  COM- 
MISSION ON  PUBLIC  AFFAIRS 

Collectively,  these  items  were  very  similar  in  nature 
and  addressed  the  same  scope  of  material  and  there- 
fore were  considered  together.  Your  reference  com- 
mittee noted  the  activities  of  the  Commission  on 
Public  Affairs  which  has  addressed  the  breast  cancer 
screening  program,  physician  education  on  breast 
cancer,  the  Health  Quest  program  at  the  Nebraska 
State  Fair  and  the  "Every  Woman  Matters"  Project.  No 
testimony  was  heard  concerning  these  items. 

RECOMMENDATION: 

1 . We  recommend  that  the  Report  of  the  Board  of 
Directors,  Items  #4,  #5,  #30,  and  #31  be  filed. 

2.  We  recommend  that  the  Report  of  the  Commis- 
sion on  Public  Affairs  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #11, 
RESOLUTION  #14  (A94)  PROHIBITION  OF  SMOK- 
ING IN  PUBLIC  PLACES 

No  discussion  was  heard  concerning  this  report. 
The  resolution  calls  on  the  Association  to  support  any 
and  all  state  and  federal  initiatives  to  ban  smoking  in 
public  places  with  the  emphasis  being  on  health  care 
facilities. 

RECOMMENDATION: 

1 . We  recommend  that  Item  #1 1 of  the  Report  of 
the  Board  of  Directors  concerning  Resolution  #14 
(A94)  prohibition  of  smoking  in  public  places  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#29,  PREVENTIVE  LAW  SEMINAR 

Testimony  was  heard  from  those  who  had  attended 
the  seminar.  Comments  were  largely  positive  con- 
cerning the  material  presented.  It  is  hoped  that  the 
Association  will  endorse  similar  seminars  in  the  future. 

RECOMMENDATION: 

1 . We  recommend  that  the  Report  of  the  Board  of 
Directors,  Item  #29,  concerning  the  preventive  law 
seminar  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SETION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 
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(4)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  HEALTH 

EDUCATION 

An  addendum  to  the  report  of  this  committee  was 
distributed  to  your  reference  committee.  Discussion  was 
received  concerning  the  activities  of  this  committee.  Con- 
tact has  been  made  with  the  Division  Director  of  Health 
Promotions  and  other  appropriate  representatives  of  the 
Nebraska  Department  of  Health  to  discuss  how  the  two 
committees  might  work  together  for  the  purpose  of  en- 
hancing health  education  in  the  schools  of  Nebraska.  A 
publication  from  the  American  Medical  Association  en- 
titled, "Culturally  Competent  Health  Care  for  Adolescents: 
A Guide  for  Primary  Care  Providers",  is  available  for 
purchase  as  an  aid  to  health  care  curriculum.  Copies  of  this 
publication  are  expected  to  be  made  available  in  the 
Association  office  for  perusal  by  anyone  interested.  Dis- 
cussion was  also  received  concerning  the  definition  of 
"consultant"  to  public  schools.  It  is  the  Committee  on 
Health  Education's  stand  that  this  includes  any  person 
from  the  medical  profession  (or  for  that  matter,  other 
professionals)  who  give  of  their  time  voluntarily  or  perhaps 
on  a paid  basis  to  participate  in  health  education  in  the 
schools.  Many  members  of  the  Nebraska  Medical  Associa- 
tion have  very  willingly  and  graciously  donated  their  time 
and  talents  along  this  line  for  many  years.  It  is  the  feeling 
of  this  reference  committee  that  such  activity  should 
definitely  be  encouraged  and  continued  by  the  physicians 
of  this  state  wherever  possible. 

RECOMMENDATION: 

1 . We  recommend  that  the  Report  of  the  Ad-Hoc 
Committee  on  Health  Education  and  its  addendum  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  LOW 

LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Brief  discussion  was  heard  concerning  the  activi- 
ties of  this  committee.  It  was  noted  that  in  possible 
restructuring  of  the  Nebraska  Medical  Association's 
committees  that  the  activity  of  this  particular  commit- 
tee might  in  fact  be  expanded.  The  reference  commit- 
tee feels  very  strongly  that  a panel  of  physicians 
knowledgeable  on  such  subjects  should  definitely  be 
active  and  continue  to  monitor  this  very  important 
issue. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
the  report  of  the  Ad-Hoc  Committee  on  Low  Level 
Radioactive  Waste  Disposal  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(6)  REPO RT  OF  THE  AD-HOC  COMMITTEE  ON 

MATERNAL  AND  CHILD  HEALTH 

Considerable  discussion  was  heard  concerning  the 
activities  of  this  committee.  It  was  noted  that  at  the 
present  time,  the  Department  of  Health  is  deeply 
involved  in  an  upgrade  of  their  computer  system 
which  will  better  enable  the  retrieval  of  data.  It  was 
noted  that  the  Bureau  of  Vital  Statistics  will  need  to  be 
involved  in  the  retrieval  of  such  data  so  that  confi- 
dentiality may  be  maintained.  The  primary  purpose  of 


this  data  is  focused  on  education  and  in  no  way  is 
meant  to  be  used  for  sanctioning,  or  to  be  provided  as 
any  form  of  evidence.  The  committee  is  working  in 
five  year  blocks.  They  are  presently  doing  an  in-depth 
study  of  fetal  deaths.  When  this  study  is  completed,  it 
is  the  intention  of  the  committee  to  do  an  in-depth 
neonatal  survey.  Cooperation  from  the  physicians  of 
the  state  has  been  excellent.  The  committee  also 
intends  to  continue  monitoring  referral  patterns  from 
Level  I hospitals  to  appropriate  consulting  facilities 
should  the  need  arise.  Your  Reference  Committee 
again  wishes  to  commend  Dr.  Bausch  and  his  group 
for  their  very  fine  work. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  RESOLUTION  #16  - GREATER  NEBRASKA  CAUCUS  - 

NMA  ENDORSEMENT  OF  THE  COMMISSION  ON 

OFFICE  LABORATORY  ACCREDITATION  (COLA) 

Resolution  #16  read  as  follows: 

WHEREAS,  the  Commission  on  Office  Laboratory 
Accreditation  (COLA)  is  the  only  non-profit  education 
and  accreditation  organization  for  the  physician  of- 
fice laboratory,  and 

WHEREAS,  COLA  was  established  by  the  American 
Medical  Association,  the  American  Academy  of  Fam- 
ily Physicians,  the  College  of  American  Pathologists, 
and  the  American  Society  of  Internal  Medicine,  and 

WFHEREAS,  COLA  is  deemed  by  the  Health  Care 
Financing  Administration  (HCFA)  to  be  an  alternative 
to  CLIA-88,  and 

WHEREAS,  physicians  with  office  laboratories  can 
comply  with  CLIA-88  standards  through  COLA  ac- 
creditation, and 

WHEREAS,  in  most  instances  COLA  accreditation 
will  be  less  expensive  for  the  office  laboratories  than 
CLIA  certification  through  the  state  health  depart- 
ment, and 

WHEREAS,  the  COLA  accreditation  program  in- 
cludes an  educational  component  for  office  labora- 
tory personnel  which  assures  that  the  data  generated 
by  COLA-approved  laboratories  is  not  only  in  compli- 
ance with  CLIA  standards,  but  also  is  of  excellent 
quality,  and 

WHEREAS,  the  Nebraska  Legislature  has  upheld  a 
moratorium  on  the  implementation  of  LB  551,  the 
Nebraska  Laboratory  Accreditation  bill,  in  favor  of  the 
implementation  of  CLIA-88  in  Nebraska  in  lieu  of 
Nebraska's  own  laboratory  bill; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  (NMA)  endorse  the  accredita- 
tion for  office  laboratories  of  the  Commission  on 
Office  Laboratory  Accreditation,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  publi- 
cize information  about  COLA  and  encourage  all  phy- 
sicians who  own  or  operate  office  laboratories  to  seek 
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accreditation  through  COLA  as  their  private  peer- 
reviewed  alternative  to  CLIA  and  state  licensure. 

Testimony  favorable  to  the  adoption  of  this  resolu- 
tion was  received.  The  COLA  program  is  endorsed  by 
the  American  Medical  Association  and  the  American 
Academy  of  Family  Practice  and  is  currently  used  by 
many  office  laboratories  in  the  state. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  that 
Resolution  #16  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #6  AS  A 
WHOLE.  This  was  adopted  by  the  House. 

I wish  to  thank  Drs.  Elvin  Brown  and  Larry  Ruth  for 
their  help  on  this  committee. 

Respectfully  submitted, 

Edward  A.  Holyoke,  Jr.,  M.D.,  Chm.,  Omaha 
Eivin  G.  Brown,  M.D.,  Hastings 
Larry  D.  Ruth,  M.D.,  Lincoln 


Dr.  Cornelius  expressed  surprise  at  the  dichoto- 
mous positions  taken  by  the  Department  of  Health,  on 
the  one  hand  pushing  for  independent  practice  for 
nurse  practitioners  and  physician  assistants  and  then 
on  the  other  hand,  saying  that  nurses  are  not  qualified 
to  take  x-rays. 

Dr.  Meissner  called  for  any  unfinished  business.  Dr. 
Fosnaugh,  on  behalf  of  the  Lancaster  County  Medical 
Society,  nominated  Dr.  R.  Michael  Norris  of  Lincoln  to 
attend  the  1995  AMA  Leadership  Conference.  The 
House  was  informed  that,  in  addition  to  Dr.  Norris,  the 
President-Elect  of  the  NMA  and  one  staff  person 
would  also  attend.  The  House  then  elected  Dr.  Norris 
as  an  NMA  representative  to  the  1995  AMA  Leader- 
ship Conference. 

Dr.  Klutman  announced  that  Dr.  Darroll  Loschen  of 
York  had  been  named  Family  Physician  of  the  Year  by 
the  Nebraska  Academy  of  Family  Physicians.  Follow- 
ing Dr.  Loschen's  recognition,  the  House  adjourned. 
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Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

David  H Filipi,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

J.A.  Grubbe,  M.D Lincoln 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W I.angvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  Pitsch,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M D , Board  Liaison  York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M D.,  Chairholder Omaha 

Robert  F Shapiro,  M D . Board  Liaison  Lincoln 

David  L Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M D Lincoln 

Roger  H Meyer,  M.D Utica 

George  W Orr,  M I) Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A Hartman,  Jr.,  M.D.,  Chairholder Omaha 

David  L Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E Jackson,  M.D Pawnee  City 

Tamara  R Johnson,  M.D Cambridge 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON 
AMBULATORY  SURGICAL  CENTER  REGULATIONS 

Richard  H Meissner,  M.D.,  Chairholder Omaha 

Joel  T Johnson,  M.D Kearney 

Sushil  S.  Lacy,  M.D Lincoln 

Kenneth  J.  Maxwell,  M.D Omaha 

Trent  W Quinlan,  M.D Omaha 

John  R.  Varvel,  M.D Lincoln 

NMA  RADIATION  SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D,  Chairholder York 

Charles  A Dobry,  M.D Omaha 

Allen  D Dvorak,  M.D Omaha 

Ronald  W Klutman,  M.D Columbus 

Robert  H.  Mclntire,  M.D Omaha 

Frederick  F.  Paustian,  M D Omaha 

Joseph  M Stavas,  M D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E Brookhouser,  M.D,  Chairholder Omaha 

Charles  F Damico,  M.D,  Board  Liaison  Hastings 


Robert  L Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D  Grand  Island 

Byron  M Dillow,  M.D Fremont 

Charles  A Dobry,  M.D Omaha 

Bruce  E Gfeller,  M.D Lincoln 

Stacey  D Goodrich,  M D Tecumseh 

Robert  L Kruger,  M D Omaha 

Richard  L O'Brien,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D  , Chairholder Grand  Island 

Robert  G Osborne,  M.D  , Board  Liaison Lincoln 

Joseph  R Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 
Darroll  J Loschen,  M.D,  Chairholder  York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A Blatny,  M.D Fairbury 

Verlin  K Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F.  Paustian,  M.D.,  NMA  Chairholder  Omaha 

Charles  F Damico,  M I),  Board  Liaison  Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D Nohner,  M.D Omaha 

Donald  J Pavelka,  M I) Omaha 

Dwaine  J Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Frederick  F.  Paustian,  M.D.,  NMA  Chairholder Omaha 

Gordon  D Adams,  M.D Norfolk 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W  Basler,  M D,  Chairholder  Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

David  E.  Borg,  M.D Falls  City 

Suzanne  W Braddock,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

William  R Palmer,  M.D Omaha 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

David  H Filipi,  M D , Chairholder Omaha 

David  R.  Little,  M.D,  Board  Liaison  Hastings 

Elvin  G Brown,  M I) Hastings 

William  E Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O Wahl,  MI),  Chairholder Omaha 

Chris  C.  Caudill,  M.D,  Board  Liaison  Lincoln 

Allen  1)  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M I) Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R Schenken,  M.D  Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 
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13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN 


^ GRAND  ISLAND 

^ CLINIC  INC 

1308-382-1100 

2444  W.  FAIDLEY  AVE. 

Phone  ANSWERED  24  HOURS 

PEDIATRICS 

FAMILY  PRACTICE 

Agnes  Gomes,  M.D. 

William  J.  Lawton,  M.D. 

Karen  M.  Higgins,  M..D. 

Ken  Landin.  M.D. 

OBSTETRICS  - GYNECOLOGY  Larry  j Marsha||,  M g 

Barton  D.  Urbauer.  M.D. 

John  P.  Reilly,  M.D.  Stephen  L O'Grady,  M.D. 

INTERNAL  MEDICINE 

SURGERY 

Wiliam  J Landis,  M.D. 

James  V.  Reiss.  M.D. 

11-95 

BURN 

CARE 

NEBRASKA 


f BURN 


CARE 
NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact,  Call 

1-800-995-2876 
1-800-995-BURN 
(402)  467-5454 

8-95 


CENTRAL  NEBRASKA 

Cardiology  consultants,  P.C. 
Phillip  E.  Burket,  M.D.,  F.A.C.C. 

Diplomate  American  Board  of  Internal 
Medicine  - Cardiovascular  Diseases 

Practice  Limited  to  Cardiology 


727  North  Custer  Phone:(308)382-1430 

Grand  Island.  NE  68803  FAX  (308)  382-5290 

6-95 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  cf  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


1-402-435-1466 


PROFESSIONAL  OFFICE  BUILDING 
2221  S.  17th  St,  SUITE  405 
LINCOLN.  NE  68502 


1-600-MED-LINC 


1-95 


© 


The 

HEART 

Center 


of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardioldgist 

AZARIAH  KIRUBAKARAN,  M.D. 

Board  Certified  Cardiologist 


3016  West  Faidley  • P.O.Box  5345  • Grand  Island.  NE  68802 
Office:  (308)  382-3994  • 1-800-233-3994  • FAX:  (308)  382-5873 

8-95 


□■■■■■  CONSULTATIVE 

□”■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Yourtgberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 
•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4-95 
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eye. 


f surgical 
: associates 


5445  South  Street  6900  L Street 
Lincoln,  NE  68506  Lincoln,  NE  68510 

(402)  489-8838  (402)  483-7700 

or 

1-800-633-5462 


Larry  W.  Wood,  M.D. 

Max  W.  Linder.  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward.  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva.  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-94 


| LINCOLN,  cont. 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)489-1110 

Lincoln,  NE  68506  or  1-800-MED-LINC 

9-95 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidnck,  M.D,  F.A.C.O.G 

Joseph  G.  Rogers.  M.D.,  F.A.C.O.G. 

Dennis  L Hodge,  M.D..  F.A.C.O.G. 

Gregory  W.  Heidrick.M.D  . F.A.C.O.G 

Yvonnek.  Davenport  M.D  , F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

i—  24  HOURS  - 7 DAYS  A WEEK  — | 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME 1 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICALPARK  PLAZABUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-95 

NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

1500  S.  48th  St.  #800 
Lincoln,  NE  68506 

(402)489-6554 

or 

1-800-MED-LINC 

11-95 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

ALL  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 

475-2803 

Comer  of  13th  & E 

1000  S.  13th,  Lincoln  8-95 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553 

1500  S.  48th  St.  #800  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-95 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL:  — 

Office  (402)  483-7825  or  Med-Unc:  1-800-533-5462 
4740  A Street* *  Suite  100  • Lincoln,  NE  68510  11-95 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 

I P- 


• GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY. HANDSURGERV 
•JOINT  DISEASE 4 TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 
•CHILDRENS  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 
Patrick  T.  Hurlbut,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn.  Suite  201 
Lincoln,  Nebraska 

10-95 
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Neurological  Surgery 
1500  S.  48th  Street,  Suite  511 
Lincoln,  NE  68506 

Louis  J.  Gogela,  M.D. 

Benjamin  R.  Gelber,  M.D. 

Eric  W.  Pierson,  M.D. 


Phone:  402-483-3002 


10-95 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUELE.  BOON,  M.D 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 
PATRICK  A.  KEELAN.  M.D. 

DAVID  L.  KUTSCH,  M D 
STEFFAN  R.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M D 
ROBERTF.  SHAPIRO.  M.D. 
AINA  I.  SILENIEKS,  M O 
DANIEL  J.  TILL,  M 0. 
LARRY  D.  TOALSON,  M D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 


6-95 


PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-95 


Jr  RAIRIfi  SURGICAL 

ASSOCIATES  P C 

John  Buckley,  M.D.,  F.A.C.S.  John  Reed,  M.D.,  F.A.C.S. 
Board  Certified  in  General  Surgery 

Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 

8-95 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 


Bob  J.  Bleicher,  M.D.  • Ellen  G.  Miller,  M.D. 

BRYAN  MEDICAL  PLAZA 
1 500  South  48th,  Suite  605  Lincoln,  NE  68506 
(402)  483-1919  FAX  (402)  483-0357 

8-95 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)489-8888  s-96 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-95 


OMAHA 


|T  TlM'V 

Adult  & Pediatric 

( v-^enterrc  1 

Urology 

Hal  K.  Mardis.  M.D..  F.A.C.S. 

R.  Michael  Kroeger,  M.D.,  F.A.C.S. 

Harvey  A.  Konigsberg.  M.D.,  F.A.C.S.  Peter  M.  Gordon.  M.D  . F.A.C.S. 

Jeoffrey  Deeths,  M.D.,  F.A.C.S. 

Jon  J.  Morton,  M.D. 

Steven.  C.  Koukol,  M.D. 

• 111  S.  90th  Street 

• Satellite  Clinic 

Omaha,  NE  68114 

Papillion,  NE 

(402)  397-9800 
800-882-4770 

3-95 
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BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)398-5880 


Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 
Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

D.  Randall  Pritza,  M.D. 


3-95 


Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 


11-94 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

4353  Dodge 

Peter  J.  Whitted,  M.D. 

8111  Dodge 

John  D.  Griffiths,  M.D. 

14505  W.  Center  Road 

Jeffery  J.  Hottman,  M.D. 

6510  Redick 

Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

(402)  552-2020 

Mark  D.  Emig,  M.D. 

11-95 

Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8552  CASS  ST. 

1406  W CENTER  RD. 

402-397-7400 


402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Mark  C.  Wilson,  M.D. 
Jeffrey  S.  Nelson,  M.D. 
George  A.  Zieg,  M.D. 


Board  Certified 
In  Adult 
And  Pediatnc 
Asthma  & 

Clinical  Immunology 


COLUMBUS  - 2363  18th  AV. 

402-563-3379 

NORFOLK  - 1300  NEBRASKA  AV 

402-379-7400 

GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-95 


81 1 1 Dodge  St. 
Omaha.  NE 

SgOEYEl 

ASSOCIATES 

68114-4115 

Building  Upon  a Proud  Heritage 

(402)390-8111 

of  Expert  Eye  Care 

210  Regency  Pkwy 
Omaha,  NE 
68114-3726 
(402)  391-3131 

Stanley  M Truhlsen.  M.D., 
emeritus 

C.  Rex  Latta,  M.D. 

John  W Pemberton,  M.D. 

John  T Ramsell.  M.D 

4242  Famam  St. 

Omaha.  NE 

Donald  L.  Arkfeld,  M.D 

68131-2810 

Raymond  M.  Crossman,  III.  M.D. 

(402)  552-2300 

D Francis  Arkfeld,  M.D 

3353  L St. 

Camilla  R.  Parson,  M.D. 

Omaha,  NE 

Michael  L.  Goldstein,  M.D. 

Since  1886 

68107-2500 

(402)  390-81 11  5 g5 

NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 
Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


Find  out  how  comprehensive  spine  care  in  one  location 
can  benefit  your  patients. 

CONTACT  NEBRASKA  SPINE  SURGEONS,  P.C. 


11819  Miracle  Hills  Drive,  Suite  102  24-Hour  Trauma  Coverage 

Omaha,  Nebraska  68154-4438  1-800-496-0403 

402-496-0404  s-as 


GROSS  IWERSEN  KRAT0CHV1L  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D.  FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY.  M.D.  BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D.  R.  MICHAEL  GROSS.  M.D 

T.  KEVIN  O'MALLEY.  M.D.  TIMOTHY  C.FITZGIBBONS.  M.D. 

JEFFREY  J,  TIEDEMAN,  M.D. 

Hand  Surgery  Disorders: 

Joint  Replacement  • The  Spine  & Knee 

Sports  Medicine  • Foots  Ankle 

Work  Related  Injuries  & Evaluations  • Shoulders  Elbow 

CALLS  ANSWERED24  HOURS 

771 0 Mercy  Rd.  Suite  500 399-8550 

Appointments  399-8484  Billing 399-9301 

3-95 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street.  Suite  #225 
P.0  Box  24639 
Omaha.  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Strest 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 


Herbert  A,  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 


11-95 
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PHYSICIAN'S  DIRECTORY,  cont. 

1 OMAHA,  cont.  1 | SCOTTSBLUFF  I 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 
B.Y.  ROFFMAN,  M.D. 
RX.  KOERBER,  M.D. 
CX.  WEBSTER,  M.D. 

R.E.  BOWEN,  M.D. 
W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  "F*  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1 117  1.95 


7441  'O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 


OREGON  TRAIL  EYE  CLINIC 


Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye 
including:  cataract,  retina,  vitreous  and  cornea 


SCOTTSBLUFF 
(308)  635-391 1 
ALUANCE 
(308)  635-391 1 
CHADRON 
(308)  432-5586 

1-800-383-3351 


GORDON 
(308)  282-0401 
VALENTINE 
(402)  376-2525 
AINSWORTH 
(402)  387-2800 
OSHKOSH 
(308)  635-391 1 


OGALLALA 
(308)  284-401 1 
SIDNEY 

(308)  635-391 1 
KIMBALL 
(308)  235-3621 

8-95 


TIMEF0RAM0VE? 


IM,  FP,  OB/GYN,  PEDS.. 


CURRENT  OPENINGS: 
CALL  NOW  FOR  DETAILS! 

Nebraska  National 

45+  Cities  750+ Cities 

We  track  every  community  in  the  country  . . . 


Omaha 

Kansas  City 

Richmond 

Lincoln 

Chicago 

Jacksonville 

Norfolk 

Cincinnati 

Little  Rock 

Hastings 

Des  Moines 

Birmingham 

Imperial 

St.  Louis 

Boston 

Papillion 

Indianapolis 

Norwich 

Tampa 

Columbus 

Atlanta 

NEW  OPENINGS  DAILY 

The  Curare  Group,  Inc. 

l^jp  (800)  880-2028  Fax  (812)331-0659 

M-F  8am-7pm  Sat  12-4pm  CST 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An 
additional  charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first 
appearance  unless  otherwise  instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA 
MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./  EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  5 1 5,  Ankeny,  IA  5002 1 , phone  1 -800- 
729-7813  or  51  5-964-2772. 

COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8k  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc., 
P.O.  Box  5 1 5,  Ankeny,  IA,  5002 1 , phone  1 -800-729-78 1 3. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied family  physicians  seek  associate  for  this  "All 
America"  community  in  west  central  Nebraska. 
Obstetrics  required.  Send  CV  to:  Gothenburg  Family 
Practice  Associates,  Doctors  David  Hult  and  Larry 
Wilson,  902-20th  St.,  Gothenburg,  NE  69138. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies.  Call  (308)  384-7100,  721  W. 
7th,  Grand  Island  NE  68801. 

INTERNAL  MEDICINE  AND  OB-GYN  PRACTICE 
OPPORTUNITIES:  Rural  lake  country  community  is 
seeking  the  above  practitioners  to  join  an  active  12 
(soon  to  be  14)  physician  multispecialty  group. 
Quality,  comfortable  living  environment,  multiple 
recreational  activities,  fine  educational  opportuni- 
ties and  cultural  activities  abound.  Opportunity  in- 
cludes relaxed  call,  liberal  salary  and  exceptional 
benefits.  Send  curriculum  vitae  or  inquiries  to:  Lake 
Region  Clinic,  PC.,  Attn:  Joel  Rotvold,  PO  Box  1 100, 
Devils  Lake,  ND  58301,  or  call  (800)  648-8898  for 
further  information. 

FOR  SALE:  QBC  blood  gas  analyzer  with  centri- 
fuge. $3,500  or  best  offer.  Call  John  at  402-558-8585 
to  see  or  for  details. 


INTERNAL  MEDICINE,  CARROLL,  IOWA:  Out- 
standing professional  opportunity  for  an  internal 
medicine  physician  in  a progressive,  safe  and  clean 
community  of  10,000  located  in  west  central  Iowa, 
90  miles  from  Des  Moines,  Iowa  or  Omaha,  Ne- 
braska. This  opportunity  is  available  for  either  an  in 
practice  internal  medicine  physician,  or  the  internal 
medicine  physician  just  beginning  practice.  Excel- 
lent schools  (Catholic  and  public),  quality  hospital 
featuring  a radiation  oncology  center,  dialysis  cen- 
ter, and  a new  32,000  sq.  ft.  outpatient  addition. 
Significant  income  potential  available.  For  more 
information,  call  Randy  Simmons,  Vice  President,  at 
1-800-382-4197  or  write  St.  Anthony  Regional  Hos- 
pital, South  Clark  Street,  Carroll,  I A 51401. 

WANTED:  Lincoln  surgical  group  seeking  a board 
eligible  or  board  certified  general  surgeon.  Good 
corporate  benefits  plus  a busy  practice  are  two 
factors  to  consider  this  opportunity.  Send  letter  of 
inquiry  and  CV  to  Surgical  Associates  of  Lincoln, 
2221  South  17th  Street,  Suite  106,  Lincoln,  NE 
68502. 

THINKING  OF  SELLING  YOUR  PRACTICE?  Are 
you  asking  yourself  these  questions:  What's  the  best 
selling  price?  Who  will  help  me  negotiate  and 
structure  the  sale  for  my  best  benefit?  How  much 
cash  can  I expect  at  closing?  Where  are  all  the 
prospective  purchasers?  We  have  the  answers  and 
specialize  in  the  sale  of  professional  practices.  Please 
contact  Glenn  Harwell,  Harwell,  Forrest  and  Hardin, 
Marketers  of  Professional  Practices,  P.O.  Box  4422, 
Denver,  CO  80155,  (303)  721-1978. 

GENERAL  SURGERY,  ESTHERVILLE,  IOWA:  Ru- 
ral community  of  7,000  people  is  recruiting  a gen- 
eral surgeon.  58-bed  hospital  is  well  equipped  and 
has  five-person  FP  group  in  the  community  and  the 
full  range  of  consultants  who  rotate  through  on  a 
regular  basis.  Competitive  financial  package.  Fabu- 
lous recreational  opportunities  available  at  nearby 
Spirit  and  Okoboji  Lakes.  Solid  work  force.  Good 
schools.  Low  crime  area.  For  more  information, 
contact  Christopher  Kashnig,  Physician  Recruiter, 
P.O.  Box  1100,  Oshkosh,  Wl  54902.  Call  414-236- 
2430,  or  FAX  414-236-1312. 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 
Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

M 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone  ( ) 

Incomes 

No.  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  lor  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct.  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Emplover/Group 

Address 

Social  Sec.  # 

Bus.  Phone  ( ) 

Incomes 

No.  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  lor  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Account  Number 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  tq  no  legal  disability,  and  tha^  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  mlormation.  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  Ig  process  this  application  My  ^goature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date 


Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR. 

Vanable  Rate  Information 

The  variable  rate  will  be  determined  by  the  "Prime  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June,  September  and  December  The  credit  card  rate  will 
be  the  "Pnme"  plus  84%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  informabon  about  the  costs  of  the  card  descnbed  in  this  applicaton  is  accurate  as  of  February  1 993,  when  it 
was  pnnted  This  informaton  may  change  after  the  pnntng  date  To  find  out  what  may  have  changed,  call  us  at 
1 -800-432-3209  Or,  write  to  us  at  FirsTier  Bank  Credit  Card  Center,  P O Box  7,  Omaha,  NE  68101  -0007 


Co-Applicant  Signatue  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee.  Overlimit  Fee.  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2.  Overlimit  fee  - $1000  and  3.  Returned  check 
fee  — $1500 

FirsTier®  Bank,  NA,  Member  FDIC 


If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


The  lightweight  champion 
of  the  world. 


At  3.9  ounces,  the  Motorola  MicroTAC  Elite  DPC  is  the  world's  lightest  cellular 
phone — but  it  still  packs  some  very  heavyweight  features. 

• Weighs  just  3.9  ounces — less  than  a D size  battery. 

• The  smallest  Motorola  MicroTAC  model  yet. 

• Lithium  Ion  "smart"  batteries  for  more  talk  time  with  less  weight. 

• Optional  digital  answering  machine.  The  only  cellular  pocket  phone  to  offer  this 
feature. 


Save 


now  on  the  purchase  of  the  Motorola  MicroTAC  Elite  DPC  with 
J w your  Nebraska  Medical  Association  membership,  The  Association 
will  also  receive  non-dues  income  from  your  purchase. 


Lincoln  Telephone 


DEC  2 8 


H.Y.  Ilndtm  of  Medicine 


Cotner  and  "O"  Streets  • 436-5050 

FIRST 

CELLULAR 

OMAHA 

1 5432  West  Center  Road  • 330-6500 
72nd  and  Jones  • 330-6500 
11071  West  Maple  Road  • 330-6500 
2000  W.  Broadway,  Council  Bluffs  • 322-5500 

TAKING  THE  LEAD  IN 
PERSONAL  COMMUNICATION  SSM 

We  feature  state-of-the-art  Cellular  phones  by  Motorola. 


County  Medical  Society 

NEBRASKA  MEDIAL  ASSQCIATIQN 
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Specialists  in  Medical 
Liability  Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company 


For  more  information  contact 
St.  Paul  Medical  Services 
M.C.  105X 
385  Washington  St. 

St.  Paul,  MN  55102-1396 

800.328.2189  extension  8642 


For  more  information  about  The  St.  Paul’s  medical  professional  liability  insurance 
contact  your  independent  insurance  agent. 


THE  NEW  YORK  ACADEMY 
OF  MEDICINE 


This  BOOK 

is  NOT  to  be  REMOVED 
from  the  LIBRARY 


NEW  YORK  ACADEMY  OF  MEDICINE 


